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Board of Directors meeting 
Thursday 27 November 2025 at 12.45 pm 

Trust meeting room 

Agenda 

Patient story / clinical presentation:  Driving efficiencies in breast cancer treatment – Dr Caroline 
Wilson & Dr Alexandra Lewis, Acute oncology and breast medical oncology consultants, and a patient 

 30 mins 

Public items Decision Lead Page Timing 
37/25 Standard business  

a Apologies Chair 

5 mins 
b Declarations of interest Chair 
c Minutes of previous meeting – 23rd October 2025 Approve * Chair 2 
d Action plan rolling programme, action log & matters 

arising 
Review * CEO 8 

38/25 Performance & finance 
a Trust report Review * Execs 11 10 minsb Integrated performance quality & finance report Review * COO 19 
c Value Improvement Programme update Review * COO 61 10 mins 

39/25 Planning 
a Future Christie update Review * DFC 67 10 mins 

40/25 Governance (regulatory / statutory compliance) 
a Reports from committees (October 2025 meetings) 

• Audit Committee
• Senior Management Committee

Review *
*

Committee
chair 

74 
80 

10 mins 

b Board assurance framework Review * CEO 83 5 mins 
c Advanced Foundation Trust authorisation Review * CEO 93 5 mins 

41/25 Any other business 

For information 
Christie Higher Education Institution (HEI) project 
update 

Note * DoE 97 

Reflections on the meeting 

Date and time of the next meeting 
Thursday 29th January 2026 at 12:45pm 

D/CEO 
DFC 
COO 
DoE 

Deputy / Chief Executive Officer 
Director of Future Christie 
Chief Operating Officer 
Director of Education 

* paper attached
v      verbal
p     presentation



Public meeting of the Board of Directors 
Thursday 23rd October 2025 at 12.45 pm 

Trust Meeting Room 

Present:  Chair:   Prof Joe Rafferty (JR), Chair 
Roger Spencer (RS), Chief Executive Officer 
Tarun Kapur (TK), Non-Executive Director 
Alveena Malik (AM), Non-Executive Director 

  Grenville Page (GP), Non-Executive Director 
Roy Dudley-Southern (RDS), Non-Executive Director 
Dr Diana Tait (DT), Non-Executive Director  
Amanda Oates (AO), Non-Executive Director 
Marisa Logan-Ward (MLW), Non-Executive Director 
Sarah Corcoran (SC), Non-Executive Director  
Prof Chris Harrison (CJH), Executive Director / Deputy CEO  
Claire McPeake (CM), Chief Operating Officer  
Vicky Sharples (VS), Chief Nurse and Executive Director of Quality 
Sally Parkinson (SP), Executive Director of Finance 
Dr Neil Bayman (NB), Executive Medical Director 
Eve Lightfoot (EL), Director of Workforce 
John Wareing (JW), Director of Strategy  
Prof Adrian Bloor (AB), interim Director of Future Christie  
Prof Fiona Blackhall (FB), Director of Research 
Prof Rikki Goddard-Fuller (RGF), Director of Education  
Jeanette Livings (JL), Deputy Director of Communications 

Minutes: Louise Westcott (LW), Company Secretary 
In attendance: Jo D’Arcy (JD), Assistant Company Secretary 

Lisa Hallett, Principal Clinical Scientist (member of staff) 
Lee Showman, Public Governor for Bury 
Dr Zhu-Chuen Oong, Clinical Oncologist 

Clinical presentation: ‘Improving outcomes by learning from every patient (RAPID-RT)’ – Dr 
David Wolfe, Consultant Clinical Oncologist, Rachael Wooder, Lead Dosimetrist Radiotherapy and 
Kevin Dillon, patient.  
Kevin explained that he had lung cancer and is currently without cancer. He cares for his wife and 
is extremely grateful to the Christie for his care and treatment. He was diagnosed on a mobile 
scanner in Tesco car park in Burnage, had chemotherapy, 33 radiotherapy treatments and has 
otherwise got on with his life. He explained that waiting for information is the hardest part, and he is 
waiting for the next scan at the moment. Found the treatment very tiring but was part of his life for 
that period, Kevin described having a reaction to the chemotherapy but was well looked after, he 
had support from family. He had an amazing experience here and was very complimentary about 
the clinicians that have cared for him. 
DW described the new approach to getting patients into this trial and big data. We know that 
radiotherapy for lung cancer can result in a negative impact on the heart. How this is looked at in a 
research study is difficult. We want to look at all the data we have across GM for patients, to arrive 
at conclusions more quickly. DW described a rapid learning design study – look at patients that 
have already been treated and then look at changing dose to the heart in patients over a year to 
arrive at a hypothesis quickly. This uses the day-to-day clinical record and AI is used to work out 
where to reduce the radiotherapy dose to reduce the impact on the heart. 
Controversial element is that there is an opt-out consent for the study, if they don’t actively opt-out 
then they are automatically included. Patients were involved in the co-design of the study. This 
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results in a very inclusive nature to the study. All patients are involved except for 2. Can see a 5% 
survival benefit using this technique over a year between the 2 cohorts in the study. 
This is the first study to do this rapid learning with all patients. AI supports this approach to allow it 
to work. 
RW described the need to adapt radiotherapy workflows to manage demand and workforce issues 
in the future. She described the use of AI in planning that’s allowed time savings. Manual versus AI 
contouring techniques compared – showed AI saved about 50% delineation time – specifically this 
saved time on contouring the heart. Efficiencies were also identified around specific staff groups. 
Feedback on the use of AI has been very positive. Concerns were around automation bias, training 
and impact on job roles. Experienced staff are always used to look at the AI contouring, feedback 
is important. The first UK evaluation (SMART) is being undertaken. Plans are being fed into the 
system to improve the quality of the output. The aim is to develop expertise and frameworks for 
evaluating human-in-the-loop AI, this is a first in the NHS. 
Important to ensure we are representative in research trials; we need to incorporate AI 
appropriately and do things at scale and more quickly to get clinical changes implemented. This 
requires time to develop change and efficiency in patient care. Skill mix is vital. 
Questions invited. 
Lung health check picked up Kevin’s cancer, more cancers are being picked up through this route. 
We don’t have the rate of increase in workforce to match increase we’re seeing in demand. We 
already have innovative roles in radiotherapy here. Scalability is an issue. DW noted this is 
scalable but requires buy in and infrastructure from a lot of people – change in mindset, different 
ways of working etc. Clinical pathways need to be reviewed to scale the potential, need to change 
the way we work. 
Question on ethics of opt-out model and if this is the only way to do this. DW noted this allows us 
to be truly inclusive, we know the treatment is not going to have a negative effect, so this takes a 
lot of the ethical issues out. There are no extra treatments for the patient to undergo.  
So important to get real data, the standards set by this approach & research governance approach 
are part of the process. Noted that this is still under ethics approval and through NIHR so still in a 
regulatory framework. This shows a road map for other studies. 
How does this compare with other studies that are happening globally and how do we learn 
together. The numbers we have in the NHS mean we are leading globally for a whole population 
approach; others can move more quickly as don’t have the same pressures.  
Real world evidence – unique as we are one big centre and the way we use data is better than 
others. We can use clinician data. This is the way things are going. 
JR thanked the team for their presentation. 

Item Action 
31/25 Standard business 

a Apologies 
Tom Thornber, Director of Future Christie 

b Declarations of Interest 
No declarations made relating to the items on the agenda 

c Minutes of the previous meeting – 25th September 2025 
The minutes were accepted as a correct record. 

d Action plan rolling programme, action log & matters arising 
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 All items from the rolling programme are complete or noted on the agenda. Notes 
from Board planning day will be circulated to Board following this meeting. LW 

32/25 Performance & Finance                                                                          

a Trust Report  

 • New format of the report is presented this month structured to align to the Board 
capability self-assessment and our 6 strategic objectives. 

• There are no adverse variances against objectives at month 6. 
• We are a positive outlier regionally and nationally both financially and in respect 

to the national standards. 
• Christie Clinical Research Facility (CRF) is being extended to 7 days – means we 

can increase capacity for studies in the GM CRF. We are the busiest CRF in GM. 
• Some discussion took place on how the great performance lands with staff.  
Report noted 

 

b Integrated performance quality & finance report  

 • CM outlined the report and asked for feedback on the look of the report that 
aligns to the NHS Oversight Framework. 

• Executive summary notes the exceptions and what we are doing.  
• Comment that the trajectories and timelines could be clearer. 
• VTE compliance will be taken to the Quality Assurance Committee to get 

assurance on performance. 
• Asked for the opportunity for the NEDs to have a separate session to better 

understand all the information presented. 

 
 

 
 
 
 
 

CM 

c Value Improvement Programme update  

 • Paper shows the monthly update. 
• At month 6 we have fully delivered the £25.3m target for the year, this is a 

significant achievement. Others in GM have not delivered. 
• The split between recurrent and non-recurrent VIP has worked well so far. 
• The focus is now on next year, if we can over deliver this year, we will do that. 
• A system session on confidence around delivery of plans took place with 

questions on next year as we will have a similar target, this will continue to be 
challenging. 

• The planning cycle includes the VIP, governance and quality impact 
assessments and this is working very well. 

• Questions around impact on staff of the ongoing pressure to make savings – 
there is considerable engagement with staff both clinically and non-clinically. 

• Pressure will increase on the non-recurrent element of the target as the capital 
programme accelerates. Need to focus on cash releasing and efficiency 
schemes. 

• The approach was acknowledged, and congratulations were extended to the 
executive team for achievement of the plan. 

The Board noted: 
• Achievement of 2025/26 VIP target 
• Plans for 2026/27 VIP 

 

4



 

    

33/25 Planning  

a Regulatory preparedness update  

 • VS outlined a brief paper that outlines the Trust approach to preparation for a 
future regulatory inspection 

• Quarterly approach outlined that involves a lot of Trust wide engagement. 
• Board have undertaken mock interviews. 
• Acknowledged that making this an every day process is very good. 
• Learning is disseminated through feedback, engagement sessions, direct to 

individual areas with action plans etc. 
• Patients are already engaged and there is a plan to engage patients further in 

the second year related to the Quality Plan and Future Christie work. 

 

b Planning update  

 • A new Planning Framework has been published with a focus on a rolling 5-year 
process. 

• An Integrated Delivery Plan is required for each organisation to meet the needs 
of its population.  

• A proposed new FT authorisation process is being developed. 
• A Governance structure has been set up to align planning that is clinically led. 

Key workstreams are surgery, SACT and radiotherapy supported by divisional 
management teams.  

• Benchmarking will be used – GIRFT, Model Hospitals etc. 
• Clinical priorities, operational requirements, workforce all part of the plan. 
• Specialty reviews mechanism described, the reviews will include the GM picture 

and work to address any issues we identify. Our clinicians are inputting into care 
delivered elsewhere. 

• Capacity and demand is built into the planning approach – specific to each major 
treatment modality and the patient pathway. 

• Confidence in ICB planning was queried – the ICB have a statutory responsibility 
but there’s more focus on individual organisations responsibility now.  

• CM and AO to discuss design principles. 
• Board agreed with the recommendations outlined in the paper. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CM/ 
AO 

c Future Christie update  

 • AB introduced himself as cover for TT while he is off work for a period. 
• Future Christie is a transformation platform built around the patient, clinician and 

whole hospital. 
• Data will be further discussed in the second part of the meeting. 
• AVT – ambient voice technology demo was given showing the technology and 

what it does including the recording of a discussion, production of a letter and 
ability to edit / send electronically to the GP and to the patient portal. 

• Hope to have widespread adoption across the Trust by end of this year. 
• Surgical staff are trialling this and will then be extended. 
• Some due diligence is required, support will be put in place once this is launched. 
• Capacity challenge was discussed, looking at being bold and utilising what we 
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already have with a narrow focus on doing a small number of things well. 
• Bigger projects will create more of an issue, we are building this capacity now. 
• Quality control is required, and due diligence is being undertaken in the initial 

stages. The system is interpretive and needs checking. 
• Using existing forum to launch this and engage across the Trust. 
• We have been successful in a bid for AVT for £2.4m. 
• Data protection issues are part of the consideration – the suggested system is 

MHRA approved. This is a bolt on to the existing transcription system, there are 
no additional data protection issues identified. 

• This fits with the national & regional strategy. We have the national strategy in 
our line of sight – NHS App, Federated Data Platform etc. 

• Board approved the recommendations in the paper. 

34/25 People & culture  

a Freedom to Speak Up Guardian (FTSUG) update  

 • Fiona Jenkinson (FJ) presented the update on the last 6 months of FTSU work at 
the Trust.  

• There have been a significant rise in contacts in Q2 coinciding with an increase in 
proactive engagement.  

• There is a general sense of uncertainty in the NHS at the moment plus issues in 
the wider world that have driven some of the activity. 

• A very high number of contacts relate to attitudes and behaviours. 
• Training for managers has been increased to equip leaders with the tools they 

need to deal with staff. 
• There have been 2 sexual safety concerns in this period, this shows that people 

are feeling safe to raise these concerns. 
• AHPs are over represented, medical staff are underrepresented in contacts. 
• FJ has identified a variation in recording of cases between previous FTSU 

Guardians and herself that can be seen through the data. 
• EDI data shows no firm conclusions around protected characteristics. 
• Champion network has expanded from 3 to 17 – these are from across staff 

groups, sites and bands. 
• Close working with EDI team and review of national requirements has taken 

place. 
• New FTSU plan launched structured around the National Guardian’s Office 

(NGO) framework. 
• FTSU week took place last week. JR did the Swartz round. This was very well 

received. 
• Training & education are a focus – cultural reinforcement is key. 
• Feedback from the anonymous survey has been very positive. 
• Very important to get good feedback from the contacts and this is not the norm in 

other organisations. 
• Feedback to those who make contact is prioritised. 
• Champions network better represents our organisation and helps with specific 

issues such as overseas staff. 
• EL thanked FJ for her work in the first 8 months. FJ works very closely with the 
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Workforce team and the EDI networks as well as the chaplaincy. 
• Thanks were extended to FJ. 
• Board noted the update and actions. 

35/25 Governance (regulatory / statutory compliance)  

a Reports from Committees (September 2025)  

i Quality Assurance Committee  

 SC noted the lost to follow up work – medium assurance as work still to complete 
Medical safety also given medium assurance and will come back to the committee. 
Rolling programme reviewed. 

 

ii Workforce Assurance Committee  

 TK noted the mandatory training escalation and that this is coming back to the next 
meeting. 

 

iii Audit committee  

 GP noted a verbal update on EPRR compliance that was discussed in detail and 
action plans discussed. 
Sustainability was discussed that noted the challenging environment and funding 
constraints. 
Strong assurance on finance. 
Reg 15 on premises and equipment – high assurance following detailed report. 

 

iv Senior Management Committee  

 RS noted the summary from the SMC that show the journey through the committee 
structure of issues coming to the Board. 

 

b Board Assurance Framework  

 • BAF has been updated to show the current position against the strategic risks. 
• Quarterly risk scores added for Q2. 
• Updates made to the controls and gaps in assurance. 
• No escalations or increases in risk to note. 

 
 

 

c EPRR Compliance statement  

 • CM noted that the annual compliance statement needs approving based on an 
89% approval through an external assessment. 

• Audit committee endorsed for Board approval. 
• Approved. 

 

36/25 Reflections of the meeting  

 Excellent presentation.  All Board members contributed.  Quality of discussion was 
very good. 

 

 Any other business  
 • No items noted  

 Date and time of the next meeting  
 Thursday 27th November 2025 at 12:45pm  
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Agenda item 37/25d

Month From Agenda No Catego
ry

Issue Responsible Director Action To Agenda no

C Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P Integrated performance & quality and finance report COO Monthly report 38/25b

S Strategy update DoS Six month review 38/25a
P Value Improvement Programme COO Review 38/25c
S Future Christie update DFC Review 39/25b
S Higher Education Institute update DoE Note 39/25a
S Annual Sustainabiltiy Report - Boards responsibility for Carbon Net Zero DCEO Note approval by Audit Committee For information

P Integrated performance & quality and finance report COO Monthly report By email
S Board planning
S Council / Board - strategy update

C Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P Interim review of annual objectives CEO Review progress
Annual reporting cycle P Integrated performance report COO Monthly report

S Future Christie update DFC Review
P Value Improvement Programme COO Review

P Integrated performance & quality report and finance report COO Monthly report By email
Annual reporting cycle G Letter of representation & independence Chair
Annual reporting cycle G Register of directors interests / FPPT annual declaration Chair
Annual reporting cycle G Declaration of independence (non-executive directors only) Chair

Planning & 
Development Day S Board development & planning Chair Board Development programme N/A

C Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P Integrated performance & quality and finance report COO Monthly report For information
Annual reporting cycle G Annual reporting cycle Executive directors Approve

S Future Christie update DFC Review
P Value Improvement Programme COO Review
C Staff survey initial results DoW Note
G National Job Matching Profiles for Nursing and Midwifery DoW Review

Annual reporting cycle G FPPT Compliance report Chair Approve annual compliance

Planning & 
Development / Council 

Meeting of the Board of Directors - 27 November 2025
Action plan rolling programme after October 2025 meeting 

C Culture P Performance S Strategy G Governance

January 2026

February 2026  - no Board 
meeting

By emailCirculate

December 2025 - no Board 
meeting

March 2026

November 2025
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Month From Agenda No Catego
ry

Issue Responsible Director Action To Agenda no

C Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P Integrated performance & quality and finance report COO Monthly report

G Register of matters approved by the board CEO Note April 2023 to March 2024
Provider licence G Self certification declarations CEO To approve the declarations

Annual reporting cycle S Annual Corporate Objectives review / BAF CEO Review progress
G Modern Slavery Act statement (in Trust Report CEO Approve 
P Trust Strategy Update DoS Review
C Freedom to speak up Guardian report FTSUG 6 monthly update

Annual reporting cycle P Risk Management strategy 2024-25 annual review ECN Annual Review

May 2026 - no meeting Annual reporting cycle P Integrated performance & quality and finance report COO Monthly report By email
Planning & Development Day S Planning

C Patient story CEO To hear a patient story
Annual reporting cycle P Integrated performance & qualityand finance report COO Monthly report
Annual reporting cycle G Annual reports from audit, quality and workforce assurance committees Committee chairs Assurance
Annual reporting cycle G Annual compliance with the CQC requirements ECN Declaration / approval

P Value Improvement Programme COO Review
S Annual objectives / BAF 2026/27 Approve

Annual reporting cycle G Annual report, financial statements and quality accounts (incl Annual 
governance statement / Statement on code of governance)

EDoF Approve

July 2026 - no meeting P Integrated performance & quality and finance report COO Monthly report By email
Planning & Development Day S Service Review day with senior leadership teams

August 2026 - no meeting P Integrated performance & quality and finance report COO Monthly report By email

C Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P Integrated performance & quality and finance report COO Monthly report

P Value Improvement Programme COO Review
S Future Christie update DFC Review

C Patient story CEO To hear a patient story Board presentation
P Integrated performance & quality and finance report COO Monthly report 32/25b
P Value Improvement Programme COO Review 32/25c
S Future Christie update DFC Review 33/25c
P EPRR Compliance statement COO Approve 35/25c
G Regulatory preparedness update ECN Review 33/25a
C Freedom to speak up guardian FTSUG Annual report

Planning & 
Development Day S Board Planning & Development Chair Board development programme - 

externally facilitated N/A

October 2026

September 2026

June 2026

April 2026
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Agenda item: /25d 

 

Action log following the Board of Directors meetings held on  

Thursday 23rd October 2025 

 
 

No. Agenda Action By who Progress Board review 

1 31/25d 
Further information on planning sessions and notes 
from previous planning session to be circulated to 
Board 

LW Complete – information circulated To note additional dates 

2 32/25b Separate session with NEDs to better understand 
IPQFR CM Session arranged 27th November N/A 

3 33/25b Discussion on design principles AO/CM Meeting arranged N/A 
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Agenda item 38/25a 

Meeting of the Board of Directors 
Thursday 27th November 2025 

 

Subject / Title Trust report 

Author(s) Executive Directors 

Presented by Roger Spencer, Chief Executive 

Summary / purpose of paper This report brings together the key issues for the Board of 
Directors in relation to our performance, strategy, 
workforce, the Greater Manchester system landscape, the 
regulatory landscape and other pertinent matters within the 
scope of the board’s responsibilities.   

Recommendation(s) The board is asked to note the contents of the paper. 

Background Papers Integrated Performance, Quality and Finance Report 
Finance Report 

Risk Score See Board Assurance Framework 

EDI impact / considerations  

Link to: 
 Trust’s Strategic 
Direction 
 Strategic Objectives 

1. To deliver safe, effective & equitable care 
2. To deliver excellent financial and operational 

performance 
3. To provide integrated clinical, research and education 

services 
4. To be an excellent place to work and attract the best staff 
5. To transform our services to improve access and reduce 

health inequalities  
6. To provider leadership within the wider NHS cancer 

system 

Acronyms or abbreviations 
contained in the report 

NHSE NHS England 
FDS   Faster Diagnosis Standard 
PDR personal development review 
GM Greater Manchester 
VIP Value Improvement Programme 
EPR electronic patient record 
AI Artificial Intelligence 
NIHR National Institute for Health & Care Research 
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Agenda item 38/25a 
Trust Report 

Thursday 27th November 2025 (October data) 
Introduction   
The Christie remains a high-performing organisation, strategically well positioned, with no 
current issues requiring escalation and a projected achievement of annual objectives across all 
strategic domains.   

This consolidated view of the Trust’s operational and strategic performance summarises the 
current position with regard to board capability assessment, compliance with operational 
requirements, progress against our annual strategic milestones all within the context of national 
policy developments.  Further details on the items in the report can be obtained from the links 
provided.  Risks to our strategic milestones are reported in detail in the Board assurance 
Framework and details of operational performance are in the Integrated Performance, Quality & 
Finance report. 
 
Board Capability 
The Christie’s Board Capability self-assessment provides assurance of the board’s leadership 
capacity, governance maturity, and preparedness to meet national performance expectations. 

Our self-assessment of full compliance against the NHS England provider capability domains 
was approved at the September Public Board and submitted to NHSE by their October 
deadline.  The table below summarises the position with all domains rated Green, with no 
escalation required.  A declaration of full compliance has accordingly been made to NHSE.   
 

NHSE Board 
capability domain Relevant Indicators Evidence RAG 

rating 

1. Strategy & 
Leadership 

Oversight Framework 
segment; national ranking 

NOF Segment 1, ranked 3rd nationally 
NHS Acute & Specialist Trusts.  

2. Quality of Care 62-day cancer standard; 
Faster Diagnosis 
Standard; nurse staffing 

62-day and FDS remain above target. 
Nurse staffing consistently at/above safe 
1:8 ratio. 

 

3. Workforce Sickness absence; PDR 
compliance; training 
compliance 

Sickness 5.26% (lowest in GM). PDR 
compliance (87.3%) and mandatory 
training compliance (95.2%)  

 

4. Partnerships & 
System Role 

GM Collaborative 
contributions; national 
audits 

Leadership in Cancer Alliance. Lead GM 
aseptic programme. OECI reaccreditation 
confirms global top-tier status. 

 

5. Financial 
Sustainability 

Monthly surplus; VIP 
delivery 

Surplus (£4.4m) on plan; value 
improvement plan target achieved.  

6. Improvement & 
Innovation 

Clinical trial set-up; AI 
pilots; EPR milestones 

Research set-up below 60-days. Digital/AI 
projects and Future Christie milestones 
progressing to plan. 
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Operational Performance – Month 7 Position 
The Trust’s national ranking and Segment 1 status confirm our continued excellence and 
provide strong external assurance of our leadership and capability. 

The Christie continues to perform strongly across all domains. We remain in Segment 1 of the 
NHS Oversight Framework, the highest possible rating, and are currently ranked third nationally 
among acute and specialist providers. This position reinforces our international standing as one 
of the top 25 global cancer centres as reported at the September board meeting.     
Performance across quality, operational, financial and workforce domains remain compliant with 
requirements. Full details are provided in the Integrated Performance Report.   
 
Strategic Objectives – Month 7 Position 
Progress against the 2025/26 annual milestones of each of our six strategic objectives is 
currently rated Green, with risks actively managed and oversight of risks clearly assigned to 
committees or the board and tracked through the Board Assurance Framework.   

 
Strategic Objective 1: Safe, Effective and Equitable Care   
Quality remains consistently high, with proactive risk management and a maturing learning 
culture providing strong assurance on patient safety. 

• Overall Status: Green   
• BAF Risks: 0 ≥15   
• Committee Oversight: Quality Assurance Committee 
• Executive Lead: Executive Chief Nurse 
There were no significant adverse quality variances in October. The recently published CQC 
Inpatient Survey and National Cancer Patient Survey both confirm that The Christie remains 
among the best performing providers nationally. Two operational risks currently score 15 or 
above and are actively monitored via the Risk & Quality Governance Committee, with mitigation 
plans in place.   
Following a temporary suspension of production in the Aseptic Unit for five days during early 
October. The unit is now back to full operations.   
Our learning culture continues to mature. The Patient Safety Incident Response Framework 
(PSIRF) has now been implemented across the organisation, and the latest version of the 
Learning Bulletin has been shared widely to support reflective practice and continuous 
improvement.   
We have been notified by the CQC that we are required to undertake a self-assessment for an 
Ionising Radiation (Medical Exposure) Regulations IR(ME)R inspection. An onsite visit is 
planned for 18th December 2025. The previous inspection took place in 2023 with no actions 
recommended. 
 
Strategic Objective 2: Excellent Financial and Operational Performance   
The Trust is financially stable and operationally compliant, with no deviation from plan and full 
delivery against agreed improvement targets. 

• Status: Green   
• BAF Risks: 1 ≥15   
• Committee Oversight: Senior Management Committee 
• Executive Lead: Executive Director of Finance  
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At Month 7, the Trust is delivering a financial surplus of £4.4 million, in line with plan. The Value 
Improvement Plan for 2025/26 has been achieved, and operational performance remains 
compliant against all major cancer standards, including the 62-day, 31-day and Faster 
Diagnostic Standard (FDS) metrics.   
 
Strategic Objective 3: Integrated Clinical, Research and Education Services   
The Trust is strengthening its research and academic profile, with national investment secured 
and a strategic education proposal in development. 

• Status: Green   
• BAF Risks: 0 ≥15   
• Committee Oversight: Board of Directors 
• Executive Lead: Director of Research and Director of Education 
Research trial set-up times are currently below the national 60-day benchmark but have 
improved with further process improvements taking place to sustain and further improve this 
position. We have received a letter from DHSC outlining the requirement for Trusts to monitor 
set up time performance, embed monitoring into routine governance and take immediate 
actions required to improve. 
A proposal to establish Higher Education status is presented to the November 2025 Board of 
Directors meeting for discussion. This represents a strategic opportunity to strengthen our 
academic partnerships and reinforce our position as a centre of excellence in cancer education.   
 

Strategic Objective 4: Excellent Place to Work and Attract the Best Staff   
The Christie maintains a high performing, engaged workforce with strong, nationally leading, 
indicators of morale, inclusion and leadership visibility. 

• Status: Green   
• BAF Risks: 0 ≥15    
• Committee Oversight: Workforce Assurance Committee 
• Executive Lead: Director of Workforce 
Workforce indicators remain strong. Mandatory training compliance stands at 95.2%, and PDR 
completion is at 87.3%. Sickness absence is currently at 5.26%, the lowest in Greater 
Manchester. The Christie continues to be rated in the top category nationally for compassionate 
and inclusive culture, staff engagement, morale and flexibility, as confirmed by the NHS Staff 
Survey 2024.   
The Trust has submitted its Workforce Race Equality Standard (WRES) and Workforce 
Disability Equality Standard (WDES) action plans following approval by the Senior Management 
Committee. This submission ensures we have met our regulatory obligations, and reflects our 
continued commitment to advancing equality, diversity, and inclusion across the organisation. 
Resident Doctors undertook industrial action from 7am on Friday 14 November to 7am on 
Wednesday 19 November 2025. Our established operational planning processes were activated 
to ensure continuity of care and effective management throughout the period. The small number 
of follow up appointments impacted have been rearranged. 
Staff engagement activity in October was extensive and well-attended. Highlights include the 
Research & Innovation Division Strategy away day, the Connect & Reflect event with new 
starters and a tour of the Oldham site by Board members. 
Staff survey 2025 closes at the end of November, activities are underway to encourage staff to 
complete the survey. 
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Strategic Objective 5: Transform Services and Reduce Inequalities   
Transformation is progressing as planned, with digital infrastructure and service equity both 
advancing in line with strategic commitments. 

• Status: Green   
• BAF Risks: 0 ≥15   
• Committee Oversight: Board of Directors 
• Executive Lead: Future Christie Director, and Director of Strategy 
Our Future Christie transformation programme remains on track. The Patient Portal has been 
successfully rolled out, and development of a business case for a new electronic patient record 
(EPR) is underway. The capital programme is progressing to plan and remains within budget.   
We continue to address inequalities in access to services. Notably, we have consistently 
achieved the Faster Diagnostic Standard target for haematology patients in Mid-Cheshire, 
demonstrating our commitment to equitable care across the region.   
We have successfully secured additional funding for Ambient Voice Technology and a case is 
presented in November for consideration by the Board. 
 

Strategic Objective 6: Leadership Within the Wider NHS Cancer System   
The Christie’s leadership role within the regional and international cancer system is recognised 
and expanding, reinforcing our strategic influence. 

• Status: Green   
• Key Updates: OECI reaccreditation; GM Collaborative leadership; network expansion   
• BAF Risks: 1 ≥15   
• Committee Oversight: Board of Directors 
• Executive Lead: Director of Strategy 
The Trust continues to play a leading role within the Greater Manchester Provider Collaborative, 
contributing to all eight shared priorities and leading the GM Aseptic programme. Our 
haematology network has expanded to include Macclesfield and Crewe with active plans to 
extend to additional sites, further consolidating our system leadership.   
 
The table below summarises our current delivery status against the six strategic objectives, 
including risk ratings and committee oversight. 

Strategic Objective Risk rating Committee oversight 
1 Safe, Effective and Equitable Care   Quality Assurance 

Committee 
2 Excellent Financial and Operational 

Performance  
 Senior Management 

Committee 
3 Integrated Clinical, Research and Education 

Services  
 Board of Directors 

4 Excellent Place to Work and Attract the Best 
Staff  

 Workforce Assurance 
Committee 

5 Transform Services and Reduce Inequalities   Board of Directors 
6 Leadership Within the Wider NHS Cancer 

System  
 Board of Directors 
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Our Strategy 2023-2028 
The table below outlines the main themes of the Trust Strategy and the high-level progress 
against each. 

Leading Cancer Care Theme Exec Lead Status 
Realise the potential of the Paterson 
development to achieve seamless 
integration of research with clinical care 

Outcomes Director of 
Research 

Paterson complete and fully 
occupied. Oct/Nov 2025 CRUK-MI 
Director commenced in post with a 
joint appointment as Honorary 
Consultant in Medical Oncology at 
The Christie.  

Grow our pipeline of Christie leaders with 
regional, national and international 
influence 

Outcomes Executive 
Medical 
Director 

Internal programmes established and 
well attended 
External programmes supported – 
e.g. national GIRFT review HPB 
cancer 

Accelerate research delivery through 
efficiencies and innovation, bringing 
tomorrow’s treatments to patients faster  

Outcomes Director of 
Research 

Moving from analogue to digital with 
approval for implementation of 
EDGE, Ignite & Florence platforms in 
2026 

Create sustainable opportunities for our 
staff to work within international 
partnerships to tackle cancer inequalities 
locally and globally 

Inequalities Director of 
Strategy 

Fellowship exchange in place. 
International programme established 
and developing partnerships in  

Develop accessible and inclusive cancer 
care education and training through the 
development of education in the 
“Excellence in Education Centre” and the 
exploration of registered education provider 
status 

Outcomes Director of 
Education 

Plan to achieve HEE Status to Board 
November 2025 

 
The Christie Experience Theme Exec Lead Status 
Improve in-patient experience and 
efficiencies through the emerging/next 
generation ward environment  

Cancer  
waits 

Chief 
Operating 
Officer 

Wards 14 & 15 operational. Ward 
renovations underway, ward 12 
complete, 10 and 11 commenced 

Establish Christie research outreach – 
access to research for every patient across 
Greater Manchester 

Inequalities Director of 
Research 

Wigan & East Cheshire sites open. In 
planning to open Bolton in 2026. 

Personalise the Christie Outpatient 
experience by embedding digital healthcare 
tools 

Inequalities Director of 
Future 
Christie 

Patient App launched August 25.  

Embed cancer partnerships beyond Greater 
Manchester by building on the success of 
national service networks and hosting 
Operational Delivery Networks 

Outcomes Director of 
Strategy 

Host of NW Radiotherapy and TYA 
Specialised Clinical Networks 
Developing partnership with Mid 
Cheshire (haematology, SACT). 

Grow active patient and public engagement 
opportunities across cancer education 
priorities 

Inequalities Director of 
Education 

'Cancer through exclusion' series, 
launched Experts through 
Experience panel to guide priority 
setting, engagement / development 
of cancer specific education.  

 
Local and Specialist Care Theme Exec Lead Status 
Develop a single Christie non-surgical 
oncology service with equitable care for all 
patients across Greater Manchester 

Cancer  
waits 

Director of 
Strategy 

Haematology network established 
Consolidation of oncology Outpatient 
and SACT activity underway 

Collaborate with partners to improve access 
to cancer diagnosis and treatment, 
targeting areas of greatest need 

Cancer  
waits 

Chief 
Operating 
Officer 

Consolidation of outpatient, SACT & 
Haematology services. 
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Specialist diagnostics – PETCT 
single queue. 62-day performance on 
track for achievement by year end. 

Expand cancer survivorship programme 
with system leadership for managing the 
late effects, supportive care and research 

Inequalities Executive 
Medical 
Director 

BRC living with & beyond programme 
MASCC designated centre of 
excellence in Supportive Care (June 
2025) 

Establish a Christie Advanced Scanning 
Centre for state-of-the-art diagnostics and 
increasing capacity 

Cancer  
waits 

Director of 
Finance 

Business case approved, decant 
commenced 

Work with partner organisations to integrate 
a sustainable next-generation cancer 
pathology service in cytogenetics, 
histopathology and blood sciences 

Cancer  
waits 

Chief 
Operating 
Officer 

Re-procurement of joint venture 
partner completed. 
New build project for pathology 
facilities approved and commenced 
through The Christie Charity 

 
Best Outcomes Theme Exec Lead Status 
Drive improvements in quality, safety, and 
patient experience through real-time data 
for data-enhanced clinicians 

Outcomes Director of 
Future 
Christie 

Future Christie project in place – AVT 
funding received. Funding approved 
and further case for Board 
consideration November 

Accelerate improving outcomes through 
launching a Clinical Outcomes and Data 
Unit 

Outcomes Director of 
Future 
Christie 

CODU established. Review of future 
data requirements in progress 

Develop a secure data environment with 
regional / national capability in collaboration 
with research partners 

Outcomes Director of 
Research 

Future Christie and JAC – workshops 
in progress for EPR procurement 

Work in partnership with the Greater 
Manchester Cancer Alliance to establish 
and report cancer equality metrics and KPIs 

Inequalities Director of 
Strategy 

Reporting cancer standards by 
protected characteristics monthly. 
Focus on early diagnosis e.g. 
expanding targeted lung health check 
– reporting inequality measures  

Improve outcomes for older patients with 
cancer through the Christie Senior 
Oncology service 

Inequalities Executive 
Medical 
Director 

Service developed and operational 

 
National Policy Developments   
The Trust is appraised of and involved in shaping current NHS policy and well positioned to take 
advantage of emerging opportunities.   

Recent updates to NHS England policy frameworks are directly relevant to our strategic 
planning. These include; 

• Publication of the Medium Term Planning Framework Medium Term Planning Framework for 
2026/27 to 2028/29  

• NHSE is inviting feedback on the Advanced Foundation Trust Programme: guide for 
applicants. The Advanced Foundation Trust Programme will be a vehicle through which to 
reward and incentivise good performance. The intention is that by 2035 all providers will 
have become advanced foundation trusts, with freedoms including strategic and operational 
autonomy, a capability-based regulatory approach and greater financial flexibilities. 
This consultation is open from the 12 November 2025 to 11 January 2026.  
 
Following consultation, the updated policy and guide for applicants will be published and 
implemented in 2026. NHS England » Advanced Foundation Trust Programme – guide for 
applicants 
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https://www.england.nhs.uk/publication/advanced-foundation-trust-programme-guide-for-applicants/
https://www.england.nhs.uk/publication/advanced-foundation-trust-programme-guide-for-applicants/


 

 

The NHS has now announced the next steps for the development of Advanced Foundation 
Trusts as part of the NHS 10-Year Health Plan.  The Secretary of State for Health and Social 
Care, Wes Streeting, announced on 12 November that eight pilots have been announced.  
Although we are not one of the pilot phase organisations, The Christie will continue to be 
preparing to make sure that we are one of the first to go through the formal assessment 
process when it is finalised. 
 
This would give us the freedom to continue our ambitious future programme of service 
changes to provide the very best care for our patients and to look after all of our staff. 
We will be working over the next three months to ensure our plans are in place so we can 
apply as soon as a national process is announced.  
 

• Transforming medical training for the future of the NHS - This report identifies 11 
recommendations, including four key priorities needed to modernise medical training: 

• Training must become more flexible 
• We must build on excellence beyond formal training routes 
• Current training bottlenecks are damaging and must be addressed 
• We need to rebuild inclusive team structures where doctors at every stage of training 

feel valued 
 
Recommendation 
To note that The Christie remains a high-performing organisation that is strategically well 
positioned and has declared full compliance with the NHSE Board capability domains.    
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Integrated Performance Quality & Finance Report Oct-25
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EXECUTIVE SUMMARY

Strategy and Leadership
The Trust remains well-aligned with national priorities under the NHS Oversight Framework 2025/26, showing strong domain-level performance and readiness for public benchmarking via Model 
Hospital. The integration of Leighton Haematology services temporarily affected key metrics, but responsive interventions (extra clinics, locum cover) demonstrate adaptive leadership. The 62-
day cancer treatment improvement initiative (Nov 2025–Mar 2026) reflects a proactive approach to sustained performance improvement.

Quality of Care
Patient safety remains robust: one PSII reported in October. Positive safety culture evidenced by high reporting rates: 71% no-harm and 15% near-miss incidents. 13 learning responses were 
triggered locally embedding a continuous learning culture. Infection control: C. Difficile and P. Aeruginosa below trajectory; E. Coli and Klebsiella above, requiring targeted surveillance. Patient 
feedback continues to validate high-quality, compassionate care. Two operational risks scoring over 12 in October.

Workforce
Safe staffing sustained (1:7 average nurse–patient ratio, occasionally 1:8) with no correlation to incident trends. Staff absence: 5.26% (above target) due to short-term sickness. Turnover falling, 
and mandatory training compliance high (95.16%). PDR completion above target, supporting staff development and engagement.

Financial Sustainability
£4.4m surplus at month 7, aligned with plan. Capital spend £11.9m (slightly above plan) focused on ASIC, estates, digital, and asset replacement. Value Improvement Programme (VIP): £25.3m 
identified; £0.9m recurrent gap actively managed. Agency/bank costs stable or decreasing, reflecting strong workforce cost control.

Service Improvement 
Cancer performance remains strong:62-day: 76.1% (above stretch target) 31-day: 98.5%, Faster diagnosis: 94.4% (target 80%), RTT 18-week: 96.4%; 52-week waiters equates to two patients, 
both resolved with treatments scheduled. Referral growth from service expansion in Haematology prompts ongoing capacity and pathway optimisation.

Overall Assessment 
The Trust demonstrates robust leadership, financial stability, and high-quality care delivery, with clear evidence of strategic alignment and continuous improvement. Key focus areas ahead 
include infection control performance, short-term sickness management, and sustaining cancer pathway gains through capacity planning.

Report Flags
VTE - assessment compliance below target but improvement measures taking effect. Performance rising and expectation for Q3 end is to achieve the standard.
24 Day Performance – 60% of referrals received from secondary care past day 38 & 20% beyond day 62 which creates pressure to treat patients in under 24 days. Improvement plan in place 
being monitored through operational improvement group to reduce internal treatment times and numbers of breaches.
52 Week performance - In October, we reported that 0.04% (2 patients) of patients were waiting over 52 weeks for treatment, against a target of 0%. Patients now dated.
Vacancy Rate - The vacancy rate for October 2025 was 6.77%, exceeding the target threshold of 5.00%. 
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Oversight Framework 25/26

The new NHS Oversight Framework 2025/26 describes a consistent and transparent approach to assessing ICBs and NHS trusts and foundation trusts, ensuring public accountability for 
performance and providing a foundation for how NHS England works with systems and providers to support improvement. The initial data below shows the Trust’s rankings based on the first cut 
of data (the Access to services module is not currently being populated for specialist cancer Trusts). Metrics have been grouped into domains and will be scored individually and across each 
domain, with Trust’s being segmented into an overall score for comparison against other Trusts. The information is to be publicised on the Model Hospital platform.
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Oversight Framework 25/26
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Oversight Framework 25/26
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Incident Reporting

A total of 1026 incidents were reported to DCIQ in October 2025.

• At the time of reporting, 72% of incidents have been finally approved. 4% of incidents have been 
rejected for reasons such as duplication and incidents which involve care provided by an external 
trust. .

• 71% of incidents reported resulted in no harm
• 15% of incidents were reported to be a ‘near miss’, evidencing a positive reporting culture 
• Reporting trends in October were within the expected limits.
•  Although there was a 7%  increase in incidents reported from last month, there was no increase in 

incidents resulting in harm.
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		Ref		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		Who/What has been affected by the incident?		Result		Type		Incident Category		Incident sub category		Handler		Approval status		Initial severity		Final severity		Closed		Action taken2		Lessons learned		Department - Division

		I17633		10/29/25		11:15		10/29/25		Rand Unit 164 (HIPEC) missing power lead. A 3 lad power plug similar to those often used but is distinguishable by a yellow catch that locks in place with the machine. Unable to locate in theatre department, hence Unit 164 out of action until we can source another one.				The Christie NHS Foundation Trust						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Co-ordinator infod 
Band 7 info 
Looked all around theatres
HIPEC Manager made aware

		I17642		10/29/25		09:15		10/29/25		Staff Blood culture result uploaded to ICNET system.				The Christie NHS Foundation Trust / Corporate / Workforce / Occupational Health						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality				Incident awaiting allocation		No Harm						Contacted occupational health with result.				Corporate

		I17576		10/27/25		13:15		10/27/25		Stung by wasp in office.  We have previously made at least two reports regarding wasps coming into the Trade Union offices.  This was very unexpected given the time of year.  I did open the window in the hope the wasp would leave but instead it got into my top and stung me on the arm.				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues				Incident awaiting allocation		Low Harm						Left window open for wasp to leave.  Applied vinegar to neutralise the sting.				Corporate

		I17382		10/21/25		10:00		10/21/25		Out of date PPE Supply in the out of hours store cupboard by Department 40.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Estates and Facilities Department						Incident affecting the organisation		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Escalated to head of estate department.				Capital, Estates and Facilities

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities
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Incidents by approval status



		Ref		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		Who/What has been affected by the incident?		Result		Type		Incident Category		Incident sub category		Handler		Approval status		Initial severity		Final severity		Closed		Action taken		Lessons learned		Department - Division

		I17649		8/27/24		12:49		10/29/25		DXA scan requested 27/08/2024 with scheduling details:
REQUEST FOR: Next available imaging appointment
SCHEDULE DETAILS: next available please
Found on Cris 'orders' list 29/10/2025.
Referrer was contacted to see if request should have been cancelled, but they advised the scan is still needed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Asked referrer to submit new order as clinical information is now very old.				Clinical Support and Specialist Surgery (CSSS)

		I17568		10/26/24		00:00		10/27/25		Patient treated with Enhertu under NHS care (on CDF) for one year from disease progression with no follow up review appointments or on treatment imaging to assess for progressive disease or toxicity (ILD). Blueteq criteria state treatment is not funded beyond disease progression.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		Low Harm						Patient had scan 4/9/24 with mixed response but clear progression in lungs and pleural disease.  Patient informed at OPA 12/9/24. Follow up put on hold pending patient decision. Next dose scheduled 26/10/24. Patient has continued to receive a further 13 cycles of treatment funded by NHSE via CDF. In the last 12 months this patient has not had any NHS medical review documented on CWP and has not attended any NHS clinic apts. Patient has not had any further scans to assess treatment response or assess for potential ILD (in trials this drug has been associated with fatal pulmonary toxicity). Queried with prescriber 22/10/25. Treatment now cancelled on iQEMO and patient looking at alternative treatment options.				Network Services

		I17019		5/16/25		09:00		10/8/25		A patient with extensive stage small cell lung cancer
The possibility of thoracic radiotherapy +/- PCI was discussed with the patient at their new patient consultation.
This was not picked up until after the patient had already received 6 cycles of treatment
We would usually refer after 4 cycles
The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Pabial,  Suneil		Incident being managed locally		No Harm						The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				Network Services

		I17094		6/20/25		00:00		10/10/25		Patient returned unused medication as was prescribed Omeprazole but dispensed Aciclovir. Omeprazole sticker on box of Aciclovir. Error noticed by patients so did not take the incorrect medication				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Medicine label - wrong/transposed/omitted		Nolan,  Russell		Finally approved		No Harm		No harm		10/14/25		I have taken the medication from the patient and returned it to the pharmacy department				Network Services

		I17302		7/3/25		00:00		10/17/25		Consultant contacted by Radiotherapy about a CT scan that had been cancelled and not rebooked and noted that patient was consulted by phone on 24/07/25, but although clinic letter done, no outcome form on CWP and no fup booked.		feedback given to staff member		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		Consultant sent CWP message to sec to book fup per the clinic letter of 24/07/25 (sec checked Careflow and f2f appt 24/07/25 had been cancelled and rebooked as a telephone consult on the same date).
Fup appt booked for late November and letter sent.		feedback given to staff member		Network Services

		I16841		7/4/25		06:34		10/3/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 16/10/2025: Missed sternal bone mets and overlooked left breast surgery. CT Thorax Abdo pelvis oral and IV Cont. Also same potential
discrepancy for CT scan performed 11/12/24 and reported 13/12/24 same reporter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Potential discrepancy reported after review for MDT.				Clinical Support and Specialist Surgery (CSSS)

		I17279		7/29/25		08:00		10/16/25		INCIDENT REPORTED BY TCPC: Patients bloods taken and sent to the lab pre- treatment.

Results not recorded and still not showing on CWP 2 hours later- therefore staff nurse went down to pathology to locate bloods and ask how long it would be.

Bloods not located- ?lost.		The lab reception team have investigated the issue raised, and are unable to determine where the samples could have gone- as we have no record of these being booked into the Synergy system. The ward should review the transport of these were they lost in transit or mis-placed as subsequent samples have been processed on the day.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		10/22/25		"Bloods re taken and sent as URGENT.
Duty of candour adhered to.
Datix sent to NHS pathology labs for investigation.
"		Unfortunately we are unable to carry out any further root cause analysis as the laboratory has got no record of  additional samples being receipted on 29.07.25 which would be entered into TD Synergy.		Christie Pathology Partnership

		I17681		7/29/25		15:00		10/30/25		Whilst rolling a patient to insert a pat slide i felt  a pulling/tearing sensation in my wrist. I was following the policy and rolled the patient towards me with the help of others. The patient was fairly heavy.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Staff		Harm		Clinical incident		Moving and Handling		Innapropriate patient handling- Other		Thomas,  Preethi		Incident being managed locally		Low Harm						As the injury didn't feel major i continued working for a couple of weeks, and informed my line manager. I also stopped moving and handling patients and lifting heavy items in work.				Clinical Support and Specialist Surgery (CSSS)

		I17442		8/4/25		10:50		10/22/25		TSRT 9 13I LEVEL1, SB 13hh,13i   MD 13cc   CF1a,1b,1C,2C
Patient received daily image verification when not protocol and authorisation for additional concomitant exposures not sought
Total of 22 additional concomitant exposures (220mGy)
Reportable incident				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm				This error was identified during a retrospective review/audit for paediatric patient imaging . Patient was having 5400cGy/30# to left pelvis ewings sarcoma. Under protocol imaging is #1-3 and weekly thereafter however this patient was imaged daily.
No annotations in Mosaiq or CWP that confirm clinician, or person with appropriate scope of entitlement, authorised additional exposures				Network Services

		I17378		8/12/25		13:54		10/21/25		Outcome form completed asking for FU appt withing 6/52 but form not actioned so no appt given and pt has run out of SACT				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Morgan,  Karen		Incident being managed locally		Moderate Harm		Moderate harm				Pt added on to clinic same day as consultant informed of incident				Network Services

		I17025		8/13/25		11:00		10/8/25		TSRT9/level 4/6F/CF/MD6E/CF1d
patient called to ask when radiotherapy treatment would commence she was aware she was on a waitlist.  On review the patient was not on the waitlist spreadsheet.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		On review of clinical notes the patient had a booking form completed and an email was sent to the wrong bookings team, this was then highlighted to the correct booking team but had not been highlighted to the treating team and was therefore not added to the waitlist.  This was rectified by the team and patient was added to the waitlist - this has not impacted on when the patient would receive treatment due to the order of the waitlist				Network Services

		I17027		8/13/25		11:00		10/8/25		TSR9/LEVEL5/sb11n/xr2g/cf1d  note in CWP for another patient was identified in the incorrect patients notes		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		2G Data recording		Hudson,  Scott		Finally approved		No Harm		No harm		10/24/25		reported with IT to remove and Datix completed		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		Network Services

		I17316		8/14/25		09:00		10/17/25		Patient came to clinic and had not been taking lenalidomide, patient never received cycle 28 of lenalidomide. The patient assumed that lenalidomide had stopped as none was delivered.  
Cycle 28 prescribed and pharmacy medicine request form completed on CWP. 

It is noted on delivery/collection details: PLEASE ANNOTATE NO PAF have emailed
put through to post 18/08 SK

Not clear what has happened with medication.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Kelly,  Marie		Finally approved		Moderate Harm		No harm		10/27/25		Consultant aware and further medication prescribed.				Network Services

		I17067		8/14/25		00:00		10/9/25		A referral from Sheffield sent to Christie Referrals and Bookings as received 5.2.25 when date received should have been 21.7.25		- Amended referral date and raised datix as protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Melanoma Consultant queried where the referral had gone to as this couldn't be seen on CWP but was subsequently found but had been entered as received on 5.2.25 whereas date actual date received was 21.7.25.		- To be vigilant in entering data onto Careflow.
- Take a break away from PC screen if needed.		Network Services

		I16775		8/14/25		10:00		10/2/25		Car backed into hidden post. Poor lighting, tinted windows with poor visibility hindered by rear passenger headrests. Sensors didn't pick up post.  Car quite damaged.  Member of staff OK.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Reported internally promptly and raised with car management company.  Car awaiting repair.  Still awaiting repair 10th Oct and a further incident will be raised to deal with the car management company.				Network Services

		I16832		8/15/25		08:00		10/3/25		INCIDENT REPORTED BY NCA: took over care of patient, carried out thorough skin inspection, patient had a stocking on left foot , removed stocking and saw there were pressure lines on left foot from tightness from the stocking, patient husband stated the stocking had been left on since before admission  from christies. left the stocking off for a couple of hours, red pressure lines disappeared however left a small red mark/bruise on left foot		None taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/23/25		updated body map, patient educated on pressure care, escalated to NIC, escalated to ward manager		From speaking to staff who reviewed the patient post discharge from AAU and reviewing the documentation during admission, the patient did not have a compression stocking in situ during admission on AAU nor was there a stocking in situ 2 days after discharge from The Christie. Therefore, unable to attribute pressure damage identified at Fairfield to The Christie. The Lymphoedema specialist reviewed the patient in an outpatient clinic 13 days prior to admission to Fairfield Hospital, they had ordered a garment for her but no compression stocking was put in situ at that time. The patient was reviewed by MDT during admission on AAU, she was deemed to not need support in the community and was able to care for herself with the help of her husband.		Clinical Support and Specialist Surgery (CSSS)

		I17586		8/15/25		13:50		10/27/25		Registrar sent a CWP message to a secretary to ask for patient to be brought back to clinic to be given a positive scan result. Admin team have sent a "good news" letter to patient to say their scan results were negative.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Marley,  Heather		Incident being managed locally		Moderate Harm						Senior surgeon has explained the error to the patient and their family and apologised for the error. He has explained the results and ordered appropriate repeat scans. I have signposted to PALS.				Clinical Support and Specialist Surgery (CSSS)

		I16838		8/18/25		12:00		10/3/25		Patient admitted with bowel obstruction secondary to metastatic pancreatic cancer. 
Underwent attempt at colorectal metal stent fluoro guided 18/8/25. Failed attempt. 
19/8/25: CT TAP extensive free intraperitoneal air in keeping with bowel perforation. Scan reviewed with Consultant radiologist and site is distal transverse likely due to air being inserted at time of attempt at stent.
Patient not appropraite for surgical intervention. For best supportive care. Died 18/9/25 in a hospi				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Interventional Radiology)						Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Whelehan,  Sarah		Learning response required		Moderate Harm		Moderate harm				Supportive measure provided/ discusion with surgical team.				Clinical Support and Specialist Surgery (CSSS)

		I17564		8/18/25		10:58		10/27/25		A clinical trial patient  completed quality of life questionnaires. The nurse who saw the patient in clinic put these in an envelope and put them on the lead clinical trial co-ordinators desk. The clinical trial co-ordinator was unable to find the questionnaires.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building						Incident affecting Patient		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Taylor,  Claire		Incident being managed locally		No Harm						Clinical trial co-ordinator informed the trial nurse that the questionnaires were missing and looked for them in multiple places.				Research and Innovation

		I17110		8/23/25		00:00		10/10/25		Patient enrolled in trial CCS1477-02 (19_DOG06_264). Admitted to Palatine Ward with hyperglycaemia, renal failure, and hypercalcaemia on 22/08/2025. During drug prescribing on ePMA on 23/08/2025, the weekly dose of dexamethasone (due on 27/08/2025) was by system default, scheduled for 23/08/2025. This discrepancy was not identified by the prescribing doctor, and the dose was administered as prescribed.		To be taken to the quality managers to consider how best to bed into clinical sessions.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Mamat,  Mohd		Finally approved		No Harm		Low harm		10/22/25		Dose administered as prescribed by nursing team. As a result of a complain investigation, the incident was identified and reported.				Network Services

		I16756		8/28/25		12:00		10/1/25		TSRT9 4K/ CF 3/ MD 4J/ SB 4J

Pacemaker was selected on the book forms of 2 patients but despite this the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Abutaleb,  Mohamedkhalid		Rejected		No Harm						*Highlighted during consent process
*Cardiac triage team informed
*Triage process started				Network Services

		I16754		8/28/25		12:00		10/1/25		TSRT9  level 5 4H/ cf 1c/ SB 4j/MD 4j

Pacemaker not selected on the booking forms of 2 patients, therefore the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		*Highlighted during consent process 
*Cardiac triage team emailed to alert
*Triage process started				Network Services

		I16985		9/1/25		00:00		10/7/25		Distressed phone call rec'd from patient's relative as he is in significant pain.
Last seen by CO 01/09, anno and letters seen on CWP, and dx from this team.
Per anno it said he was being referred to MO for palliative SACT but no referral seen on system as done or waiting to be done.		Admin Support:
Administrative resources are continuously pooled with the stream to manage the typing backlog efficiently.
Medical Oncology Appointment:
The MO appointment was booked immediately. The patient was scheduled for palliative chemotherapy, and the delay had no impact on available treatment options.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		1. Checked EPRO dictations from 01/09.  At end of anno were letters referring pt to Salford for a stent, also the SACT referral letter to MO.
2. Urgently typed and issued all the missing letters.
3. Submitted SACT referral to referrals portal.  Also emailed MO consultant and CNS team with apology for delay and informing him referral had now be submitted.
4. Emailed stent referral letter to Salford for completion of records as patient was stented on 29/09.		Outlined to the admin team to ask for help when typing backlog startes to become unmanagable.		Network Services

		I16785		9/2/25		20:46		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16790		9/2/25		13:50		10/2/25		Patient received albumin and the second independent check not completed. The first independent check appears to have been completed post transfusion. 

On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16795		9/2/25		18:53		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17087		9/4/25		16:52		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16724		9/5/25		10:00		10/1/25		INCIDENT REPORTED BY STOCKPORT HOSPITAL: PICC line inserted at Christie on 5/9/25. on arrival to laurel suite on 11/9/25 PICC line dressing changed and 2 small areas of skin damage noted under dressing from pressure of the dressing pushing on the clamp on the line and the cap to the end of the line. patient reported the dressing had felt very tight since insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Hill,  Steve		Incident being managed locally		No Harm						dressing removed and replaced under ANTT. no signs of infection noted. photographs of wounds taken with patient consent

I do not have the images at the time of reviewing this incident. The incident and the medical notes say an area of 'skin damage'. As the skin has not been described as broken I'm assuming it has not been, there is no mention of grading of pressure damage, so I again I'm assuming their is some indentation where the PICC hub and clamp had be placed.
The Staff member who undertook the procedure and applied the dressing is currently off so I cannot discuss the case with directly.  
However, we do not apply pressure dressing unless the patient is showing signs of bleeding, there has been an arterial puncture or significant haematoma.  What is offer to patients are elasticated arm tubing if the patient prefers the whole are to be covered.
Dressings are not routinely placed over the CVC sites in a tight manner which can result in pressure damage. However, of the staff member has done this in a tighter manner than normal, together with elasticated dressing this may have lead to the application of too much pressure over the catheter this together with this gentleman being on steroids and perhaps increasing skin/tissue fragility may have lead to too much pressure over the hub and clamp area of the PICC.				Clinical Support and Specialist Surgery (CSSS)

		I16742		9/5/25		08:00		10/1/25		Ordercoms number 9340706 & 9340707 - Biochem and Haem samples sent in virology bag.  (Please note that Biochem/haems samples go in the clear bag and are processed here, Microbiology samples go in the blue bag and are sent to Salford & Virology samples are put in the Red bag and are sent to MRI).  These samples could have been sent to MRI in error due to being in the wrong bag resulting in not test results being available on CWP)		To raise at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and samples processed here with a slight delay due to the samples being in the virology pile as they were in the incorrect bag.		For monitoring purposes		Network Services

		I16822		9/8/25		14:00		10/3/25		In error a follow up echo for a patient on trial was missed.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		10/10/25		Consultant informed, sponsor informed of how to proceed. No harm to patient as patient well and this classed as a deviation and another echo was not needed. Review on process of why this was missed underway. 
Contributing factors – nursing team not being aware that echo assessments were needed at this time point. The echo assessment was quite intensive (2 weekly at this point).  To prevent this happening again the nursing team agreed, that for cell therapy pts,  team will book post treatment echocardiograms for up to 6 weeks post treatment at the time of study enrolment.

The dates of the echo assessments will also be written on teams patient white board in the office to prompt the nurses to check receipt of echo reports and ensure assessments has been completed and reviewed in a timely manner.				Research and Innovation

		I17156		9/9/25		03:00		10/13/25		Patient received 1 x RBC and the pack number was documented incorrectly as G095 625 356 898 U instead of G095 625 356 898 on the prescription by the nurse.
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/13/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16817		9/9/25		14:34		10/3/25		Second independent check not completed/completed by the same nurse.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Research and Innovation

		I16818		9/9/25		14:50		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16819		9/9/25		17:10		10/3/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I16820		9/9/25		07:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16821		9/9/25		17:05		10/3/25		Patient received a unit of platelets and no starting information or end vital signs recorded. 

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the form will not close without this.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16823		9/10/25		20:04		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16825		9/10/25		12:58		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16846		9/10/25		19:10		10/3/25		Patient received 1 x RBC and the end digit of the pack number was documented incorrectly as the letter 'Q' instead of the number '0' on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16884		9/10/25		12:00		10/3/25		tsrt9/ Level 5/ 10j/CF2c/13G/SB13F
20# pelvis patient 
Identified at #6 site setup lost - could have been during prep import or at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Raised to B7 when error identified. 
B7 asked Pre-Treatment to investigate and try to identify information for the site setup using RTP scan. 
Site setup filled in with relevant information from RTP scan. Note in nav asking radiographers  at next # to identify tattoo measurements.
Heel to heel to be written down and confirmed is appropriate utilising patient XVI. 
Feedback given to Pre-treatment Radiographers regarding filling in and approving site setup - they stated that they now approve site setup earlier (before RTP) to avoid this stap being forgotten therefore they were thinking this incident related more to prep room processes rather than RTP 
Radiographers at Prep reminded to be checking Site Setup before and after import and to be using the WI provided to avoid site set ups being lost. 
Radiographers on liancs reminded to inform B7s as soon as possible if information regarding patient setup is missing.				Network Services

		I17088		9/10/25		17:32		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16849		9/11/25		19:09		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16851		9/11/25		17:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16854		9/11/25		17:44		10/3/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17199		9/12/25		15:00		10/14/25		C4D1 treatment on 12 Sept - Noted patient has implanted port which was not used for IV access for the last two treatments.  A peripheral cannula was inserted instead. No documented reason for not using the port. Patient did not mention to nursing staff he has a port and thought the treatment needs to be given via cannula.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/27/25		Checked CWP for last use of port - 1 Aug,  within 3 months, accessed using ANTT, 5ml bloods can be withdrawn and discarded, flushed and patent. CAT score 0.
Explained to patient the use of port over cannulas.  Verbal Consent gained and safety netted and he is happy to have treatment via port. 
NIC informed.				Network Services

		I16857		9/12/25		20:59		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17089		9/12/25		13:57		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17090		9/12/25		19:08		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17085		9/12/25		15:28		10/10/25		Suspected transfusion reaction.
Increase in temperature to 38.3 and BP 160/79 following the completion of RBC's		Ward manager contacted regarding the documentation, reporting, and samples required for a transfusion reaction		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/21/25		Medical review sought.				Network Services

		I16861		9/14/25		07:55		10/3/25		Patient received a unit of RBC's and neither the first nor the second independent check were completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Start information estimated as the form would not close without this completed.
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16967		9/14/25		18:11		10/7/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for the 15 minute vital signs.
NEWS completed at 21:16 for the post vital signs		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17261		9/15/25		00:00		10/16/25		Duplication of forms uploaded to CWP. Haematology external results 15-Sep-2025 @00:00. 1 copy to be removed				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Turner,  James		Finally approved		No Harm		No harm		10/16/25		N/A				Research and Innovation

		I16971		9/15/25		15:00		10/7/25		Patient attended for planned CD34 for apheresis. bloods checked and Hb noted at 70. Discussed with Dr Kulkarni and to deviate from policy and proceed with apheresis and complete a blood transfusion post apheresis procedure. Procedure completed with caution in regard to low HB. 2 units of blood requested via day unit doctor for post procedure to be completed on HTDU/Ambulatory care. 
blood prescribed incorrectly- not irradiated requested when irradiated needed.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Diggory,  LornaJeanette		Learning response required		No Harm						As the apheresis team this is not our job to recheck the prescription. we were re-reviewing the patients noted and noticed it was prescribed in error. hence late reporting. apheresis team contacted the labs to ensure irradiated was issued, to which it was. 
datix submitted to highlight the incorrect request issued which could of caused further harm if not flagged.				Network Services

		I16777		9/15/25		12:00		10/2/25		Ordercoms number 9350752 - Serum brown top received totally unlabelled in an biochem bag with ordercoms card attached,.		To discuss better at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged booked in using the barcode on the card and a comment put in synergy explaining why sample was rejected.		For monitoring purposes		Network Services

		I16778		9/15/25		08:00		10/2/25		Ordercoms number (509)9350563  Microbiology sample received in biochemistry bag. (Please note that microbiology sample go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sent to Salford with a delay

		I16779		9/16/25		08:00		10/2/25		Ordercoms number 9351664.  Microbiology sample in virology bag. (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the virology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile				Clinical Support and Specialist Surgery (CSSS)

		I16780		9/16/25		08:00		10/2/25		Ordercoms number 9352347 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the biochemistry pile

		I16782		9/16/25		08:00		10/2/25		Ordercoms number 9352345 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile

		I16969		9/16/25		15:40		10/7/25		Patient received a unit of RBC’s and the first independent check was not completed prior to commencing the transfusion.

No starting information or outcome documented.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Start time estimated as the prescription will not close without this information.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I17046		9/16/25		16:26		10/9/25		Patient received 1 x platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit documented as the number '1' instead of the number '2'				External Other Trust

		I17047		9/16/25		15:28		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17044		9/16/25		17:38		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17426		9/17/25		13:00		10/22/25		TSRT9  level 5 4H; CF 1C/2C; MD 12a; SB 4j
Patient with ICD did not have pacemaker selected on the booking form therefore it did not trigger the cardiac triage process.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		11/5/25		*Picked up by medical team during telephone consent
*Medical team informed the cardiac triage team				Network Services

		I17048		9/17/25		10:49		10/9/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit of the pack number was documented incorrectly as the letter 'B' instead of the letter 'N' on the prescription.				Clinical Support and Specialist Surgery (CSSS)

		I17049		9/17/25		17:45		10/9/25		Patient received a unit of RBC’s and the second independent check not completed prior to commencing the transfusion.		Nurse involved informed for reflection and learning		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		Blood products require second check, nurse involved informed for learning and reflection		Clinical Support and Specialist Surgery (CSSS)

		I17086		9/17/25		00:00		10/10/25		Outcome form from patient review 17.9.25 requested f/up 1.10.25. App not made.		I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/24/25		none

RP - Sent over to individual who marked EOF as actioned for review 13/10
I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		Network Services

		I16786		9/17/25		08:00		10/2/25		Ordercomms numbers 9352923 &9352922 - FBC label on Serum sample and Biochem label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why samples were rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16787		9/17/25		08:00		10/2/25		Ordercoms number - 935153, 935154, 935155 - FBC label on serum sample, Glucose label on EDTA sample Biochem label on Glucose sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		10/3/25		Glucose and FBC samples rejected as incorrect labels on samples, however, there was a correcly labelled spare sample so that was processed for Christie profile.				Clinical Support and Specialist Surgery (CSSS)

		I16788		9/17/25		08:00		10/2/25		Ordercoms number 9353267 & 9353266 - FBC label on biochem sample and visa versa.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy explaining why samples were rejected				Clinical Support and Specialist Surgery (CSSS)

		I16789		9/17/25		12:00		10/2/25		Ordercoms number 9353293 - Christie profile label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16802		9/17/25		15:15		10/2/25		Patient on a clinical trial MK3475-C93 ( 22_DOG01_201)
CTC was entering information on the trial database and noticed there was no administration details on Iqemo for this cycle 13.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Meek,  Crawford		Finally approved		No Harm		No harm		10/8/25		Attempted to contact the treating nurse but on annual leave until 9th October. Escalted to line manager and advised a datix				Network Services

		I16791		9/18/25		08:00		10/2/25		Ordercoms numbers  - Patient 1 : 9354185 & 9354186  Virology samples in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the microbiology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to MRI with a delay due to being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I16792		9/18/25		12:00		10/2/25		Ordercoms number 9354752 Virology sample received in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I17050		9/18/25		16:34		10/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17051		9/18/25		19:34		10/9/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.				Clinical Support and Specialist Surgery (CSSS)

		I16793		9/19/25		08:00		10/2/25		Ordercoms number 9355654 -  Virology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.)		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.		For monitoring purposes		Network Services

		I16776		9/19/25		08:00		10/2/25		Ordercoms number (509)9355365 - Sample for Christie profile, magnesium and crp rejected as incomplete patient demographics on the sample and also on the white ordercoms card - Printer looks like it is not aligned correctly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Booked in using barcode and a comment put into synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I17229		9/20/25		17:32		10/15/25		Unit of RBC;s collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.				Capital, Estates and Facilities

		I16796		9/20/25		08:00		10/2/25		Ordercoms number - 9332003 & 9354243 - labels re-used from the 28.08.25 and from 18.09.25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/10/25		Error logged, contacted the ward.  Nurse unsure who bled the patient but  they will repeat with new labels.  Informed the nurse that the sample is at reception and they will come and investigate.  Labels now fixed but missed the transport so 1 day delay is samples being sent to correct hospital				Clinical Support and Specialist Surgery (CSSS)

		I16798		9/20/25		08:00		10/2/25		Ordercoms numbers 9356882 & 9356881 - Duplicate labels used for yesterdays blood.  Already resulted.		Training to be delivered next week to as many staff as possible. 
Information posters are in place at each printer. 
Discussed in huddle twice a day.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Phoned ward.  Nurse cannot say with confidence who has bled the patient and they will re-bleed				Clinical Support and Specialist Surgery (CSSS)

		I16805		9/20/25		00:00		10/2/25		Admitted March 25 for allograft, long complex admission with neurological toxicity from treatment. Started on steroids to treat symptoms May 25, neurology plan to very slowly wean by 2.5 mg every two weeks. 
Weaning course was prescribed on Palatine. Pt admitted to CCU Aug (sepsis) and all meds on ePMA placed on hold. When stepped back down these have not been taken off hold and steroids dropped off the chart. No doses given since 7.5mg 20/09. Risk of steroid withdrawal.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Discussed at MDT, monitor for steroid withdrawal and consider cortisol monitoring no apparent effect from unintentionally stopping 1.5 weeks ago. Submit incident form.				Network Services

		I16829		9/20/25		11:30		10/3/25		Patient receiving SACT on clinical trial 4/9/25
. Patient contacted the hotline unwell on the 20/9/25. 2 calls on the day, discussed with the SpR on call. Decision made for patient to stay at home. 
On the 21/9/25 patient admitted to Salford Royal in severe DKA. Sadly developed multiorgan failure and died.
For reflection on hotline call to see if any lessons can be learnt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical incident		Admission		Delay/ failure		Roberts,  Rebecca		Incident being managed locally		Death		No harm		10/17/25		NA				Clinical Support and Specialist Surgery (CSSS)

		I17091		9/20/25		17:01		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16799		9/21/25		08:00		10/2/25		Ordercoms number 9357350 & 9357351 - Duplicate labels used.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Contacted ward and they will re-bleed patient.

		I16803		9/21/25		12:00		10/2/25		Ordercoms number 9357518 - Virology sample in biochemistry bag and biochemistry sample in virology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  These samples could have ended up in the wrong hospital due to being in the wrong bag. - which could have the consequence of no results available on CWP. )				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, de-bagged, biochem one processed here and the virology sent to MRI.				Clinical Support and Specialist Surgery (CSSS)

		I16801		9/21/25		08:00		10/2/25		Ordercoms number 9357457 - Virology sample in with biochemistry samples.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  This sample was delayed getting to MRI as it was in the wrong bag with other samples. )		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI wilth a delay due to being in with biochem samples.		for monitoring purposes		Network Services

		I16830		9/22/25		10:00		10/3/25		TSRT9/level5/10J/ 10l/CF1c/CF2c/SB 10/ MD12F

No treatment entered at rtp appointment - no rad rx
No site set up  created - no site set up information entered
Ct scanner treatment day not prepped the night before, therefore prepping and scanning at the same time.
Treatment preparation data entry picked up and called band 7.		information added		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Noted at treatment data entry. band 7 called.
Images reviewed on scanner. Position entered with immobilisation devices. Noted added to look for rotations on image review to ensure knee/pelvis position correct.

Staff reminder to where possible prepare the scanner list the day before or try and staff a bust scanner list adequately.
Staff to take due care and attention when completing rtp checks.		ensure all aspects are completed		Network Services

		I16833		9/22/25		12:00		10/3/25		Ordercoms number 9348599 - Virology sample received with duplicate barcode from 12/09/25 and results had been submitted to CWP.		To be discussed at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and sample sent to MRI on the chance that they would process the sample with their own lab number.		For monitoring purposes		Network Services

		I16852		9/22/25		12:00		10/3/25		Ordercoms number 9356191 - Virology sample in microbiology bag was returned from Salford.   (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could  ended up at Salford due to it being in the wrong bag )				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged and sample sent on next available van round to MRI.

		I16850		9/22/25		12:00		10/3/25		Ordercoms number 9358129 - Haematology request (coag) received on Sputum sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment stating why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16836		9/22/25		12:00		10/3/25		Ordercoms number 9357731 - Microbiology sample received in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)		Added to Safety huddle and discussed in daily  Nursing  safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lynch,  Gaynor		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the wrong bag.		Added to Safety huddle and discussed in daily  Nursing  safety huddle		Clinical Support and Specialist Surgery (CSSS)

		I16719		9/22/25		10:00		10/1/25		INCIDENT REPORTED BY WIGAN NHS FOUNDATION TRUST: On checking PACS for patients PET scan could see that this was not performed. Rang PET and informed there was issues with
the scanner - this has not been redacted and has delayed patients pathway.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback. 16/10/2025: The scan has been performed and reported. (Changes are noted although the report specifies that the growth is “slow” and so it would appear that the delay in the imaging did not impact the management of the patient.)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		10/16/25		Asked for them to rebook PET and incident reported.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback.		Network Services

		I17053		9/22/25		17:00		10/9/25		Patient received a unit of platelets and the second independent check was not completed.

Start time and outcome also not completed.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17054		9/23/25		14:16		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved reminded to input end of transfusion observations		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff nurse involved reminded to input end of transfusion observations		Clinical Support and Specialist Surgery (CSSS)

		I17038		9/23/25		11:30		10/8/25		Staff member using pool car for business travel took evasive action to avoid collision leading to car ending up off the road into a roadside hedge.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting Staff		Near Miss		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Local police were informed, who recovered vehicle to nearby recovery station. Staff member was dropped off at local train station and made way to local hospital to meet colleague, who was able to return them safely to The Christie later that day				Network Services

		I16835		9/23/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25:  "MRSA swab sent on 23/9/2025 for patient, 
Result not on CWP, 
Path lab advised they did not receive swab		Mentioned to staff members on Daily huddle to use of ERM and patient hospital number to find appropriate samples from date. Staff to not assume that samples not received if code not recognised.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		10/8/25		"Rang Microbiology, they have been sent swab from path-lab
Asked for rush on result."		Test does not appear as MRSA on TD Synergy but comes up as B6CN so staff should be going into individual records for exact test name		Christie Pathology Partnership

		I16840		9/23/25		16:15		10/3/25		INCIDENT REPORTED BY NCA: attended for wound care as referral received from hospital. On reviewing the buttocks, grade 2 present to both left and right buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/7/25		Carried out wound care, photograph taken, scheduled set, equipment in place, datix completed, discussed at safety huddle, discussed pressure relief.
TVN review update-TVN review indicated clearly that this was a moisture-associated skin damage. Please refer to the documentation of the TVN.		Ensure medical illustrations are taken on day of discharge
Patient admitted 14th September late, TVN, Datix and medical illustrations obtained the following morning.		Clinical Support and Specialist Surgery (CSSS)

		I16853		9/23/25		08:00		10/3/25		Ordercoms number 9359093 - Microbiology samples in virology bag.   (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to Salford				Clinical Support and Specialist Surgery (CSSS)

		I16859		9/23/25		12:00		10/3/25		Ordercoms number 9359061 - Microbiology sample in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the virology pile				Clinical Support and Specialist Surgery (CSSS)

		I16863		9/23/25		12:00		10/3/25		Ordercoms numbers 93559183 & 9359846 - two labels on one sample.  This is not possible as the analyser cannot read two barcodes at once.  So either submit a second sample with the second barcode, or add the test on via CWP - reflex add-ons.		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, extra test added on to lab number 9359183		For monitoring purposes		Network Services

		I17281		9/24/25		10:00		10/16/25		INCIDENT REPORTED BY DKMS: Donor donated by PBSC at TCH on 23/09/25 and 24/09/25. At her follow-up session with DKMS after the donation, she mentioned that on day 1 of the donation, there were 5 attempts to cannulate the donor and the nurse said the partial difficulty was due to blunt needles, and that they had another blunt batch a few weeks ago. This was followed up with TCH by the DKMS follow up coordinator (see email chain attached) - this was discussed with the apheresis team,				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Myers,  Nicola		Incident being managed locally		No Harm						and there were no concerns with blunt needles or faulty batches, and it may be have been a communication misinterpretation. However, we have been contacted by the donor today, who informed us that she has an infection on the needle site. She went back to her GP this morning as she had been experiencing discomfort in her right arm (where the cannula was inserted on day 1) and it has been getting progressively worse (unable to straighten her arm, vein felt very hard under the skin, skin was becoming discoloured). The GP has said she has thrombophlebitis and has prescribed flucloxacillin (to be taken 4 times a day for 7 days).

Please could you investigate this incident and let me know the outcome (root cause and any associated preventative actions if appropriate). 
27/10/25 NM- ongoing investigation				Network Services

		I16862		9/24/25		11:30		10/3/25		On arrival to CRF for treatment the patient presented at the nursing desk, to inform the staff they had arrived. Patient reports she was asked by senior staff in red & purple "what disease group are you?" not " good morning, what is your name so i can find where you will be today?". 
The patient was upset as it was senior staff who spoke to her. They also witnessed this reference towards other patients. They were upset as they left after treatment without anyone asking anything about them.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Donovan,  Helen		Finally approved		No Harm		No harm		10/31/25		I apologised to the patient and explained that this is not in line with the Trust values. 
I asked if they would be happy for me to report this incident. They agreed but wanted to be kept anonymous. I explained that this would not in anyway reflect how they are treated and reassured the patient their name would be anonymised. 
I explained this was a learning opportunity for all staff members, to help us constantly improve and grow as a trust, with our patients being at the centre of our decision making. I expressed that I am certain it was not the intention of the staff to upset her in anyway as they are very experienced, however I would highlight to help improve patient care. I reassured her I would escalate this to my line manager.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		Research and Innovation

		I16804		9/24/25		15:00		10/2/25		Ordercoms number 9361309 & 9361310 - Blood samples sent for Faecal calprotectin and Faecal elastase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy as to why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16720		9/24/25		21:00		10/1/25		Referred to Christie urology team on 24/7/25 for MDT review of suspected malignancy. Appears to have gone through multiple MDTs and clinic reviews before CT-guided biopsy on 20/8. Pathology reported on 27/8 and seen by urology team on 1/9, including surgeon on 3/9. Not referred to lymphoma team. Discussed in sarcoma MDT on 10/9 but biopsy findings not acted upon until clinic review on 24/9- patient admitted from clinic acutely unwell, in AKI with creatinine 550.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Disneygoodwin,  Danial		Learning response required		Moderate Harm		Low harm				I was notified by the Med Onc SpR on call that urology had requested admission under myself (Med Onc Lymphoma), without any direct discussion or referral. I reviewed the patient results and called the night SpR to alert them to the creatinine level. He received fluids and was catheterised by urology. I reviewed the patient and initiated urgent diagnostic work up, despite not having any referral. I had to chase 2 consultant urologists on consecutive days before I received the referral 2 days later. 

01/10 - CSS Governance:  Med-Onc Lymph Pt now but not referred by Urology team resulting in significant delay & moderate harm including being admitted with AKI				Clinical Support and Specialist Surgery (CSSS)

		I16747		9/24/25		12:00		10/1/25		Multiple patients given an inaccurate time for treatment on their blue card. On iqemo patient times are different to careflow, resulting in patients attending and no chair is available, causing a delay in treatment time		Small cards have now been printed and are stapled to the blue cards advising patients that their appt may be subject to change due to capacity
Apologies passed to the patients who the team were aware this impacted 
Staff members advised that when contacting patients re changes to their appt schedule that they clearly stipulate we need to to change your appointment for capacity/clinical availability purposes, instead of using terminology is it ok if we change your appt as this in effect is offering the patient a choice when due to capacity we are not able to provide a choice		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/10/25		Escalated to team leader and schedulers		The error was made by a member of the scheduling team who had omitted to cross reference care flow		Network Services

		I16773		9/24/25		06:00		10/2/25		When checking the patient CSA level pre Stem cell infusion it was noticed that there was no CSA level taken that day or the previous day.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Drs contacted and made aware. Labs contacted and requested for that days' FBC bottle to be used to check the level for that day.				Network Services

		I16769		9/25/25		00:00		10/2/25		Phone call rec'd this morning from patient.  He was expecting a Nurse Led telephone consultation last Thursday 25/09 but nobody rang and he wonders if he'd been forgotten.  

*Awaiting email response 07/10*		- Patient booked into correct clinic and highlight to clinical team.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Appointment error		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/7/25		Checked Careflow and appt was made on the wrong clinic, wrong disease group.
He had been booked on CO Lung Nurse Tel Clinic Thur AM
He should have booked on CO UGI Tel Mon AM
I apologised profusely on the part of the Christie for this error, and booked him onto the next available slot in the correct clinic which unfortunately is not until 17/11/25.  
Emailed Upper GI nurses to inform them what has happened to see if they could possibly ring him sooner than that as he will be expecting investigation results.		- If ever uncertain on which clinic to book into, query with supervisor/team to confirm.		Network Services

		I16767		9/25/25		15:00		10/2/25		11 min breach in antibiotics for patient who triggered the sepsis pathway

Documented delay due to long consultation				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Johnson,  Aishling		Finally approved		Low Harm		Low harm		10/2/25		antibiotics administered once prescribed				Network Services

		I16744		9/25/25		12:33		10/1/25		Issues with pack allocation of IMP in clinical trials pharmacy meant Clinical Research Associate (working outside of our organisation) for the trial needed to be contacted. Previous email forwarded to show which kits were affected but unfortunately did not see that research nurse had added patients full name in previous email within thread		To highlight the risk of the accidental disclosure of patient identifiable data at the next departmental meeting		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Osadcow,  Anna		Finally approved		No Harm		No harm		10/21/25		Was unaware of the incident until raised by the CRA and the CTC for the trial who removed the affected email from future discussions.		It is important to highlight the risk of the accidental disclosure of patient identifiable data to the whole clinical trials pharmacy team, as emails are frequently forwarded to external contacts.		Network Services

		I16866		9/25/25		08:00		10/3/25		Ordercoms number 9362570 - Virology sample received in biochem bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to being in biochem bag.				Clinical Support and Specialist Surgery (CSSS)

		I16867		9/26/25		08:00		10/3/25		Ordercoms number - 9363178 - Microbiology AND virology samples received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in, separated samples and sent them to the relevant hospital.				Clinical Support and Specialist Surgery (CSSS)

		I16868		9/26/25		08:00		10/3/25		Ordercoms number 9363517  Biochem sample received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at Salford due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged,, booked in and sample processed here with a delay as it was in the microbiology pile				Clinical Support and Specialist Surgery (CSSS)

		I16869		9/26/25		12:00		10/3/25		Ordercoms number 9360209 - Virology sample sent in microbiology bag with microbiology form.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy stating why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16870		9/26/25		15:00		10/3/25		Ordercoms number 9362975 & 9362974 FBC and biochem duplicate labels.  Not sure.  Found at reception on Saturday AM with note saying "to be relabelled" but its been 24hrs since then.  New bloods have been received since.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Put samples in spares rack and wrote reject on them				Clinical Support and Specialist Surgery (CSSS)

		I16876		9/26/25		08:00		10/3/25		Ordercoms numbers 9362907, 9362906, 9362905 - A specimen bag was received with order coms labels inside but no samples.  Tried to ring the ward but not answer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Booked in with a comment in synergy stating no samples received.				Clinical Support and Specialist Surgery (CSSS)

		I17082		9/26/25		17:44		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To be discussed at the weekly incident meeting and captured in the transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff to record vital signs and NEWS score prior to transfusion		Network Services

		I17570		9/26/25		00:00		10/27/25		Patient receiving goserelin with chemo for fertility preservation. Chemo deferred from 19/9/25 to 26/9/25 because patient DNA. Chemo deferred on iQEMO but goserelin Rx not deferred on iQEMO. Not picked up by treating nurses when patient attended 26/9/25, or  Dose omitted (cycle 2).				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Incident being managed locally		No Harm						Reported when identified error. patient subsequently treated with 3rd dose of goserelin with 4th cycle of chemo				Network Services

		I17520		9/27/25		16:24		10/24/25		1. Unit of RBC's collected from the blood issue room, upon receipt the nurse noted that it was not irradiated. The patient requires irradiated blood components due to receiving a matched unrelated donor transplant in 2008.
2. Noted by transfusion practitioner that the patient had received 2 x units of RBC's on 27/09/2025 and upon checking with the transfusion laboratory found that these units were not irradiated.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Transfusion incident		Incompatable ABO		Incorrect special requirements transfused		Protano-Byrne,  Jordan		Learning response required		Moderate Harm						1. RBC's returned to the transfusion laboratory and irradiated RBC's requested.
2. Discussed incident with blood bank manager. 
    Blood bank system updated to reflect that the patient requires irradiated components. 
    Blood Product Special Requirement form completed on CWP.
    Discussed with the patient's consultant.
    Initial duty of candour completed with the patient and his relative.				Network Services

		I16877		9/27/25		12:00		10/3/25		Ordercoms number 9364423 - CPE request but virology media received.  (Incorrect media for test requested)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Sent to Salford .				Clinical Support and Specialist Surgery (CSSS)

		I16901		9/27/25		08:00		10/4/25		27/9/25 - patient complained hand swollen - fracture ?cause - patient and staff deny any trauma		Spoke to patient in regards to the fracture to see how the injury is 
Patient states injury is hurting still, and is taking regular analgesia 
Patient is waiting for a hand orthopaedic appointment for a follow up for the facture 
Patient supported whilst an in patient
Patient still unaware of how injury occurred 
Correct escalation policies followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Storr-Barber,  Jessica		Finally approved		Low Harm		No harm		10/10/25		Escalated to medics to review at handover Sat morning 
Xray and doppler booked 28/9 am
Xray showed minimally displaced fracture through the articular surface of the head of the 2nd/index finger metacarpal - medics referred to ortho hand clinic, splint for now. 
US doppler NAD
Nurse in charge discussed with patient at the time swelling identified at handover and again 4/10/25 with family present, patient unsure when or how this happened, does not remember any trauma, no falls. 
Staff on shift the night before reported no trauma, they had assisted patient to mobilise to commode and back to bed several times and not noticed/reported any incident. 
Patient has had recent surgical/brachytherapy procedure, patient suggested she would not remember anything during that time but did not notice swelling immediately after procedures.
Note medical admission 17/09/2025 states recent falls				Clinical Support and Specialist Surgery (CSSS)

		I16927		9/27/25		12:00		10/6/25		Ordercoms number 9364429 Virology sample in microbiology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up in Salford as it was in the wrong bag with the consequence  of no results being available on cwp).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the wrong bag.		For monitoring purposes		Network Services

		I16928		9/27/25		12:00		10/6/25		Ordercoms number 9364452, 9364449, 9364451 & 9364450 - Virology sample were in biochem/haem bags and Biochem/haem samples were in virology bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  Biochem/haem samples could have ended up in MRI as they were in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, swapped samples and put into correct bags.  Processed haem & biochem here and sent the virology samples to MRI with a delay as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16874		9/27/25		08:00		10/3/25		Ordercoms number 9364160  Incorrect label received on sample for biochemistry testing.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with comment in synergy explaining why sample rejected

		I16875		9/27/25		08:00		10/3/25		Ordercoms number 9364162 .  Incorrect label on FBC sample				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with a comment in synergy stating why sample was rejected.

		I16839		9/27/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25: "I received a call as duty manager on Saturday morning from the OCCU and theatres
There was an NHS theatre list taking place in TCPC theatres. The NHS patients were due to be discharged back to NHS wards post theatre. It became apparent that there were not enough available beds to transfer the post op patients back to the NHS wards therefore we were asked to accommodate 3 post op patients at short notice"				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Bed management		Escalation		Jones,  Tracey		Finally approved		No Harm		No harm		10/18/25		Escalated the situation to Exec on call for awareness who agreed we could take the patients post theatre if safe. Discussed the patient acuity and bed capacity on TCPC inpatients with the NIC. Agreed to take the patients but this did put pressure on the ward staffing. There were some patients who had already been anaesthetized at the point of escalation to me therefore it was difficult to refuse the proposal				Clinical Support and Specialist Surgery (CSSS)

		I16929		9/28/25		12:00		10/6/25		Ordercoms number 9364721 -  Urine culture in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here  This sample was delayed getting to Salford as it was in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logge, booked in and sample sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I17083		9/28/25		19:45		10/10/25		Patient received a unit of RBC’s and the second independent check was not completed.

Starting information not completed therefore estimated as the prescription will not close without this documented.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17084		9/29/25		21:37		10/10/25		Patient received a x bottle of Albumin and the batch number was documented incorrectly as 08435308305922 11/27 on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/10/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number: G04J176961				External Other Trust

		I17092		9/29/25		19:30		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17096		9/29/25		08:00		10/10/25		TSRT9
Incorrect AlignRT surface used for setup (used previous reference capture rather than CT SIM surface).
Re-setup required.
Additional dose to patient = 6.2mGy.
1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/20/25		Escalated to B7 during online image review as large displacements noted/target coverage compromised.
B7 detected use of incorrect surface.
Re-setup using correct data and reimaged. Pt treated correctly.
13 G 3, sb13hh, md13aa,cf1a,1b,1c				Network Services

		I16930		9/29/25		08:00		10/6/25		Ordercoms number 9363979 & 9363978  2 X blood cultures received today with barcode on that had already been used on 26.09.25.  Please note that we are unable to book samples in with barcodes that have already been used.  Therefore there will not be an audit trail of whether we have received the samples or not.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and samples sent to Salford hoping that they would book in the samples with one of their numbers		For monitoring purposes		Network Services

		I16931		9/29/25		08:00		10/6/25		Ordercoms number 9365326 Sample received with incomplete patient demographics on it.  No surname and half of the hospital number.  Printing was very faded.  3 other samples were accepted but demographics very faded.  Printer needs new carbon and needs to be realigned.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		As this sample (FBC)  did not comply with the laboratory acceptance policy it was rejected with a comment in synergy stating why.		For monitoring purposes		Network Services

		I16911		9/29/25		12:30		10/5/25		Patient was reviewed as part of a routine review - noted during review that patient had not been supplied with oral SACT at the start of radiotherapy treatment. Patient is on ChemoRT for rectal cancer. There appears to have been a miscommunication as to whether patient was to be seen in clinic or by review team on day 1 due to a clinical need to re check renal function before supplying oral SACT.		Process clarified and discussed with staff so all aware of correct process		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Welby,  Sarah		Finally approved		No Harm		No harm		10/18/25		Consultant informed and incident discussed with patient. Patient has realised last week that they had not been given any oral SACT but did not highlight to anyone when attending for radiotherapy.		Need for clear documentation of any deviation for normal review plan
Review SOP with all stakeholders, reception staff, clinic staff, radiographers, review team to make clear the correct review process		Network Services

		I16920		9/29/25		14:30		10/6/25		Incorrect date taken on sample. Sample does not meet transfusion labelling requirements.

Member of staff spoken to and reminded that all cross match samples must be double checked by another member of staff.  The member of staff was also reminded that care should be given when hand writting blood bottles to ensure the correct patient details are transcribed correctly to avoid the patient from having to attend again for another blood test.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Sample rejected and discarded. New sample requested via phone.				Network Services

		I16933		9/29/25		12:00		10/6/25		Ordercoms number 9365908 - Virology samples received in biochem/haem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to MRI with a delay due to it being in the biochem/haem pile as it was in the wrong bag).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to MRI with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16934		9/29/25		12:00		10/6/25		Ordercoms sample 7229436 - microbiology sample was sent to MRI in error due to it being in the wrong bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up At MRI as it was in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Sample was returned from MRI days later unprocessed and was now too old to be processed by Salford.  Sample rejected in synergy with a comment stating why

		I16944		9/29/25		13:37		10/6/25		patient has someone else letter scanned into his notes.
Please can it be removed.
Thank you				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Other		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		datix filled in and will report to be removed 
datix number needed				Network Services

		I16960		9/29/25		00:00		10/6/25		Patient attended for C1 D1 chemo on 29/9 (weekly Carbo/Taxol). Was prescribed standard Ondansetron 8mg BD 2/7 TTO (prepack), then PRN Metoclopramide was reduced to 5mg PRN TDS due to poor renal Fx. This was prescribed as liquid and set to Main Pharmacy from the start - the liquid was dispensed by TCP and sent up to ORTC as planned. However, it was identified on 6/10 (C1 D8) that the bottle of Metoclopramide was still on Satellite pharmacy, even though it had been signed as "Supplied" on iQemo.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Liaised with nurse planned to treat patient on 6/10 (C1 D8) as I suspected pt may have been given a standard prepack (10mg tabs) the week before. We spoke to patient on the unit and she confirmed she was given tabs - she actually had the box in her bag with her. She thankfully had not used it at all as the nausea was adequately controlled with Ondansetron. I removed the box from the patient and in the process also noted that her name and supply date had not been written on the label as required per policy (prepack label was blank for these fields). So patient was both given a prepack in error and also the prepack was given without following the relevant SOP correctly.
Patient ended up getting admitted on 6/10 as unwell so C1 D8 chemo was not given. Metoclopramide liquid kept on Satellite for patient's next attendance on 13/10.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		Network Services

		I16751		9/29/25		00:00		10/1/25		Hospital onset healthcare associated e coli blood stream infection. Attributed to ward 2. Patient was admitted on 27/9/25, +ve specimen on 29/9/25.		Discussed with ICT - no learning identified, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/3/25		72 hr review to take place.		None		Clinical Support and Specialist Surgery (CSSS)

		I16716		9/29/25		12:02		10/1/25		tsrt9
Confidence tone was heard but no image was acquired on 2d kV, "acquisition was interrupted" message popped up				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		Called MCR and B7, tried 3 times and only confidence tone heard, still no image acquired before they reset the system. 

Review of logs confirmed additional dose delivered: 1 x 2D KV pair & 2 lateral 'head' doses. This equates to 0.376 accumulated air kerma. Activity Capture and Questionnaires updated to reflect this in ARIA.				Network Services

		I16717		9/29/25		17:00		10/1/25		TSRT9 / Level 4 / 11J SB11t MD12 CF1c 
*Noted during set up that no origin to iso moves printed on front sheet of plan*
Where would normally see iso moves plan stated "no localisation point defined"
Also no moves in CMA				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/16/25		Band 7 informed whilst pt on bed
band 7 assessed plan happy set up to tattoos which around pubis that end point of plan would still be the same just use image guided to get to iso
-When imaged image very displaced and so informed physics for an extra check everything ok, in mean time due to time pt on bed got pt off therefore additional image was required once verified with physics plan ok and identified iso moves on page 12 of plan, appears a scripting error where iso moves not selected and so plan not printed and therefore iso moves not generated to export to site set up
*Additional image of 25mgy this is the 1st occurrence of additional imaging through error*

Origin POI not set to Localisation within the TPS, therefore no moves recorded (and Exported).  Localisation information derived from Origin coordinate system and patient treated as intended.				Network Services

		I16764		9/29/25		00:00		10/2/25		TSRT 9/ Level 5/ 13FF/ SB 13HH/ MoD 13FF/ CF1c 
New Start Treatment encounter not used for #1.
Not picked up at Post-Treatment Check.
Accidentally found post-#3 at Systematic Review.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13FF Recording of delivered treatment data		Redfern,  Matthew		Finally approved		No Harm		No harm		10/3/25		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		Network Services

		I16765		9/30/25		06:39		10/2/25		6 minute delay in antibiotic administration for patient who triggered on the sepsis pathway.

Documented delay- due to delay in senior review to prescribe antibiotics		Staff reminded to ensure IVABX given within 1 hour of suspected sepsis. Complex medical patient, reviewed by doctor on the ward at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Antibiotics administered once prescribed		1 hour window for IVABX administration breached by 6 minutes		Clinical Support and Specialist Surgery (CSSS)

		I16774		9/30/25		19:00		10/2/25		patient transferred from CCU - patient is 24, therefore under TYA team. Had been assured that would where possible we would provide a side room. We had not been made aware of this request from CCU/Pre Op/CNS				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Apologised to parents
Escalated to matron and patient flow team
explained that could not provde side room overnight but would resolve that following day		Breakdown in communication
Sister in charge unaware of rule regarding 25year old and below for siderooms where possible.		Clinical Support and Specialist Surgery (CSSS)

		I16757		9/30/25		13:00		10/1/25		TSRT9/Level 3/13Z/ CF 2C CF4a/  SB 13AA/MD 13AA

Large left/right displacement evident on XVI.  Patient set up and XVI repeated. Additional dose to the patient 5.3mGy.		patient repositioned and further scan taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 called due to magnitude of L/R displacement on XVI
*Set up checked in the room
*Ant position of laser on patient offset consistent with XVI suggesting pt had moved
*Unable to verify movement based on absence of lateral isocentre marks on the patient
*Radiographers instructed to repeat set up and XVI 
*Radiographers reminded to follow protocol which states marking on the isocentre		follow protocol		Network Services

		I16714		9/30/25		09:00		10/1/25		Height entered on CWP and i Qemo is incorrect for this patient. Listed on our system as 141.6cms. Is 162cms on the GP record. Contacted the patient who has confirmed he has a height of 5ft 4. The incorrect height on iQemo has an impact on the dosing for this patient chemotherapy. The height of 141.2cms was recorded back in September 2024 and has been used to prescribe all 3 lines of chemo so far.		Learning from incident shared with the Outpatient nursing teams.		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		10/22/25		Documented in the notes, consultant informed, DATIX completed, Height corrected on iqemo however have also asked if this can be rechecked when he next attends, Patient informed that there is a height discrepancy however I have not discussed the implications of this with him over the phone today.		To ensure that the height is checked and recorded correctly in the OP clinic onto CWP.		Network Services

		I16715		9/30/25		14:00		10/1/25		Patient came for a scan of the Abdomen and pelvis. The protocol requires a dual scan of the abdomen and a single scan of the pelvis. However, during the arterial scan of the abdomen the pelvis was scanned in error leading to a dual scan of the pelvis instead of a single scan in the porta venous phase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		A note was made at the back of the scan form and Dose radiation incident form filled.				Clinical Support and Specialist Surgery (CSSS)

		I16721		9/30/25		00:00		10/1/25		Community onset healthcare associated c diff infection. Attributed to AAU as patient had an inpatient stay there from 5-7/9 (within 28days of +ve specimen). 
Sample date 30/9/25 on readmission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Pigott,  Ella		Finally approved		Low Harm		Low harm		10/7/25		72 hr review to take place				Clinical Support and Specialist Surgery (CSSS)

		I16722		9/30/25		15:48		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 14/10/2025: Patient seen in post MDT outpatients at TGH for MDT results. Referral made to Clinical Oncology for XRT to hip (metastatic site) for pain/control. Referral confirmed to be on CWP by the Clinical Oncologist herself from 12/9.
CaRP sent on 16/9 with all final reports by MDT Coordinator to Christie. Chaser emails sent by MDTC and CNS Nurses in which we were advised we would need to wait for booking to process referral		•	Checked and referral and appointments made are on the system for assurance this is now actioned.
•	Share this case as a learning example in the next team meeting to raise awareness around the importance of ensuring tasks are completed in full.
•	Reinforce expectations regarding timely response to referrals and follow-up communication.
•	Log this incident in the patient’s individual file with a note of the delay and actions taken, to support continuity of care and track if this issue recurs.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Learning response required		Moderate Harm		No harm				Lung clinical lead consultant Dr Metcalfe emailed directly to Dr Maggie Harris, Clinical Oncologist following seeing patient in clinic and noting the MDTC emails to chase a clinic date for patients treatment.
RP - Will ask tech bar who uploaded referral to CWP for 12/09. No email found in new referral inbox for this patient until flagged on 30/09. Reassigning to ML for review of why tracking did not address with referrals sooner. Tickets #SR-115012
SK - Patient has sustained a #NOF  treatment has been deferred for 2 weeks whilst recovering. harm level discussed with Dr Harris - No Harm

RP 14/10- Tech bar confirmed it was a member of new referrals team who uploaded this on 23/09 then again when raised on the 30/9 - spoken with individual and acknowledged error of not adding to CareFlow but CWP only and apologised for the mistake made and noted she didn’t check her work before moving onto a new task. Noted to be more vigilant when working and double check work before moving on. When this was flagged, it was added to CareFlow.		On assessment it was found to be a human error which has caused the delay between the referral submission and the referral being triaged and scheduling of treatment, despite follow-ups of the email. This delay could potentially impact timely patient care.		Network Services

		I16723		9/30/25		14:30		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 30.09.2025: patient had a txt message to his phone regarding an ambulance being booked for an appointment today at Oldham diagnostic Centre for pet scan patient attended this appointment only to find out his appointment was at wigan not Oldham patient is an inpatient on the ward and the appointment should of come through to the ward so that the exact appointment and place of treatment was done properly not given by txt to the patient		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / PET CT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Harris,  Andrew		Finally approved		No Harm		No harm		10/21/25		patient and family very upset about this reassurance given and told that this will be sorted out		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.21/10/25: Text message on the 25th Sept with the appointment information but this included the incorrect location i.e. Oldham instead of Wigan. The patient used the (incorrect) information in the text message to plan their appointment. Due to the current short waiting times for PET scans, most patients are contacted by phone for their appointments. Details may be sent by text if they patient does not answer a call, or may have the information sent in a text message in addition to the phone call if there is any concern about them having all of the information available. The text messages are sent from a Trust mobile phone, on which text message templates are saved as notes, and which are then edited on a patient-by-patient basis. In the absence of a robust system for text messages linked to PET scan appointments, this manual task is identified as being prone to error and appears to have been the cause of this incident. Details of the incident have been shared with the booking team to remind staff of the importance of the accuracy of this information.		Network Services

		I16731		9/30/25		12:30		10/1/25		right hearing aid lost. patient thinks it has been lost with the bed sheets as he could not find it after sheets were changed.		Spoke to ward staff, Ward clerk, checked the lost property section on the ward. Asked staff in huddle if they had seen any hearing aids on the ward.
Ward staff know to report anything to NIC and leave any items found safely in the office if item shows up		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property lost		Brett,  Georgina		Finally approved		No Harm		No harm		10/9/25		spoke with patient. duty of candour completed.				Clinical Support and Specialist Surgery (CSSS)

		I16732		9/30/25		12:30		10/1/25		Whilst attempting to draw pembrolizumab, using the closed system equipment, the lid of the drug became lose and the drug began leaking out of the vial.  

Vial details - lot.  Z007071.
sn. 1325342927.
exp. 10-26.		No harm to staff or patient. Reported via yellow card.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		There was a practise educator present during in the clinical area who was present so i alerted her.  She then informed another practise educator who examine the vial and took pictures.  Then drug was safely disposed of in a sharps bin and the area was safely cleaned.		No harm to staff or patient. Reported via yellow card.		Network Services

		I16743		9/30/25		17:00		10/1/25		Handed over that pump had been taken off-hold. 
I looked at bloods before pt arrived. Bloods in range, at this point I did not realise that the CPK had not been analysed. Bloods also acknowledged. 
pre-meds administered and toxicities discussed. 
I felt as if I needed to re-check bloods when I realised that CPK had not been added onto bloods. 
Trabectedin had already been taken off hold/was at Baxters ready to  be administered.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Avoidable waste of medication		Omahony,  Mary		Finally approved		No Harm		No harm		10/3/25		I spoke to the SPR on call-as well as the SPR for Sarcoma from that day. 
She contacted consultant who all agreed that it was safest to add-on CPK result and wait for result before going ahead with treatment. 
I contacted Labs who said that the CPK result would not come back until the morning. 
As the treatment has very short expiry date we were not able to use the treatment released yesterday therefore we had to discard of the trabectedin. 
Re-ordered today as CPK result back and treatment administered today.				Network Services

		I16729		9/30/25		16:45		10/1/25		TSRT 9/ Level5/ 11j/ 11a/ 12c/ 14c/ CF4c
Noted during #2 treatment delivery that no post image of beams eye view had been placed into the plan, so post beam MLC position could not be checked from plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/13/25		Escalated to treatment superintendent
Checked MLC arrangement from post DRR in patient chart
Proceeded to treat, radiographer asked to pull post DRR into plan for future #s.				Network Services

		I16725		9/30/25		21:30		10/1/25		On call from 18:00hrs. Got a call from switchboard at 20:35 asking to be in the department for 21:15. Called in to recover an elective patient who was ready for CCU however CCU could not give a definitive time to collect patient. Theatre day staff shift finished at 21:30.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Bed management		Escalation		Madden,  Sarah		Finally approved		No Harm		No harm		10/2/25		Late team leader went to speak to CCU around 20:00/20:30hrs to try and get a timeframe of when CCU would be able to take the elective theatre patient. CCU explained they had a discharge to do and could not give a time. Team leader explained she would have to call in the theatre on call team and speak to duty manager.
She did speak to duty manager who gave the go ahead to call the on call team in. I arrived on the department at 21:15 to start taking handover in recovery. at 21:45 CCU came to take handover and transfer the patient to the unit. Again on call staff called in for non emergency reasons, to cover ward delays rather than emergency surgery. Staff feel the new escalation/ out of hours policy is not being followed by the wards.				Clinical Support and Specialist Surgery (CSSS)

		I16837		9/30/25		08:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.2025: NHS carried out annual mattress audit, unaware to the TCPC team and condemned 2 mattresses, Leaving 3 beds with no mattress and no mattress available in the trust.		infection control team and tissue viability team to train staff		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		No Harm		Non-clinical incident		Estates		General estates issues		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/17/25		"porters made aware and mattress tele tracked to the ward but due to lack of available mattress in the trust beds left with no mattress. 

Due to ward capacity, urgent mattress request sent to porters and 3 delivered to the ward. "		training and recording of training		Capital, Estates and Facilities

		I16992		9/30/25		11:00		10/7/25		Referral was for both Medical and Clinical Onology but I just added for Medical. My manager found it out later.		- Asked to process asap and submit Datix due to delay.
- Referral added as urgent for consultant triage.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added for Clinical Oncology one week after the referral came in.		- If unsure if patient requires both referrals to each speciality please seek guidance.		Network Services

		I16935		9/30/25		08:00		10/6/25		Ordercoms number 9367383 - Microbiology sample sent in biochemistry bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was processed with a delay due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16936		9/30/25		12:00		10/6/25		Ordercoms number 9367381 - Microbiology sample received in biochem bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to Salford with a delay due to being in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Millington,  Kerry		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16937		9/30/25		12:00		10/6/25		Ordercoms number 9367382 - Microbiology sample sent in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to Salford due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a dealy				Clinical Support and Specialist Surgery (CSSS)

		I16938		9/30/25		12:00		10/6/25		Ordercoms number 9363523.  Faecal sample sent with a microbiology label attached to sample, but the label on the bag was for virology.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Error logged and sample rejected due to incorrect labels on sample and card				Clinical Support and Specialist Surgery (CSSS)

		I16939		9/30/25		12:00		10/6/25		Ordercoms number 9367780  Virology sample received in the same bag with haem/biochem samples.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to as it was in the wrong bag and was in the biochem pile).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, split samples and sent virology sample to MRI with a delay.		For monitoring purposes		Network Services

		I16940		9/30/25		12:00		10/6/25		Ordercoms number 9367201 Faecal CPE swab was received open in the bag and fluid leaking out.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in ward contacted and they will be sending a replacement sample		For monitoring purposes		Network Services

		I16941		9/30/25		12:00		10/6/25		Ordercoms number 9366735 Virology sample received in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.				Clinical Support and Specialist Surgery (CSSS)

		I16942		9/30/25		12:00		10/6/25		Ordercoms number 9367845 -  Microbiology sample sent in biochem bag.  (Please note that microbiology samples go in blue bags and are sent to Salford.  Virology samples go in red bags and are sent to MRI.  Biochem/haem samples go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag				Clinical Support and Specialist Surgery (CSSS)

		I17045		9/30/25		10:00		10/9/25		Elective admission to W2 for chemotherapy 29/9/25 - 4/10/25. Symptoms of likely viral URTI commented upon several times - resp swabs taken but not COVID. Unclear whether any respiratory isolation measures taken. On subsequent scheduled OP attendance to haem OP on 8/10, reported ongoing URTI infections - COVID swab +. Concern of contact exposure to vulnerable patient population + staff on W2 and haem day unit.		IMP (5.11.2025) - incident discussed with abroad multidisciplinary team. Creation of poster and posted at the HTDU reception asking patient if the have cold symptoms and/ or diarrhoea/vomiting to inform the schedulers at the reception. Schedulers informed if patients mention any of these symptoms to inform the coordinator on HTDU to review if patient need to be isolated in SR 6/ 7. Band 6 informed about the patients isolation. IPC to send a weekly document with information about patients who require isolation when attend to HTDU.

OE - Transplant team to complete covid-19 assessment form on CWP. To raise with Matron for Cellular Therapy for more education to the transplant team on process of handling covid positive patients.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Infection screening / Sampling				Roberts,  Caroline		Incident being managed locally		Moderate Harm		No harm				Established patient well at home, no acute medical intervention indicated at present. Discussed with hame team (Dr Cavet) who will submit separate DATIX re: attendance to haem day unit		Why is COVID a separate test from respiratory screen that looks at  9 other types of flu and respiratory viruses?

OE - There was a missed opportunity for the transplant team to complete the covid-19 assessment form on CWP for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17303		10/1/25		00:00		10/17/25		Printer randomly wakes up and starts printing what looks like clinic lists from private secretaries in surgical department		Push printing removed.  To audit 5 other devices to se if this is a one off		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Williams,  Joanne		Finally approved		No Harm		No harm		10/20/25		Emailed person who it looked like printed the documents, no answer		Printing permissions not updated when moved to Ricoh printing for HCA staff member		Clinical Support and Specialist Surgery (CSSS)

		I17385		10/1/25		09:00		10/21/25		Postal Return of High cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires redispensing of this medicine.  Or if any harm came from not receiving their medicine. 

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix submitted
Pharmacy Homecare Team have checked CWP for any relevant information.  Patient has already had 3 more cycles dispensed since and a does increase.		Meds still being posted, and tracked via Royal Mail		Network Services

		I17168		10/1/25		07:00		10/13/25		Reviewed MBL incident I16843 and identified that a concessionary release form should have been completed for the incident as the patient had previously known antibodies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Stansfield,  Emma		Incident being managed locally		No Harm						Waited for staff member to come back to work post night and rest shifts. Discussed incident with member of staff. They stated that they discussed the concessionary release on the phone with the requesting clinician but did not get any names. More important to get the units of blood out to the ward for clinical urgency.				Christie Pathology Partnership

		I17061		10/1/25		00:00		10/9/25		Multiple incidences of staff recording redirects, eg, 'See clinical trials anno' in 'Past medical and surgical history' field on CWP forms.  In some cases these appear to have overwritten prepopulated (aka persisted) records of multiple records.  In some instances, these redirects have been corrected on subsequent forms, but not always.  This has resulted in unavailability of PMSH on forms and outputs, for example discharge summaries being sent out with the redirect text instead of the PMSH				The Christie NHS Foundation Trust / Digital Services / Internal Digital Environment		The Christie NHS Foundation Trust / Research and Innovation				Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/14/25		Flagged to Digital governance who requested this be raised as an incident.  This is not a CWP/form issue rather a training issue that needs to be raised with clinical staff.  Data Insights could produce a list of incidences with names to identify if it is a specific department, eg, Clinical trials or staff group.				Digital Services

		I16921		10/1/25		11:52		10/6/25		Sample not signed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Thorne,  Hazel		Finally approved		No Harm		No harm		10/26/25		New sample requested.		- Encourage second checker of sample labelling for blue bottles ( DR/ Nurse) to check during time where increase re-occurrence of sampling errors		Clinical Support and Specialist Surgery (CSSS)

		I16922		10/1/25		13:49		10/6/25		2nd group and screen taken at the same time as first sample		Email sent to reporter Arezoo to ask for clarification on who obtained the sample ? if paper trace still available with signature. 
Sent 14:44 23/10/2025		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Incident being managed locally		No Harm						New sample requested				Research and Innovation

		I16923		10/1/25		13:34		10/6/25		Sample tube expired		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		New sample requested		For monitoring purposes		Network Services

		I16924		10/1/25		16:00		10/6/25		Referral was received in the inbox on 1st October, letter dated June 2025.

** Please can this be raised with Leeds Teaching Hospitals NHS Trust - We have queried the delay and have not received any acknowledgment or information**		- Referring Trust questioned on delay.
- Submitted Datix per protocol.		The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm		No harm				i added the referral on urgently and then asked referrer why the referral was sent so late and received the following response " I think it was posted in July but you obviously haven’t received it so the CNS Team asked me to email it over
Sorry hope that helps
Maureen"		- Inform all external trusts that referral should only be sent via email not post.		External Other Trust

		I16873		10/1/25		18:00		10/3/25		Six patients were admitted from clinic in opd 22, resulting in long delays for beds and multiple staff staying past their finishing time, from 1 to 3 hours late. Bed managers and duty manager were made aware.
The patient who waited the longest had a bed request at 12.34pm and not admitted to the ward until 19.10pm (estimate)				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						All patients were made as comfortable as possible, sandwiches and drinks provided. opd 22 only has two stretchers. The four patients without a stretcher were kept in the clinic rooms, that they were reviewed in.				Network Services

		I16907		10/1/25		14:00		10/5/25		TSRT9/level 5/ 13BB/ SB13HH/ MoD13FF/CF1C
Additional imaging task not added after additional 2D kv images taken. incidental finding				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/7/25		Datix submitted, additional imaging task completed. Staff reminded to be vigilant at Tx Delivery meeting				Network Services

		I16962		10/1/25		09:54		10/6/25		TSRT9
Acquisition tone heard- no image appeared- accompanied by a generator timeout error message. Additional dose administered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR called- Logs requested- delay in receiving logs: Logs show additional dose delivered:
Expected Dose: 0.271265718
Delivered Dose: 0.316476669997759
Additional Dose=  0.045210951997759 x1 extremity Normal

2025-10-01  09:36:41    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:56    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.135632858570468
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  09:56:10    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  10:04:14    TR1-PTC-PROD      PTX\PTClinical|4912|WPF Queue WCFAppService.CWCFAppService  [ThreadId=85] #Entering -->RecordPatientCompleted				Network Services

		I16973		10/1/25		01:00		10/7/25		Platelet ordered and not used before expiry date.		To ensure better communication with ordering of platelets		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Platelet removed at midnight and wasted on TDBB and recorded on wastage charts.		To ensure better communication with ordering of platelets		Network Services

		I16988		10/1/25		00:00		10/7/25		1x Unit of Platelets ordered and not used		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		1 x Unit of Platelets wasted on the system and disposed of.		To ensure proper communication with the lab transfusion team		Network Services

		I17004		10/1/25		12:00		10/8/25		Ordercoms number 9368634.  Microbiology sample received in biochemistry bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to Salford as it was found in the biochem pile due to being in the wrong bag.		Likely to be human error - all staff are aware of correct labelling and packaging for samples for all samples. However it the incident has been shared and discussed - and all staff reminded of correct processes and signposted to relevant pages on HIVE if any uncertainty about labelling and packaging.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shaw,  Andrea		Finally approved		No Harm		No harm		10/9/25		Error logged.  Booked in and sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16843		10/1/25		07:00		10/3/25		Massive blood loss pathway activated. Patient on PTW transferred to CCU.		27/10 - to reallocate to SJ to decide if incident is to go to MBL meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Jackson,  Sharon		Learning response required		No Harm						MBL pack 1 prepared and issued.				Network Services

		I16864		10/1/25		03:30		10/3/25		Nursing staff entered the pathology laboratory to address an issue that they were having with a platelet transfusion OOH. The correct advice was given to the member of staff but they would not listen to the laboratory staff and insisted they were correct. 
A senior member of the transfusion team was phoned at home (OOH) to try and help calm the situation as the nurse had become confrontational and told both members of staff that they did not know how to do their jobs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Staff		No Harm		Security incident		Abuse to staff from staff		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		The senior transfusion team member phoned the Duty manager and asked for a different member of staff to transfuse the patient. 
This member of staff has been advised to not transfuse any further patients until after a period of re-training from the Transfusion Practitioners.				Clinical Support and Specialist Surgery (CSSS)

		I16860		10/1/25		16:35		10/3/25		Patient received a unit of Platelets. First Check recorded as Second Check in platelet prescription (two second checks).
No start time time recorded in prescription.
No end vital signs recorded in prescription. NEWS not completed within the timeframe for transfusion vital signs.
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16772		10/1/25		05:00		10/2/25		Patient on Palatine Ward on corridor bleeding from nose/ears/face and confused. Led back to bedroom where blood found +++ in room, on the floor and walls etc. 
Patient confused but able to talk. Went on to have a seizure. 
Fast bleeped outreach and for medic support. 
2222 Call put out. 
Patient transferred to CCU		Clinical event, rapid review done and attached to documents.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		Patient care escalated to outreach and oncall SHO
Heam Reg contacted
2222 Crash Call put out				Network Services

		I16797		10/1/25		14:00		10/2/25		Patient had been for an out-patient clinic appointment and had left the building. Was attempting to get into his son's car and fell. (Currently awaiting bi-lateral knee replacement-according to the patient.)
2222 called and crash team attended the scene.
For transfer to AACU, however no beds so transferred to AAU in a chair.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Gill,  Rosie		Finally approved		Moderate Harm		Moderate harm		10/6/25		Admitted to AAU as no beds in AACU and not a suitable place post-fall.
Taken for an x-ray and fractured NOF reported.
Immediate review by AAU Consultant Dr Igor.
Supportive Care Co-ordinator attended the unit and the pain team.
PCA commenced and s/c oxynorm given as breakthrough.
Salford Royal contacted as patient from Eccles, advised to 999 to their A+E.
999 call completed and ambulance arrived within the hour. PCA removed and breakthrough analgesia given prior to transfer. 
Son present throughout and fully aware of the situation.

Discussion with Car Park Attendant who was witness to this incident:-
Patient was waiting for son at Oak Road Drop Off Area. There was no room to park so son pulled up next to another car and patient rushed out. He leant forward to grab the passenger door as car window open  but missed and fell back onto the floor hitting his head on the wheel of another car. He was visibly stunned and in pain so car park attendant radioed for Crash Team. There were no obstacles for the patient to fall over.				Capital, Estates and Facilities

		I16812		10/1/25		02:00		10/2/25		I was asked to help sign off platelet transfusion on ward 4. On this night staffing ward 4 only one regular staff. Two nurses transferred  from ward 12 to help and  one agency nurse
The agency nurse was looking after the lady needing the platelets. I was asked to help put up the 4th bag of platelet, I was told 20mins left of on the 3rd bag. There was multiple prescriptions on CWP for platelets with different prescription dates. There was a clear communication between myself and the labs.		Emma Stansfield (Blood Bank Manager) - No further action needed from the laboratory. No errors made. Process clearly explained to nursing team.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Stansfield,  Emma		Finally approved		No Harm		No harm		10/17/25		It was extremely difficult explaining to labs to update the correct prescription on CWP so that the canular care plan could be updated. 
There was also a misunderstanding on my side with the issue date, prescription date and expiry date.
which labs seemed to struggle to give me any direct information 
I had to go to the labs with the platelets to get clarification. 
This could of been clarified hours early. This caused a long unnecessary delay.		Emma Stansfield (Blood Bank Manager) - The correct action was taken by phoning the Duty Manager for additional support to avoid further delays to this patient.		Clinical Support and Specialist Surgery (CSSS)

		I16831		10/1/25		17:00		10/3/25		TSRT9:

Patient scan limits for post contrast scan not set to match the pre-contrast scan.
Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10E Production of images using appropriate field sizes (including production of reference images)		Parry,  Catherine		Finally approved		No Harm		No harm		10/22/25		Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				Network Services

		I16826		10/1/25		10:34		10/3/25		CDI PCR positive, toxin positive 1/10/25. Recent discharge from Ward 2 15/9/25, within 28 day window.		Discussion with ward staff about the importance to start a stool chart and CWP care plan - also added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		Reported to HCAI DCS, 72 hour review requested. Medical team aware.		Ensure Follow SIGHT		Clinical Support and Specialist Surgery (CSSS)

		I16810		10/1/25		11:00		10/2/25		TSRT9 13CC SB3i 13CC CF3a
XVI image fault (generator fault not ready). Scan faulted at 182/650 frames, first instance for this patient. Additional dose to patient 2.8mGy.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Additional image authorised and annotated in Mosaiq.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I16726		10/1/25		10:45		10/1/25		21mls into Paclitaxel infusion, patient complained of feeling sick, like she can't breathe and went red in the face. Infusion stopped. 100mg hydrocortisone given. Obs taken - Bp 218/132, O2-96%, Hr-76, temp-35.8, RR-20. Iv metoclopramide given for sickness . Obs rechecked - Bp-132/85, O2-97, RR-17, Temp-36, Hr-90. Symptoms settled.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		Low Harm		Low harm		10/2/25		Infusion stopped. 100mg hydrocortisone given. 10mg metoclopramide given. Observations taken and recorded as above. Reviewed by Dr who states once settled, can restart at slower rate.				Network Services

		I16727		10/1/25		11:00		10/1/25		Patient attended for new patient appointment at Tameside Macmillan Unit under Christie haematology. Patient checked in at the desk and when attempting  to sit in the waiting area had an unwitnessed collapse. Haematology staff not informed of collapse and reception team called 2222. Patient seen and stabilised by resus team and transferred to TGH A&E.		Liaised with outpatient manager and Christie HCA to have ECG and Glucometer training		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Kelly,  Marie		Finally approved		Low Harm		No harm		10/13/25		Action by resus team		Christie staff to be trained on Tameside equipment , Glucometer and ECG		Network Services

		I16728		10/1/25		12:00		10/1/25		TSRT9 13CC SB3i 13CC CF3a
XVI terminated at 21frames (1.4mGy extra dose delivered) during patient scan.		Patient off bed - 2x test scans in CC and CW - Passed - Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Engineers called and test scan run before patient re-treated.		Pelvis M20 CC - Logs stated gantry stop after 28 frames, gantry didn't move.		Network Services

		I16730		10/1/25		12:05		10/1/25		Patient started on Cycle 1 Day 1 rituxamab. 
Pre meds given but not including hydrocortisone. 
At 12:05 patient complained of lower back pain radiating into thighs. Rigors, feeling cold.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				The Christie NHS Foundation Trust / Clinical Oncology / Lymphoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Transfusion incident		Reaction		Preventable Transfusion reaction (pre-medication not administered as prescribed)		Aremia,  Laura		Finally approved		No Harm		Low harm		10/3/25		Infusion stopped at 3rd incremeent of rate 114. 
Non rebreather mask applied, titrated down to 60% then 2 Litres, then room oxygen. 
Observations completed including Blood glucose. 
IV hydrocortison x 2 given 
IVF started. 
ACP's called to review. 
Oramorph 2.5mg given for pain as had paracetamol pre-meds.				Network Services

		I16752		10/1/25		14:25		10/1/25		Receipt of multiple serious micro out of spec results, Gram Negative, for Gene Therapy Isolator				The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit						Incident affecting the organisation		No Harm		Infection control		Outbreak- Other		Outbreak - other		McCaughey,  Joanne		Learning response required		No Harm		Moderate harm				Close of unit and halt in preparation while investigation and deep cleans proceed. Lock down of area to reduce external access and reduce footfall and thoroughfare to area				Network Services

		I16753		10/1/25		18:25		10/1/25		red clean requested for sr6 aacu for c diff and vre.
can't fog due to structure of doors. 
deep clean requested at 18:24				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		10/2/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I16745		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16746		10/1/25		13:00		10/1/25		tsrt9/level5/cf1d/xr6/sb1c                                              
Patient scan brought forward to 25.9.25, but unfortunately the patient received the  original scan appointment 1.10.25 in the post . Attended today with transport thinking he needed a scan.		External circumstances. Discuss with bookings team.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		19 Research, audit and document management		Hudson,  Scott		Finally approved		No Harm		No harm		10/10/25		Apologised to patient about the mis-communication.
Patient stated that his current pain relief was not under control, therefore registrar contacted and patient seen to discuss medication.		External circumstances. Discuss with bookings team.		Network Services

		I16748		10/1/25		14:55		10/1/25		Patient finished treatment, on the way down the stairs after leaving the unit began to have a laryngospasm. Was brought back to unit, given heat pack and hot drink. Observations recorded and monitored until symptom settled. Advised to stay the night with relative and call hotline if any further issues				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		heat pack and hot drink				Network Services

		I16749		10/1/25		15:00		10/1/25		came back up to ORTC after treatment reported 'not feeling well'. Reported tingling lips/ numbness and pain in arms. Had Laryngospasm. Baseline observations checked, started vomiting during assessment. S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given. Hot drink and heat pack given. Rv'd by ACP on ORTC.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given.				Network Services

		I16750		10/1/25		15:30		10/1/25		Pt had a grade 2 reaction to C1 docetaxel after having 25ml of treatment.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped.
Obs checked.
IV chlorphenamine administered.
IV hydrocortisone 100mg administered.
Obs rechecked.
Treatment re-started at a reduced rate.
Team informed via email.				Network Services

		I16733		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery (1/10/25) due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16734		10/1/25		13:00		10/1/25		CRF Lab received samples for Patient ID 101-12, for C3D1 on the LION trial (21_PAN_012) 
Lab received 4x 10mL EDTA bottles (totalling 40mL), and 5 x 6mL + 1 x 10mL NaHep bottles (totalling a further 40mL), however this volume of blood was not required for this visit.
As per V4.0 of the Lab Manual, Table 1, this patient should have only required 3 x 10mL EDTA bottles, and no NaHep bottles at all. Patient was over-bled by approx 50mL.		everyone needs to be retrained in protocol schedule.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research Phlebotomy Space		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Conroy,  Vicki		Finally approved		No Harm		No harm		10/20/25		Lead Research Nurse has been informed. Correct samples were processed as per the lab manual, remaining samples that were not required were not processed - awaiting RN signature for sample disposal. 

17/10/2025 - Clinical Matron for the PAN tumour team has sent an email to senior Research Nurse of Renal to look into what led to the extra samples been collected.		The importance of reading both lab manual and protocol when preparing trial samples and also everyone needs to be retrained in protocol schedule.		Research and Innovation

		I16735		10/1/25		13:30		10/1/25		Patient contacted regarding appointment. Patient deferred on Wednesday 24/9/25.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		10/14/25		Contacted patient regarding no bloods and treatment appointment. 
Patient did not know about new appointment for today. 
Apologised on behalf of service. 
New treatment appointment given and patient acknowledged the need to book BCTH				Network Services

		I16736		10/1/25		08:45		10/1/25		Patient emergency admission from palatine to CCU, major blood loss+++
Patient bleeding ++++ from all sites
Urgent blood products transfused via stat
1x Platlets
4x FFB
2X RBC
All received and checked : 0845 and checked with two nurses. 
Each given stat pre and ends obs recorded for each on CWP		CWP major blood loss form filled out=transfusion team aware		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		CWP major blood loss form filled out=transfusion team aware				Clinical Support and Specialist Surgery (CSSS)

		I16737		10/1/25		12:30		10/1/25		Called to waiting room someone had fallen. 

Have realocated to Tameside as unable to find patient ID not a christie patient was Tameside patient		To monitor falls in Haematology temaeside. Patient was a Tameside patient.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Members of the public/visitors		No Harm		Clinical incident		Falls including slips and trips (Non- patient)		Unwitnessed Fall		Kelly,  Marie		Finally approved		No Harm		No harm		10/6/25		A - E assessment 
Observations taken 
Patient unresponsive to verbal speech, would no open eyes 
Patient responsive to pain 
Pain indicated in neck, hip 
Critical care outreach contacted 
Iv Inserted, bloods taken 
Handed over to critical care outreach - stopped patient being moved due to pain in neck and hip - advised patient will need head block for transport. 
Returned to treatment area		All correct procedures were followed and correct escalation was done for this patient		Network Services

		I16738		10/1/25		09:00		10/1/25		Patient A booked for CT abdominal biopsy. Patient A had not arrived. Called patient Husband as unable to get through to her mobile. Patient unaware of appointment. Tried to sort to see if we could facilitate later but unfortunately no space on list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/14/25		Apologises given and to sort for new appointment as soon as possible.				Clinical Support and Specialist Surgery (CSSS)

		I16739		10/1/25		09:30		10/1/25		TSRT9
#18/25 identified by superintendent during image review that nodal boost volume not selected on image prep.

IRMER states "CTV_N1" whereas plan structure is named as "CTV boost". Nomenclature between IRMER & structures are normally the same. "CTV_Boost" was not noticed by the radiographer who prepped the image and therefore coverage of the boosted node was not assessed #1-17.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		Network Services

		I16740		10/1/25		10:30		10/1/25		TSRT 9
set up to the wrong align RT  ROI and scanned iso position was incorrect, 
large shift magnitude noted B7 called.
Pt repositioned with correct ROI and scan repeated				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		b7 present, pt re-positioned, re-scanned and treated correctly				Network Services

		I16741		10/1/25		12:00		10/1/25		TSRT9 level 5 5i cf1c md 10n sb5i
Pacemaker selected "No" on booking form when patient has a pacemaker. Appropriate team not informed due to this. Entirety of pacemaker covered in RTP due to scan limits.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		Superintendent informed and information passed to relevant team.				Network Services

		I16718		10/1/25		03:00		10/1/25		Confusion regarding the issued and expiry dates of a unit of HLA matched plates caused an approximate 3 hour delay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Discussions with the biomedical scientist, clinical night practitioner, and night manager.				Clinical Support and Specialist Surgery (CSSS)

		I16758		10/1/25		18:00		10/1/25		TSRT9

10# VSIM planned patient - imaged #1-4.

#1-3 average out of tolerance - would have been suitable for systematic correction (new moves). 

Repeat 2DKV acquired #4 (not justified/documented in Mosaiq).

New moves required from #5 (repeat images #5/6) resulting in 1 additional image that could have been avoided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		New moves implemented from #4.

Escalated for practitioner additional imaging authorisation as will breach operator scope of practice when imaged for day 2 new move confirmation.				Network Services

		I16759		10/1/25		19:10		10/1/25		Upon surgical finish we discovered a small blister on the left shoulder which we presume to be from the use of shoulder bolsters which were requested by the surgeon to prevent slipping on head down (patient high BMI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Kennedy,  Pamela		Finally approved		Low Harm		No harm		10/10/25		Documented, handed over to recovery, anaesthetist aware, Datix completed and Handed over to ward 10 for medical illustration to take pictures in the morning. 

Review by the Tissue viability nurse there is a re absorbed blister to the left shoulder, no break or redness- skin intact and no sign of pressure damage.  My have been caused by shear and friction, no pressure damage evident on review.				Clinical Support and Specialist Surgery (CSSS)

		I16760		10/1/25		22:00		10/2/25		Admitted to ward cat 2 pressure sore found on sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		Air mattress in place
Dressing applied				Clinical Support and Specialist Surgery (CSSS)

		I16761		10/1/25		22:45		10/2/25		Patient found just outside the bathroom where he had shuffled from inside the bathroom to call for help from another patient. 
Upon observation, patient stated he was trying to hang up his tank top high above the chair and he was leaning on the chair, the chair then started to slide and he began to slide with it.
Patient states did not hit his head, said he slid/fell down on his right knee/ foot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Blood pressure and observations taken, neuro observations taken. Made sure patient had no immediate pain anywhere before moving him, assisted him to stand with 3 member of staff onto a chair behind him and then he walked from chair to bed with minimal assistance.
On call doctor informed. Has now been reviewed
Falls care plan updated
NIC updated
Handover to be updated				Clinical Support and Specialist Surgery (CSSS)

		I16755		10/1/25		15:30		10/1/25		TSRT9/level5/cf1d/6d
Patient was due to start 3#s of bladder XRT 1/10/2025 at 1530, arriving via hospital transport. At around 1600 reception chased up progress of hospital transport as patient had not arrived, and were informed no transport booked. Reception then rang patient who was unaware they were starting treatment on this date, and therefore start of treatment delayed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 3						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Hudson,  Scott		Finally approved		No Harm		No harm		10/14/25		After patient was rang by reception, they were transferred on phone to S3 radiographers. It was confirmed with patient they had been given no start date for treatment, and the patient now considered it too late in the day to attend the department. Patient was therefore advised they could start their XRT on the day of the next appointment, at 1530 on 3/10/2025, and that hospital transport would be booked for remaining appointments. Transport was subsequently booked by S3 reception. Patient schedule also amended at the time with additional appointment added to the end to compensate for missed treatment.		Patient not received confirmation of appointment. After investigation, the patient was sent a letter out after not being contactable via phone. Letter either delayed or not recieved. External factors not down to hospital team.		Network Services

		I16713		10/1/25		07:15		10/1/25		when checking patients skin in the AM, noticed a new c2 to sacrum		discussed with staff involved
learning needs identified - learn from incident, included in monthly newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		updated skin bundle, cream applied, purpose t completed, handed over to RN day time, needs med ill and TVN r/v.		Reflecting on knowledge from TVN study day
revisiting TVN study sessions.		Clinical Support and Specialist Surgery (CSSS)

		I16763		10/1/25		23:00		10/2/25		Patient transferred from AAU to ward 12.  patient admitted 11am 1/10/25? with temperature. No blood cultures taken, on medical notes requested for cultures to be taken. No cultures taken prior to patient admission onto ward 12 from AAU. patient transferred at 10pm 
No evidence of blood cultures taken on notes/pathology orders or requests		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Clarke,  Catherine		Finally approved		No Harm		No harm		10/16/25		datix 
cultures taken		Blood cultures taken within 1 hour policy (prior to giving IV ABX) as per policy as reflected in nursing annotation and lab results		Clinical Support and Specialist Surgery (CSSS)

		I16770		10/1/25		15:00		10/2/25		Patient has received 14 cycles of Ven/Aza.  No consent form scanned onto CWP		RN to check consent before administering treatment: part of incidents Newsletter
New folder in HTDU for consents to be uploaded
Medical team and CNS emailed to add consent forms to  the folder
Audit about patients being consented and no consent forms uploaded		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Staff		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Notified NIC
Discussed with patient - will try find copy of consent form at home to bring in otherwise will need re-consenting		To check if consent is uploaded on CWP before administering treatment.
New folder in HTDU for consents to be uploaded		Network Services

		I16768		10/1/25		15:00		10/2/25		Patient was just about to commence flush post 2 hour oxaliplatin infusion. Mentioned that he had some tingling in his lips and was slurring his words slightly. After sipping some warm water that was provided, patient went into laryngospasm.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped and flush not commenced
Hot drink provided
Heat pack held to neck
Obs taken and charted
100mcg hydrocortisone given
10mg chlorphenamine given
Continued monitoring post event for roughly 1 hour.				Network Services

		I16783		10/1/25		18:45		10/2/25		Patient stepped down from ccu approx 1845. On arrival previous patient still in bed space. CCU nurse had been told bed space was ready however this had not been communicated from ward 10 nurse in charge to ccu nurse in charge. CCU aware a bed would be ready in the evening however no phone call received to ask if patient could be brought up to ward 10 prior to transfer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		Apologised to patient. Patient made comfortable in day room whilst awaiting previous patient to be discharged. Patient moved in to bed space as soon as available.				Clinical Support and Specialist Surgery (CSSS)

		I16784		10/1/25		11:00		10/2/25		multiple operational challenges encountered during the process of Mattress Audit 
Despite repeated communication efforts to inform staff across wards and departments, the audit team experienced significant difficulty accessing clinical areas. This lack of clinical engagement severely impacted the audit’s progress and ultimately led to its suspension.  
Additionally, a high proportion of mattresses failed to meet the required standards during the initial phase of the audit.		Meeting to discuss actions go forward between the stakeholders. Meg audit to occur prior to next DHG external audit		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		Near Miss		Infection control		Devices		Other devices		Atherton,  Shaun		Finally approved		No Harm		No harm		10/16/25		Suspension of audit. DHG contacted 10:30 am to deliver additional mattress to site, 
to address the immediate shortfall, five replacement mattresses were delivered to site at 16:15 on 01/10/2025. Further orders have been placed to ensure adequate stock levels and reduce risk moving forward.		Training for mattress inspections to be looked at by TVN/IPC(Meg audits)		Capital, Estates and Facilities

		I16794		10/1/25		20:00		10/2/25		The patient was scheduled to receive platelet transfusion, whilst the research team and ACP duly aware, The flow manager was also notified, potentially in relation to patient admission; however, this information was not effectively communicated to the CRF NIC (team).
Subsequently, the patient arrived unexpectedly at the CRF longstay  at 19:40 for the platelet transfusion. At that time, the research team had departed the facility and had not given any handover of the plan.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Garcialopez,  Tamara		Incident referred to DPSIG		No Harm		No harm				Duty manager made aware of the situation. 
OOH Dr made aware of the patient- due to possible reaction 
Platelets administered with close observation.

Matron and WM made aware of the situation.				Research and Innovation

		I17670		10/1/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC :Started night shift and asked to clerk CCU step-down.
From Alertive messages - patient arrived on ward at 15:30.
Had to call day RD about another issue, so asked if they had received a verbal handover from doctors on CCU. They confirmed they had not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						Reviewed patient notes and EPMA.
Several medication discrepancies - that I used best judgement to amend. Have asked day team to clarify with primary consultant if there were reason for some. No acute concerns.				Clinical Support and Specialist Surgery (CSSS)

		I17158		10/2/25		21:12		10/13/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To raise at the weekly incident meeting and discuss		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To retirierte to staff on the right process of NEWS and vital score documentation		Network Services

		I17298		10/2/25		00:12		10/17/25		Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Incident being managed locally		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16781		10/2/25		10:14		10/2/25		Wrong NHS number on MDT document		spoken to team lead to remind their staff of due diligence when inputting patient data on CWP forms		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Westall,  William		Finally approved		No Harm		No harm		10/14/25		Redaction requested, datix request, rescanned with correct NHS number on document				Network Services

		I16766		10/2/25		01:30		10/2/25		Patient transferred from AAU to Ward 10 at 01:30 and placed with the female bay - patient's husband found with patient sat on chair by bedside - patient and her husband were adamant he was staying with her, explaining that the husband's car was stuck in the car park and the patient needed him for emotional support. This was not discussed at all prior to transfer between any AAU staff with any Ward 10 staff and wasn't handed over of this situation. Patient had been with AAU since the afternoon.		Apologies made to Ward 10 

Permanent staff on AAU well versed in visiting policy and issues raised in this incident are not a common occurrence upon transfer. Learning from this incident to AAU not indicated. 

Nurse in charge at time tried to mitigate issue and fully aware inappropriate nature of male relative staying in female bay overnight. Apologies made to Ward 10 at time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		I asked the Ward 10 staff nurse who took the handover if this has been discussed with her, which she replied this hadn't been.

I sent an Alertive group conversation between myself, the AAU Nurse in Charge and the Duty Manager and questioned about this - I asked if any arrangements for accommodation had been done for the husband. The Duty Manager seemed to be unaware of this situation and too hadn't been notified prior to transfer, AAU Nurse in Charge answered that she had asked the named nurse on AAU for the patient to ask the husband to leave - however this hasn't appeared to be escalated or been followed up on. This Alertive conversation found on the Ward 10 Nurse in Charge sign in.

There was no options for me to move anyone out of the side room - all clinically indicated

Curtains pulled around the bed area. 

Duty Manager for the night shift who now was now aware of a male visitor staying in a female bay overnight - hasn't come down to the ward and hasn't spoke with the patient or her husband. I am not aware of any reasons for this.

Informed Ward Manager for Ward 10 of the situation for the Day shift

To further point out this incident has had the knock on effect of delaying my care to my patients whilst I tried to manage this and find out whats happened, and also delayed of myself going home due to needing to record this Datix incident form within the 48 hour window.		Agency nursing staff central to incident, unlikely aware of visitors policy. Individual did not respond to prompts from nurse in charge to ensure relative went home overnight.		Clinical Support and Specialist Surgery (CSSS)

		I16771		10/2/25		09:30		10/2/25		In insertion of Venezia brachytherapy applicator, joint found to be loose due to glue failure,  swapped for replacement applicator and proceeded safely.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Incident affecting Patient		Near Miss		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Hallett,  Lisa		Finally approved		No Harm		No harm		10/17/25		Removed from clinical use, replacement requested.  Reported to MDSO for report to MHRA.
Ongoing issue with Venezia applicators.  Awaiting batch replacement.				Network Services

		I16762		10/2/25		01:40		10/2/25		Tramadol 50mg capsules were not clearly recorded as there is no "IR" or MR" mentioned .
Tramadol MR CD book shows 86 but the quantity counted is 68, previous book 1049 unable to identify whether the tramadol recorded is IR or MR also unable to read clear the quantity.
The book before the above mentioned, no 1041 shows Tramadol MR 68 capsules which matches with the  physical count.
Tramadol IR 50 mg capsules shows 78 but the actual count is 76 checking the previous book 1049 it shows 78				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - illegible/unclear		Langstaff,  Alexandra		Incident being managed locally		No Harm						Duty manager in shift informed, and checked. ?writing error as the book 1049 has missed information on medication description.				Clinical Support and Specialist Surgery (CSSS)

		I16811		10/2/25		15:15		10/2/25		Call received a call from the patients all from pt saying her had her 5FU bottle was in her bag whilst she was out when she got in put her bag down forgetting the pump was in there resulting in the pump being pulled. The PORT needle was slightly dislodged so Stephanie pushed the needle back in. When she woke up her pj top was wet. She took the dressing off the and the needle came out as well. Slight bleeding but this stopped quickly. Pump was clamped once the needle came out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/20/25		Pt washed the area and the clothes. Rang us. 
I advised they came in today which they did. PORT discarded off as per policy. there was still some treatment in the bottle as it had not completed.
New PORT needle inserted to flush the PORT needle then removed. Team emailed				Network Services

		I16824		10/2/25		09:30		10/3/25		Terror incident in N Manchester (Heaton Park area) 0930 approx. A coordinated weapon attack (vehicle ramming + stabbing) occurred at a synagogue in Crumpsall, Manchester, during Yom Kippur (2 October). The incident was declared a terror event. In response, the Christie site at the Northern Care Alliance (Oldham, Salford, etc.) were put into lockdown as a precautionary measure.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Piscitelli,  Stefano		Incident being managed locally		No Harm						Incident control room established
Exec on call liaised with Execs
Comms shared with Christie@Macc/Salford/Oldham
Comms sent out to HIVE and website by comms team
NCA & MFT went into lockdown as precautionary measure
Security team briefed higher visible presence around site (main entrances)
Ornamental garden locked down till 0700 03/10/2025
Incident control room stood down at 1400				External Other Trust

		I16827		10/2/25		15:00		10/3/25		Received an email from another department on 02.10.25 enquiring if the pt could be discharged from a consultant on Careflow (first seen in March 2025).
On checking the pt's notes, I came across an internal referral letter to a different consultant from July 2025.  It didn't appear that the pt had been allocated an appointment following this referral.
On checking other digital systems, it doesn't appear the relevant team/consultant received the referral letter to action/allocate an appt.

*Awaiting email reply 10/10*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Learning response required		Moderate Harm		No harm				Emailed relevant secretary who was unaware of the referral.
Emailed the referral letter to the relevant consultant to action.
The consultant is going to liaise with the referring team.

RP 24/10 - Asked digital who uploaded referral in July to identify who uploaded this and why it wasn't added on. Digital confirmed the referral was added by an new referrals member of staff to CWP on 02/10. This was the same date that the secretary raised with new referrals, which would suggest this referral was never sent via the internal referral portal or the via the inbox for the team to action.
Once we received this we actioned accordingly. 
I emailed the secretary this in the attached and informed the governance team, further investigations from the disease group need to be done to understand or identify why this wasn't sent via the portal sooner. - will redirect to DSM of disease group				Network Services

		I16828		10/2/25		12:00		10/3/25		Patient came from another ward as an inpatient, received the due morning medications late after 11.30H that also after the patient came to nursing desk and complaint about the same(medications including controlled drug). Also got delayed for discharge medications and hence discharged so late in the evening. Patient mentioned  that no one offered food as well.		Gain an appreciation of patient expectations and introduce them to their new environment, inform them of what to exact on the unit, who is looking after them and ask if they have any concerns you can help reduce and support.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		Low harm		10/31/25		informed the concerned nurse and given all medications asap, and apologized.		It was unfortunate this patient was relocated to CRF at short notice in the evening due to Trust Bed pressures. He had to share a room with another patient but felt he didn't receive a good standard of care.
Good communication and documentation is required in these situations and for the most part it was though the patient remained disgruntled.		Research and Innovation

		I16834		10/2/25		09:00		10/3/25		Set of SDA plates were contaminated by mould. The set of plates were sampled on Thursday 18/09/2025 and sent to QCNW. 
These plates are sampled from the Radiopharmacy unit as part of the Quality Assurance programme. Mould is a non desire microorganism that should not be present in cleanroom environment. 
It is likely the contamination is caused by persistent water leaks in the ceiling of the offices of the Radiopharmacy unit.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Radiopharmacy						Incident affecting the organisation		Harm		Infection control		Infection screening / Sampling		Other		Harris,  Andrew		Learning response required		Low Harm		Low harm				Aseptic sessions on 02/10/2025 and 03/10/2025 were cancelled after receiving the notifications. 
NM departments were notified accordingly
The issue was escalated with Senior and Divisional management.
Additional cleaning to the cleanrooms is being performed on 03/10/2025
The issue with leaks have been notified to Estates mid-July when the leaks were first noticed.				Network Services

		I16813		10/2/25		18:30		10/2/25		TTOs of Cabozantinib were on old IV Nivolumab script with wrong location, order set was therefore not sent up to ORTC. By the time this was highlighted, main pharmacy was closed.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Other		Patel,  Rizwan		Finally approved		No Harm		No harm		10/14/25		Told pt the error in location. Pt stated she would rather not come in to collect medications. I have arranged with the on-call pharmacist for the tablets to be sent via post. Pt was anxious about timely delivery to her home address as she is due to start the Cabozantinib on Monday. I have advised the pt to call on saturday afternoon if she has not received them by then.				Network Services

		I16814		10/2/25		21:00		10/2/25		Admitted onto AAU and then ward 12 with C3 to sacrum, present on admission.		Good practice demonstrated in this incident to be fed back to ward staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Referred to safeguarding as underweight and concern of neglect, referred and seen by TVN - plan inplace, medically illustrated. Repositioned on ward 2 hourly. Pump to be applied on bed. SKINN and puropse T updated - TVN plan followed, cushions applied around area.		Timely and appropriate pressure area assessment and care provided by staff involved. 
Pressure ulcer to sacrum identified on admission, PURPOSE T completed within 6 hours as per policy.
Adequate pressure area care commenced and appropriate referrals sent. 
TVN review in first 24 hours of admission. Acknowledged by patient PU had been present on admission/ for several years.
Safeguarding referral sent with query of neglect in the community and as to whether pressure ulcer developing prior to admission was preventable - concluded unpreventable.		Clinical Support and Specialist Surgery (CSSS)

		I16815		10/2/25		20:30		10/3/25		Patient found on floor of room by staff walking past				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		Emergency call bell activated, staff assisted patient to stand and assisted to the toilet before returning to bed
No apparent injuries or pain
1:1 put in place overnight		no documentation from nursing staff 
no update of moving and handling assessment / falls risk assessment		Clinical Support and Specialist Surgery (CSSS)

		I16806		10/2/25		13:39		10/2/25		15.2mls paclitaxel went through pt complained of chest pain and SOB.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/3/25		Treatment stopped, obs done and recorded, actioned as needed with 15l2 02 with good effect. 200mcg hydro given with good effect. Pt started to feel better. Need to go to toilet to commode attained. ACP came to assist and review.
weaned off 02.
ECG done 
Cannula came out whilst on the commode as poor access unable to re cannulate. Paclitaxel discarded as per protocol. and carbo not given. 
Line referral done 
Team and chemo apps emailed. 
ACP has prescribed destination meds for next SACT. 
Explained to the pt who understood				Network Services

		I16807		10/2/25		16:00		10/2/25		Patient reacted to second dose of paclitaxel				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		No Harm		Low harm		10/3/25		Treatment held. hypersensitivity protocol followed. Reviewed by ANP. Treatment restarted. Team emailed				Network Services

		I16808		10/2/25		14:55		10/2/25		Patient reported pulsing feeling down legs during treatment, infusion stopped, observations recorded. Discussed with ACP JB, ?reaction, patient felt it had improved slightly without intervention, then felt pulsing return, treated as HSR				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		Low Harm		Low harm		10/3/25		100mgs hydrocortisone and 10mg chlorphenamine given under PGD				Network Services

		I16809		10/2/25		17:00		10/2/25		extravasation to left forearm, 4cm extravasation lump, extravasation policy followed, reviewed by ACP, given hydrocortisone cream, nurse in charge to do a follow up call tomorrow.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/6/25		extravasation policy followed, drawn back 0.5mls, heat pack applied on area, hydrocortisone cream supplied.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		Network Services

		I16800		10/2/25		13:50		10/2/25		Pt was walking and tipped over the scales that were next to the nurses desk on Pink team. Pt fell to the ground, not witnessed		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/2/25		OBs done and recorded pt stated they did not hit their head. Dr on unit review. Pt said they were a bit shaken up due to the fall but okay. slight sore arm but okay. Helped up on to a wheelchair and transferred but to treatment chair		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		Network Services

		I16842		10/2/25		12:50		10/3/25		I received the blood transfusion  for this pt, did the first and second check, did the checks with the pt and started the  transfusion. When time was due for the 15 mins obs I did them and pressed by mistake on post transfusion  observation instead of the 15 minutes observation. By the time I have realised the form was already submitted and I could not edit the form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		No outcome completed on prescription		Ghaffar,  Zhaida		Rejected		No Harm		No harm				I have informed IT straight away and the nurse in charge 
I have documented on EPMA the times and observation to help with traceability				Clinical Support and Specialist Surgery (CSSS)

		I17005		10/2/25		08:00		10/8/25		Ordercoms number 9369515.  Virology sample in with biochem and haematology samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lane,  Laura		Finally approved		No Harm		No harm		10/8/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17021		10/2/25		19:00		10/8/25		XRT consent form scanned on wrong patient's notes.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		Scanned under correct notes, DATIX submitted. Tech Bar redaction request to be done after DATIX.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		Network Services

		I17007		10/2/25		12:00		10/8/25		Ordercoms number 9369353.  Virology sample in with biochem/hame samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/8/25		Error logged,  Booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17008		10/2/25		15:00		10/8/25		Ordercoms number 9369096.  Urine sample for RUUE and Urine ACR returned by Salford on the 2.10.25.  Most likely cause that biochem sample was received in microbiology bag.  This sample was from 1.20.25.  Therefore processed with 24 hr delay.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)		To follow up with training and actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged and processed here with a 24hr delay due to sample going to Salford as it was in the wrong bag,		To ensure the right bag is used for the right samples		Network Services

		I16909		10/2/25		10:00		10/5/25		A report has been scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Jones,  Tracey		Finally approved		No Harm		No harm		10/6/25		redaction requested with IT				Clinical Support and Specialist Surgery (CSSS)

		I16894		10/2/25		14:00		10/3/25		Had a fall while trying to put some papers in the bin without his walking stick.
Witnessed by Dr. 
Reviewed by medical team.		Correct actions taken. 
Observations completed.
Medics informed. 
Moving and Handling risk assessment completed in timely manner. 
Physiotherapy referral sent.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
Medical review. 
CWP - Fall incident and manual handling completed				Clinical Support and Specialist Surgery (CSSS)

		I16878		10/2/25		10:18		10/3/25		emergency lockdown procedure initiated 10:18
approved procedures implemented, 
contacted radiotherapy services manager
unable to contact EPRR lead
Unable to contact switch
log book completed via trained loggist
lockdown lifted 12:21		improvement in communications required		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		escalated via radiotherapy services manager
incident managed well on site good communication via NCA
no communication from Withington site

review of events by senior team		improvement in communications required		Network Services

		I16880		10/2/25		09:45		10/3/25		Patient booked in for a radiotherapy scan of their brain in PBT.  Patient attended with appointment letter, however patient had no appointment visible on CRIS and there was another patient booked into this slot.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		Upon investigation, it appears that the patient's appointment was taken out of the diary and put back onto the waiting list by a member of staff in the radiotherapy department at Christie Salford.  This then led to a false appointment slot being available and another patient was booked into it.  Proton Beam Radiotherapy contacted Radiology MR Lead to query why patient had attended with no appointment.  Radiology MR Lead found that the scan was placed back on waiting list by a radiographer in Salford and contacted them to ensure scan was still to take place and inform them of the error.  Proton Beam agreed to scan patient.				Network Services

		I16926		10/2/25		11:30		10/6/25		No date taken present on sample for transfusion. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Sample rejected and discarded. New sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16943		10/2/25		12:00		10/6/25		tsrt9
A systematic review was completed following a # without a CBCT as there had been a change to the pt's CBCT scheduling and the systematic review scheduling was not updated following this change. Systematic reviews are typically completed following #8 however this pt had received additional CBCT's on #4&#5 due to positioning issues, the next CBCT was then pushed to #10 therefore a systematic should have been scheduled following #10 rather than #8.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		incident was picked up @ #10 following the CBCT. A B7 was made aware and an additional systematic task was added following #10 and the remainder were rescheduled following the new cbct schedule.				Network Services

		I16952		10/2/25		18:25		10/6/25		Suspected transfusion reaction - patient began to experience rigors approximately 2 hours following the commencement of a unit of RBC's.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/6/25		Transfusion stopped.
Medical review sought.
Chlorphenamine and IV fluids administered.
Relevant blood specimens and RBC bag sent to laboratory as per policy.				External Other Trust

		I17031		10/2/25		20:30		10/8/25		Patient attends with Temp, urinary catheter in situ ON arrival. Patient required a CSU as part of septic screen. Pt had an allocated nurse who was working with a (SPN) supernumerary nurse (under direct supervision). The allocated RN asked the SPN to wait for her to come back. The supernumerary nurse had never done catheter care/nor signed off on catheters.  SPN, unsupervised/untrained attempted CSU despite instruction. Withdrew water from balloon rather than CSU and left the pt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						The incident only came to light as the SPN showed the "CSU" to an ACP who realised it was water. I apologised on behalf of SPN and explained to patient what had happened. 10ml of water was measured from "CSU sample", catheter further reinserted and balloon re-inflated. Catheter draining again.
Discussion had with supernumerary nurse to get account and reiterated to work under direct supervision of designated nurses and to work within scope of practice.				Clinical Support and Specialist Surgery (CSSS)

		I17174		10/3/25		13:55		10/14/25		Pre transfusion vital signs completed one hour and 21 minutes prior to its commencement.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I17176		10/3/25		17:39		10/14/25		Patient received albumin and the second independent check was completed by the same nurse, and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Added the above to safety huddle to make staff aware of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To reiterate the importance of following protocol		Clinical Support and Specialist Surgery (CSSS)

		I17488		10/3/25		11:00		10/23/25		Two patients missed their translational blood test appointments due to a communication error. The lead nurse handed over for the patients to have blood tests on the 3/10 and to remind the patients of this appointment at their appointment on 30/09. This was not communicated to the patients. No translational/trial bloods were taken.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager made aware. 
Patients aware they missed the appointment, apologies given. 
Sponsor made aware, awaiting response.				Research and Innovation

		I17100		10/3/25		09:00		10/10/25		On-going issue that we need to raise as an incident can't add TCI to patients records which is becoming more frequent.
Not being able to add a TCI means that the patient cannot be admitted on the day and also means the patient cannot be tracked and the associated medications etc hat maybe required documented on the patient. This could cause delays and inaccurate recording on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling / Theatre Scheduling		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/13/25		Raised Ticket with techbar and received the response below. 

Request - INC-114771

I have just spoken to my colleague about this who has suggested that there is likely to be an issue with the RTT as it isn't being picked up. If an RTT pathway hasn't been picked up, the only people who can amend / add this in are the Pathway Trackers. I'm afraid that I can only advise you to speak to them, as they are the only ones who will be able to update the RTT and correct any issues in the setup in order for you to be able to proceed. 


I have worked in performance and I understand RTT and how the system works and what needs t be done we have removed and re -submitted on a number of records and it it is still not working.				Clinical Support and Specialist Surgery (CSSS)

		I17093		10/3/25		14:00		10/10/25		Incorrect laterality noted on pathology conclusion report on CWP during checks for radiotherapy planning. Reported incorrectly as left breast rather than right breast. This had then been used to populate patient letters and MDT documents.

13/10/25: Reporting sits with the consultant Histopathologists, who are managed by the trust				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Carden,  Jeni		Finally approved		No Harm		No harm		10/14/25		Checked all reports uploaded to CWP. Reported to clinical oncologist who contacted the surgical team and secretary to provide operation notes which stated surgery completed to the right breast. Requested pathology update their report conclusion with correct laterality. Operation notes uploaded to CWP alongside clinical annotation from the clinical oncologist stating laterality has been confirmed and to proceed to radiotherapy planning to the right breast.				Christie Pathology Partnership

		I17070		10/3/25		19:30		10/9/25		incident recorded when further information could be obtained.
after work was finished two staff members thought they were on there own in the changing room and proceeding to discuss another staff member.
the other staff member was in a changing cubicle and overheard the conversation and was upset by what had been said stating it was unprofessional.		discussed and offered support to all staff members involved		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Davies,  Julie		Finally approved		Low Harm		No harm		10/17/25		staff member comments directed at very upset 
apologies given at the time.
discussed with all parties concerned who are all upset by the situation. support and EAP information provided.
continue to support individuals concerned

support continues for all parties concerened		the need for professionalism 
respect		Network Services

		I16881		10/3/25		08:50		10/3/25		Call taken from reception, patient called the hotline this morning due to having loose stools X3 this. Patient advised to come for his treatment today to be assessed on the unit by consultant or ACP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Roberts,  Rebecca		Finally approved		No Harm		No harm		10/17/25		I called the patient who had x4 loose stools with new abdominal pain with loperamide being ineffective. apyrexial, he did not attend for  treatment as transport was 40 minute drive and he did not think he would make the journey. reiterated calling the christie hotline if symptoms worsen.				Clinical Support and Specialist Surgery (CSSS)

		I16882		10/3/25		11:00		10/3/25		when putting suture needle in sharps pad  caught tip of thumb left had with tip of suture needle		Speak to staff  regarding safe handling of sharps .		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3				The Christie NHS Foundation Trust / Clinical Oncology / Gynae(Clinical Oncology)		Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Thomas,  Preethi		Finally approved		Low Harm		No harm		11/3/25		de scrubbed Made bleed , washed with chlorhexidine reported to team 
Contacted OH , all blood investigation done 
Follow needle stick injury SOP . 
No harm done		when you handle with sharps always take precaution.		Clinical Support and Specialist Surgery (CSSS)

		I16883		10/3/25		11:45		10/3/25		TSRT9/ Level 4/ 11O/ CF2a/ 10N/ SB11n 11t
Patient attended bolus verif scan at Macclesfield as requested via telephone call by planning. 

No physics or planning staff sent to mark bolus outline on mask and didn't submit Bolus Request Form in time, causing delays. 

Scan delayed due to confusion regarding whether the scan was required. This was due to a finalised planning record and planning QCLS completed and treatment plan already being exported to prep room, found immediately prior to scan . Pt in mask during this time and very anxious and on timed pain relief.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11O Management of process flow within planning (including plan export)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Planning were contacted via telephone and asked to confirm if a bolus verif was required. Whilst waiting for a response from planning the patient was becoming increasingly agitated on the CT couch and a superintendent radiographer was informed. Planning made aware of the distressed patient on the bed however it took a significant amount of time for a decision to be reached. Radiographers were in the room comforting the patient and trying to encourage patient to stay in the mask. 
Once planning confirmed the scan was required the scan was performed.  When the mask was taken off the patient, they asked to speak to Superintendent Radiographer to find out why there was such a delay and expressed his distress at being kept waiting. Superintendent radiographer explained to patient the reasons why. PALS complaint form offered and patient apologised to by numerous radiographers.  Centre Manager discussed incident over telephone with planning. 

Feedback from Radiographers regarding incident: 
During a debrief after the incident radiographers felt communication throughout the whole bolus verif process was poor. No annotation from planning regarding bolus verif being required on CWP or Nav. The Bolus request form was only put in 1 day prior to the patients appt. This put the radiographers under a time pressure to organise the thermoplastic bolus shape (as it was required to be cut out at main site). A physics member of staff was also asked by planning to draw on the requested Bolus shape on the mask and was unfamiliar with this process. 

Radiographers feel a new work instruction for both radiographers and planning regarding the the bolus verif process would be helpful. Reducing communication errors on the process. 
Planning QCLs were all completed despite the bolus verif not being confirmed. As a result the radiographers started prepping a plan that was not confirmed yet for treatment. This could have resulted in a patient being treated incorrectly.				Network Services

		I16879		10/3/25		14:51		10/3/25		red clean for c diff requested on aacu sr5.
unable to complete fog due to door structures on aacu.
deep clean team attended with uv machine.		Estates will review the doorframe with the domestic services team and will look for a permanent solution if one is required		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities

		I16885		10/3/25		15:45		10/3/25		TSRT9 / LEVEL 3 / 13I / CF 1C / MoD 13BB / SB 13I
Image acquired after set up. 
Radiographer accidently clicked dismissed during image review.
Due to time taken to re-establish link between xvi and mosaiq patient moved requiring resetup & reimage.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Superintendent informed.
Additional image authorised. 
Additional dose 5.9mgy. Not reportable.
Proceeded with treatment.				Network Services

		I16886		10/3/25		15:00		10/3/25		on time out staff noticed pt had redness under bilateral breasts as well as moisture lesion / redness under stomach / apron. Pt has high  BMI.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/3/25		barrier spray applied pre-op as well as area cleaned and barrier spray applied post op - handed over to recovery to monitor and contact medical illustrations to document. TV link staff and coordinator informed as well				Clinical Support and Specialist Surgery (CSSS)

		I16887		10/3/25		15:00		10/3/25		Crash trolley in OP corridor required for emergency situation. patient collapsed in phlebotomy room.
There were NO oxygen masks or tubing anywhere in the crash trolley(normal location drawer A).
Staff had to run to another area to find an oxygen mask and tubing, delaying administration of oxygen to an unwell patient with low saturations
Post incident i discovered the crash trolley had not been checked for 3 days,		Our HCAs had been checking the resus trolley in OPD. After discussions with the resus team at main site and reading the policy it should be a registered practitioner that checks the trolley.
This has since been cascaded to all staff and the nurses from SACT will now absorb the checking of the OPD trolley with their own checks. 
The importance of communicating when anything is removed/used from the trolley has been reiterated to ALL staff.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		Near Miss		Equipment incident		Medical		Lack/ unavailability of equipment/device		Aremia,  Laura		Finally approved		No Harm		No harm		10/10/25		oxygen mask sourced from another clinical area
Highlighted to staff on duty that trolley hadnt been checked
Requested trolley be restocked and checked asap				Network Services

		I16888		10/3/25		00:00		10/3/25		TSRT9.

Incorrect preset used for #1 of Lung SABR treatment.
Pelvis M20 used instead of Lung.
Dose 10mGy instead of 6.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		Preset amended.
Pt treated correctly.				Network Services

		I16889		10/3/25		16:00		10/3/25		witnessed fall. patient stood from toilet and fell backwards. No LOC, did not hit head
observations and BM taken. 
had flip flops on, changed to non slip socks. no injuries				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		reviewed by ward doctor. physical exam, safe to mobilise back to bed with assistance of 2 
moving and handling assessment complete with lying and standing				Clinical Support and Specialist Surgery (CSSS)

		I16890		10/3/25		05:25		10/3/25		cannula was on wrist , checked cannula when the machine beeps, no flush back , bit swelling , relative said he was moving his hand frequently and kept bending ,		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/6/25		treated as extravasation, informed patient about it , try to aspirate chemo with 10 ml syringe , nothing to come back . cannula removed and marked the affected area , patient took a photo to compare as we do not have medical illustration after 5 pm . heat pack applied , no inflammation at the time of assessment , reviewed by ANP Gina and advised to provide hydrocortisone cream if any inflammation occurs , advised to apply heat pack for 20 mts , 4 times a day ,for 2 days , and advised to move hand , safety netted with hot line , made a note on diary to ring tomorrow .		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		Network Services

		I16891		10/3/25		10:00		10/3/25		HCA was helping patient to the commode/bathroom to help with wash. Patient slipped and body was guided onto the bed. 
Patient reviewed by medical team afterwards.		Correct actions taken during this incident. 
Datix completed.
Observations taken. 
Medics informed.
Moving and Handling risk assessment updated. 
Falls care plan completed. 
Patient known to physiotherapy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Slippery floor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
CWP - Fall incident form and Manual handling form completed. 
15 minute observations 
Slip socks.				Clinical Support and Specialist Surgery (CSSS)

		I16892		10/3/25		17:30		10/3/25		Patient supine on the table for a Robotic Assisted Laparoscopic Prostatectomy. Post op pressure area inspection upon rolling the patient side to side to remove sheets underneath, scrub staff inspected the back and the sacrum and identified the moisture lesion near the anus.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/6/25		Barrier spray applied in theatre. Handed over to recovery staff looking after patient to monitor. Datix form filled out.				Clinical Support and Specialist Surgery (CSSS)

		I16893		10/3/25		12:00		10/3/25		Patients relative assisting patient to the toilet, Patient expressed that her legs felt week and relative helped patient down to the floor. 
Patient reviewed by Medical team.		Medics informed. 
NIC informed.
Datix completed.
Patient known to physiotherapist services.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed.
Medical review
CWP - fall incident and manual handling completed.				Clinical Support and Specialist Surgery (CSSS)

		I16895		10/3/25		14:00		10/4/25		CMPE currently signed up to Tender Portal for notification of Radiation Protection Services tenders from regional Trusts.
02/10/2025 - CMPE DRRPS staff became aware of a regional tender for approx. £4 Million, however tender notification was placed on system CMPE not aware was in use. Tender deadline of 07/10/2025 so only 5 days notice (including weekend) to submit tender response.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Non-clinical incident		Referral		Delay/ failure		Mairs,  William		Finally approved		No Harm		Low harm		10/10/25		Account created on HealthTrust Europe and CMPE Team started work on tender response.  This was submitted but not of satisfactory standard given the turnaround time.
Discussed with procurement.  We have now registered on the correct platform for alerts (Steve Drain and Will Mairs).
A management procedure will be added to DRRPS QMS to include annual discussion with procurement about the latest platforms in use so we stay current going forward.				Network Services

		I16905		10/3/25		12:30		10/5/25		tsrt9
Initial CBCT taken and moves applied. Multiple generator faults when attempting to take 2D verification image, engineers onset.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		Pt off bed to allow engineers to resolve issue, moved to other gantry. Pt re-setup and additional mechanical CBCT taken & treatment delivered.				Network Services

		I16897		10/3/25		22:40		10/4/25		Found a Cat 2 on a pt's right ear where she keep her ryles tube insitu, within the helix area.		- 7 members of staff attending upcoming TVN Away Day
- HCA away day in December, ward manager and TVN's to teach on this with recent incidents as discussion points.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		-Dressing applied. 
-TVN referral done 
-Medical illustration done. 
-SSKIN bundle updated. 
-Purpose T still outstanding.		To check NG/NJ/Ryles site at ear and nose each shift and within 6 hours of admission to the ward to identify ulcers early and provide pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I16898		10/3/25		09:15		10/4/25		Heard staff member shouting for help and when approaching I witnessed staff members assisting/mobilising the patient to the bed (patient is mobile).  When approaching to help I saw that the patient fell down onto his knees next to the bed (did not hit his head). When calling out the patient's name he initially did not respond straight away (?Loss of consciousness) but after a few seconds he responded back to his name. 

Patient stated he felt dizzy when mobilising.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		10/8/25		Ensured patient was assisted safely onto his bottom. Then assisted into bed once he was feeling settled. 
Full set of observations completed. 
Blood glucose completed as patient is T1DM. 
The incident happened before board rounds and nurse in charge was present at the time also- NIC Kath escalated this to the team in board rounds and I later escalated the fall also to the patient's team doctor as the patient was planned for chemotherapy. 
Registrar reviewed in the afternoon. 
Documented and incident report form completed. 
Moving, handing and falls risk assessment completed including lying and standing.				Clinical Support and Specialist Surgery (CSSS)

		I16951		10/3/25		11:30		10/6/25		TSRT9
Patients first treatment, details incorrectly recorded for the abdominal compression belt in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Saunders,  Jane		Finally approved		No Harm		No harm		10/17/25		Discussed with team who input details as to what the correct information should be, site setup rectified				Network Services

		I16959		10/3/25		16:30		10/6/25		Samples from 03/10/25 not sent and left in pod in dept 35. Discovered when arriving into dept on 06/10/25.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Informed department Matron. 
Labs informed but unable to process samples. 
Patients contacted to re-arrange appointments 


Correct procedure followed.  The 6 patients who were effected were contacted.  Appointments were arranged at BCTH or Christie site.  Two patients were attending for treatment and already had a blood appointment booked.
All staff who were in the blood room that Friday were informed that as part of their daily duties staff should be making sure that all blood samples have been sent to the labs before leaving shift.  Unfortunatley we are unable to get to the bottom to why this pod was missed all staff present at the time were under the impression they had checked.  This will be discussed in staff huddle with all staff.				Network Services

		I16975		10/3/25		09:00		10/7/25		Engineers from JLA were booked to attend on Friday  3/10/25 to perform hot works on the roof of the Cytogenetics department.  It appears correct procedures were not followed;
-2 people were required to attend (one as a fire watcher), but only one  attended.
-Access to roof gained without visiting Estates first
-Hot work permit not obtained.
JLA had been informed in advance of the visit of required procedures.		Policies and procedures have been reiterated to JLA for future visits to the site		The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting the organisation		No Harm		Non-clinical incident		Estates		Maintenance		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		It was realised on Monday 6/10/25 that the correct procedure had not been followed when the Cytogenetics administrator contacted Estates regarding the visit by JLA, and we were informed that no-one had visited Estates on Friday 3/10 to collect hot works permit.				Capital, Estates and Facilities

		I16981		10/3/25		12:00		10/7/25		MRSA BSI 53yr old female, diagnosis Sarcoma.  
Source - UTI/? Nephrostomy 
Admitted 03/10/2025 (Friday) via AAU and transferred to Palatine same day; outlier due to bed pressures. 
Known MRSA screen positive from Dec 2024, urine positive march 2025.  
Had negative screens and bloods 2nd, 3rd, 4th September (x3) including urine no further micro until 3rd oct. Recent discharge from ward 4 10/09/2025, referred to Bolton DN team for neph care on discharge.

Risk factors - Neph May 2025, PORT i				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		10/23/25		Timeline 
There is a hotline annotation on the 19/09/2025 - haematuria for the last 24hrs, suspect infection 
28/09/2025 - CT abdo, pelvis with IV and oral contrast 
30/09/2025 - SACT treatment, bloods and PORT flush.  notes indicate the patient and their son feeling unwell the previous weekend due to eating at a hotel ? Food poisoning.  care plan completed for insertion and removal of needle. Notes state not fit for treatment 
01/10/2025 -  day admission to AACU for blood transfusion presumed delivered via PORT site, low grade pyrexia prior to transfusion.  doesn't appear to have had any blood work 01/10/2025
03/10/2025 - hotline assessment; hasn't felt well the last 2 nights.  

Initial findings 
Patient had a timlely review by micro 05/10/2025 and 06/10/2025
Patient prsecribed decolonisaiton therapy 
Inpatient nursing admission form states 'no' to MDRO 
Palatine team aware of patient, will swab neph and PORT site as wasnt completed on admission screening 

Plan 
Will contact GP and DNs tomorrow for more information regarding the hotline annotation and GP actions 
Patient flow will prioritise transfer to medical ward 
Contact Bolton hospital to see if recent admission during Sept				Clinical Support and Specialist Surgery (CSSS)

		I16982		10/3/25		10:00		10/7/25		TSRT9/ level 3/ 12i/ CF 2c/ SB 13aa/ MD 13i

Large anatomical mismatch on XVI acquisition due to incorrect SGRT prep/incorrect surface selected at set up.
Repeat XVI approved under protocol.
Additional dose to patient = 1.4mGy
Non-reportable		correction made 
patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 informed
*B6 realised the issue
*SGRT amended as per work instruction:
- Unselect the reference surface/s and isocentre checkbox of the plan that has finished treatment
- In “Set Treatment” view, drag the newly imported plan for treatment to the top of the 
Treatment Course Panel
*Patient set up again using correct surface
*Repeat XVI acquired		the need to follow protocol		Network Services

		I16844		10/3/25		10:25		10/3/25		I forwarded an email from Catherine Mcbain to the sponsor for the ONC201(22_DOG11_48). Her email address is as follows: rebecca.evans@thermofisher.com

It included the following patients details: 
ALAINA, Ambrin (Miss) Born: 03-Jan-1999 (26y) Gender: Female
Christie No: 202518049 NHS No: 637 796 0166				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		McCaul,  Damian		Finally approved		No Harm		No harm		10/22/25		I informed my line manager and recalled the email. I also rang the sponsor and asked her to delete the email, which she did.				Research and Innovation

		I16845		10/3/25		10:50		10/3/25		Uploaded hospital letter to wrong patient on CWP. Reported to Techbar and they have now removed, please see ticket number below:
 INC-114862				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/6/25		yes				Network Services

		I16847		10/3/25		10:10		10/3/25		tsrt9
Machine Breakdown, patient needed to be taken of the bed for a break as they had been on the bed for 1hour 30 minutes and engineers had said it would be a further 10/20 minutes for the interlock to clear. The breakdown resulted in additional imaging being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/6/25		Once breakdown had been recovered patient was brought back in for treatment- additional image was authorised by Band 7 prior to treatment delivery.				Network Services

		I16848		10/3/25		08:00		10/3/25		Incorrect temperate recorded on NEWS2 score observations at 07:59 - 39.8 instead of 34.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Hawkes,  Iain		Finally approved		No Harm		No harm		10/6/25		Correct NEWS2 score inputted at 08:18 after observations completed again - Redaction request raised with tech bar at 14:00				Network Services

		I16858		10/3/25		14:00		10/3/25		A patient was referred for an urgent MR liver scan. The referrer answered no 'implant device'. The patient was sent an appointment for 2/10/25. On receipt of appointment patient contacted MRI Department to inform us that she had a pacemaker in situ.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Incident affecting Patient		Near Miss		MR Safety Incident		Patient Implant		Patient Implant		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/6/25		Pacemaker details obtained from patient. Radiographer emailed Blackpool to request necessary pacemaker information to check if suitable for MR scan at the Christie.				Network Services

		I16855		10/3/25		14:00		10/3/25		Staff member was washing hands before entering the ward. When they went to dry hands- hit head on a shelve. Small cut to right forehead. Nil bleeding. Ice applied. 
Paracetamol given. 
C/O headache. 
Asked to go home due to headache. 
Sickness for work related injury.		Shelf has been removed and a smaller shelve has been asked to be fitted higher up		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Struck by an object		Struck by an object		Anderson,  Rebecca		Finally approved		Low Harm		No harm		10/6/25		Paracetamol and Ice applied. 
Staff member checked over. 
Nil bleeding. 
Safe to drive home. 
Datix done. 
Called maintenance to lower/ remove shelve		Shelve to be removed and a smaller shelve fitted		Network Services

		I16856		10/3/25		10:00		10/3/25		Patient attended endocrine dept for blood transfusion. On 2nd checking of the unit of blood, noted that patient is MRSA positive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Jackson,  Claire		Finally approved		No Harm		No harm		10/10/25		Sent unit of blood back to blood bank. Contacted bed manager, reallocated to AACU. Reassessed blood transfusion booking form. Booking form amended to prompt checking of alerts prior to admission.				Clinical Support and Specialist Surgery (CSSS)

		I16865		10/3/25		14:09		10/3/25		I hanged up a Fluorouracil 320mg/m2 - 5 minutes bag before the Folinic  Acid infusion. But I realised the error as I was signing for the drug on the computer and stopped it immediately . No volume of drug has been infused.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Johnson,  Rhona		Finally approved		No Harm		No harm		10/6/25		Stopped the pump immediately
Clamped the Iv line.
Sought advise from my PEF on the unit
 Fluorouracil 320mg/m2 - 5 minutes bag ; to be infused after the folinic Acid infusion.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		Network Services

		I16871		10/3/25		09:20		10/3/25		Patient was called in for a CT Chest Abdo and pelvis scan. he confirmed he was over 20 stones in weight. scan was done on the CT Siemens Definition 3 scanner and during the course of the abdomen and pelvis an anterior cut-off was noted in the abdomen bits as he had a really protruded abdomen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		patient was brought down from the scanner and kept in the waiting area. Spoke to a consultant radiologist (YJ) who recommended a repeat of the abdomen and pelvis due to the cut-off of the anatomy there. a repeat scan (Porto-venous Abdo-pelvis) was done on another scanner CT Canon Prime 1 due to this which means another radiation dose and contrast had to be given to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I16872		10/3/25		10:30		10/3/25		As part of 2025 CVAD audit, came across a CVAD that still had the stitch in place over the 21days. line inserted 22/8/25 and assessed line today 3/10/25. stitch in place 42 days		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.
Dates for suture removal to be inputted on handover AH		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Pointed out to the nurse in charge of the patient, nurse was to change dressing and remove the stitch		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.		Network Services

		I16816		10/3/25		03:45		10/3/25		Patient sustained an unwitnessed fall in the bathroom at approximately 03:45. He reported that he “slightly” hit his head during the incident. On immediate review, no visible injury, swelling, or bruising was noted. Patient denied drowsiness and dizziness. He did report feeling generally unsteady on his feet.		All appropriate actions taken post fall, observations remained stable, CT scan - NAD, NOK informed the following morning, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		After assessment confirmed no injury sustained and able to move, the patient was assisted to transfer safely to a chair and was wheeled back to bed with assistance of 2. 
During physical assessment, it was noted that the patient’s right leg had some weakness. Patient reported that this had previously been assessed by Physiotherapy and he had been provided with exercises to support mobility. Patient was wearing appropriate footwear at the time of the fall. Obs checked, tachycardic- 98, Capillary Blood Glucose: 5.6 mmol/L
Neurological observations commenced: GCS 15/15 and done every half hour, prn analgesia given, doctor on call informed.
Reinforcement of safety advice and call bell use provided, and the patient verbalised understanding.
Had been mentioned to patient earlier in the shift to kindly press call bell if need to mobilise or require any assistance as has been assessed by Physiotherapy team to need assistance of one, he acknowledged this but had mobilised independently on this occasion, same reinstated and advice given. Moving and Handling Care Plan updated,  Falls Incident care plan done. Patient agreed for next of kin to be informed in the morning.
call bell placed within reach		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17177		10/4/25		15:09		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17178		10/4/25		06:48		10/14/25		Patient received a x bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/14/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Batch number G04J176961				External Other Trust

		I17210		10/4/25		00:40		10/15/25		Patient received a  bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04J146961				External Other Trust

		I16990		10/4/25		14:37		10/7/25		2 units of Platelets ordered for patient and not used.		2 units of platelets were transfused on the 4/10/25 
note patient requires HLA or HPA matched platelets. Limited information to investigate 
Cant decipher whether this was a prescribing error ?too many units ordered or incorrect units ordered		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/9/25		Platelets were wasted on the system and disposed of.				Clinical Support and Specialist Surgery (CSSS)

		I16899		10/4/25		09:10		10/4/25		The sharps bin in R1 on WW was filled to the lid, blood-filled syringes were visible at the top. As I shut the lid to lock and replace the bin, some fluid on top (around the entrance) of the bin which I'd not noticed splashed up into both my eyes. Due to the dark colour of the lid, it was hard to see whether the fluid was clear and it's not known what the fluid is from.		Emailed staff to dispose sharps bin when they are 3/4 full to avoid any injury or splash risk and to assure healthcare worker protection
To be part of incidents Newsletter		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Staff		Near Miss		Clinical incident		Contamination		Contamination		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/6/25		Duty manager informed, who was in handover at the time. Washed face with water. Unable to locate policy for eye contamination on HIVE at the time- typed into search bar and also looked on OH page. Went to local areas to look for display information but unable to find, so spoke with another B6 upstairs and agreed to use the small vials of saline. Irrigated both eyes with about 30ml of saline in each. Duty manager arrived and informed me that the policy is found by typing blood-borne virus on HIVE. She advised that the correct action had been taken as the sharps bin was in a SR belonging to a patient who doesn't have any identified BBVs so no further action needs to be taken. Will email OH to make them aware.		To dispose sharps bin when they are 3/4 full		Network Services

		I16900		10/4/25		08:45		10/4/25		unwitnessed fall
patient tried to walk self to the bathroom with frame. Found flat on back with legs and arms straight 
reports falling onto the floor on her bottom, did not hit her head
no new pain or dizziness reported. Lost her balance		All appropriate actions taken following fall, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		Low harm		10/7/25		observations completed
resident doctor informed
checked for any obvious signs of bruising/bleeding/broken bones
skin tear found to right elbow, was not bleeding
patient waited 30min on the floor with a pillow under her head
did not want to wait any longer, sat self up and attempted to get off the floor with AO3		Nurse did not update the moving & Handling care plan will make her aware when giving DATIX feedback		Clinical Support and Specialist Surgery (CSSS)

		I16902		10/4/25		15:30		10/4/25		Patient complained of rash to inner right elbow. 
I could also see slight rash to side of right jaw and neck.		Ask nurses in future to document before patient is discharged that the patient was successful in having the rest of their treatment at a slow rate without issue. Just so staff are doctors are clear.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/6/25		Treatment stopped. 
Observations taken. 
Chlorphenamine 10mg and Hydrocortisone 100mg given under PGD. 
Waited for rash to resolve. 
Treatment restarted at reduced rate as per hypersensitivity protocol. 
Team emailed.		All immediate processes followed and rash resolved and patient felt well. Team emailed to highlight reaction and ensure script is labelled as given at SLOW RATE. 

Drug was actually - Trastuzumab Deruxtecan - unable to select on drug menu		Network Services

		I16896		10/4/25		02:50		10/4/25		Patient admitted to the ward. On initial skin check, found to have MASD damage to buttocks. 
Patient aware of discomfort in that area. 

Barrier ointment applied. Mattress pump connected. 

For medical illustrations in hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		see above.				Clinical Support and Specialist Surgery (CSSS)

		I17181		10/5/25		21:16		10/14/25		Patient received a platelet transfusion which was initially received onto a RBC prescription. It was subsequently then received onto the correct RBC prescription, however the 2nd independent check was not completed. Neither were the start time or outcome completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise second independent checker incident with staff at ward meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		First and second independent checker should be completed before start of transfusion. 
Proper communication between ward and transfusion team.		Network Services

		I16906		10/5/25		10:01		10/5/25		tsrt9
Inf isocentre. Initial CBCT acquired with no issues (on panel A).  
Attempted to acquire 2DKV confirmation. Confidence tone heard, only ant image (panel A) appeared. No lateral image present. Generator timeout interlock.
Escalated to MCR, advised to try 2DKV acquisition again. Confidence tone heard, no image appeared. 
Advised by MCR to attempt 2DKV acquisition again, however discussed with superintendent radiographer and decision made to CBCT on panel A for confirmation				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Rejected		No Harm						Escalated to MCR and superintendent radiographer.
CBCT confirmation successful. 
Paused after completion of treatment to allow MCR to investigate mechanical issue. 
Confidence tone  task added. Additional image task added.				Network Services

		I16910		10/5/25		11:00		10/5/25		Patient moving and handling questionnaire not added by day unit staff (paed GA). Noted after #1 by staff member who had carried out the treatment prep task (by chance upon double check as treatment planning and treatment prep completed in quick succession). 
Also to note this therefore means it was missed at pre-treat, prep, first day chat and #1 stages. Task however was definitely added by pre-treat staff and was just missed/not completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Simms,  Leanne		Finally approved		No Harm		No harm		10/28/25		Escalated to B7, M&H check added to care path for following day (allocated to day unit) and alert added to pt's notes for urgency/for gantry staff to double check the following day.				Network Services

		I16908		10/5/25		10:15		10/5/25		TSRT9

Interlocks on PTC when treating G40_T0 beam, table lost compensation.
Additional imaging acquired 1x 2d pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/7/25		2d imaging				Network Services

		I16903		10/5/25		03:30		10/5/25		Patient walked to toilet alone and fell in the entrance of toilet. she said she could not stan and fell on her bottom. she has back pain .				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Williams,  Louisa		Incident being managed locally		No Harm						brought her back to bed. vitals monitored  and recorded. informed doctor on duty.				Clinical Support and Specialist Surgery (CSSS)

		I16904		10/5/25		05:00		10/5/25		Patient  fell down  when she was trying to go  to toilet early in the Moring as soon as she woke up from sleep. Witnessed  fall, patient fell down in front of staff member who went to attend her bell.
patient is mobile with stick/wheel chair /Ax1 and she has been assisting the whole night with toileting needs. however she comes  out of the bed and  tried to walk  with stick to the toilet by the time  staff attend her bell AND FELL		Encouraged patient to wear suitable footwear and to wait for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		Assessed thoroughly for any bruises , bleed or any injury
post fall protocol followed
observations checked and recorded
assisted the patient to come back to bed after excluding spinal code injury 
informed duty doctor for urgent review, seen by duty doctor and assessed,
moving and handling done 
advised the patient to call and wait before mobilizing
Fall care plan initiated
will inform relative with patients consent		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16918		10/5/25		13:36		10/6/25		First name spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		New sample requested at 14:30 via phone				Clinical Support and Specialist Surgery (CSSS)

		I16919		10/5/25		09:44		10/6/25		Sample bottle expired.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested.				External Other Trust

		I16932		10/5/25		03:20		10/6/25		Fall overnight - from bed to floor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Harris,  Andy		Rejected		Low Harm						From CWP anno: she had a fall at 03:20 when she moved out of bed to void urine. HCA attended her call and informed her she will get a commode mean while she moved out and fell . HCA has seen her but could not reach her . she fell on hitting her bottom informed doctor .
vitals recorded.checked her not open wound noted.
she complaint of pain in same place as before. checked if she hit her head she refused
seen by doctor she said she hit her head slightly but HCA dint see .
ct head requested to be done doctor said he will inform them. so that can be done by 8Am atleast.
she is on apixaban .
vitals monitored and recorded.
she is conscious oriented.				Clinical Support and Specialist Surgery (CSSS)

		I16912		10/5/25		08:00		10/5/25		Noted patient has a blister on the outer left heel on A-E assessment				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		Low harm		10/10/25		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage.		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage		Clinical Support and Specialist Surgery (CSSS)

		I16913		10/5/25		16:00		10/5/25		Patient is on ward 10 needed immunoglobulin  giving today as per iqemo and consultant advise, I was asked to help as noone trained on iqemo on ward 10,
after commencing the drug I realized it was different brand to ,what was specified on prescription.
Panzyga given. Privigen brand prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Thorne,  Hazel		Finally approved		No Harm		No harm		10/6/25		Pharmacy on call contacted, duty manager contacted. Patient observation taken.
out of hours pharmacist also consulted the haematology pharmacist .
I was advised that this was okay and it is same drug , different brand.
Patient infusion rate given as per Panziga protocol		increase of Ivig within surgical field and out of hours 
Additional training required for Iqemo training and management of immunotherapy patients  
Staff members  to reframe from prescribing by brand name to reduce error or to re-prescribe based on trusts current stock		Clinical Support and Specialist Surgery (CSSS)

		I16914		10/5/25		17:00		10/5/25		Patient had wanted to self D/C earlier in the shift, stating that the Dr stated that she could leave once ECG done and awaiting TTOs.  Confirmed with Drs they insisted on her to remain in.
Left ward approx 16:00. Stated coming back to ward, reminded that they had a cannula in that she should not leave hospital with cannula in situ.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Approx 17.30 staff nurse rang, message left as no answer.
Attempted to call at 19:00, no answer.
Rang husband explained tried to contact his wife. Husband very upset and frustrated.
Then explained that if she didn't want to stay inthat we would not force her, but we needed her to come back to remove cannula, understood that they're frustrated
He then stated she 'worked in radiology and will remove cannula herself'.
Repeated that we would like her to come in allow us to remove cannula and she can self discharge
He said she would do it herself and then hung up the phone.
Escalated to Dr Avanti on call, also escalated to nurse in charge		The patient is provided clear expectations time of admission during medical reviews. 
Nurses involved tried to resolve the situation within their means at time of event. 
The patient had capacity and was given explanation of rationale for admission and why leaving was against medical advice. 
It was the patients decision to leave despite this information. 
NOK was informed, and the patient was with him at the time of contact so the patient wasn't 'missing' as such. No further escalation indicated. 
Ward staff escalated appropriately to Nurse in Charge, Duty Manager and Medics.		Clinical Support and Specialist Surgery (CSSS)

		I16915		10/5/25		20:00		10/5/25		Current heat source (Geezer) not in use 
Staff member attempted to fill water tank with kettle water prior to evening tea round 
Hot water onto direct skin - left hand				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Staff		Harm		Clinical incident		Burn		Hot liquid or steam		Thorne,  Hazel		Finally approved		Low Harm		No harm		10/6/25		Burns management 
immediately rang under cold water - burn pack applied 
Escalated to duty manager 
Occupational health refferal required - work related incident 
? Faulty water tank - known by estates - currently delay fixing due to refurbishment		review of current management of hot water in the absence Geezer in kitchen		Clinical Support and Specialist Surgery (CSSS)

		I16916		10/5/25		22:30		10/5/25		I gave a dose of aciclovir 250mg as a push instead of an infusion. I made it up to 20mls saline as patient was fluid restricted (this is an acceptable dilution according to medusa) however I administered it as a push instead of an infusion over an hour. The mediation should have been given over an hour

Medusa "IV infusion (undiluted):
In fluid restricted patients only, aciclovir may be given undiluted (25mg in 1mL)(11) via central venous access device."				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Dr informed once I realised, Dr had no concerns, NIC also informed.				Clinical Support and Specialist Surgery (CSSS)

		I16974		10/5/25		00:00		10/7/25		TSRT9
2D acquisition tone and only 1 image appeared. Repeat attempt- no image appeared-escalated to superintendent at 1st attempt- decision made to used a CBCT to verify position. Additional CBCT dose & Additional 2D KV pair given.- this datix is in addition to I16906- filled out for 'Additional Mechanical CBCT'- this Datix is in relation to the 2D acquisition resulting in an additional 2d Kv Pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		contacted MCR logs requested.
Expected for 1# 0.090421906 x2= sup ISO 0.180843812
0.216013128549171 x2=Inf Iso 0.432026257098342

Total expected= 0.612870069098342/ #
Total Delivered= 0.341443811427291

X2 lat Head doses= 1 image appeared 1 did not- dose given each time

Additional CBCT used to verif- therefore additional 3D and x2 additional Lat Head doses (unusable & did not appear)				Network Services

		I16987		10/5/25		00:00		10/7/25		1 unit of Cryoprecipitate ordered but not used.		Increased awareness of handling blood products to be highlighted to team in monthly newsletter		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Informed AAU and wasted product.		Unclear from findings how additional unit was ordered and not used. Nonetheless importance of not wasting blood product (and financial implications of doing so) to be highlighted to team		Clinical Support and Specialist Surgery (CSSS)

		I17182		10/6/25		13:28		10/14/25		Second independent check completed by the same nurse.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I17183		10/6/25		12:53		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17141		10/6/25		09:13		10/13/25		Group and screen sample mislabelled.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		10/15/25		New sample requested via phone at 09:53				Network Services

		I17226		10/6/25		15:18		10/15/25		Unit of platelets collected from the blood issue room, and CWP not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion practitioner requested laboratory compatibility form from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17109		10/6/25		07:05		10/10/25		Sample bottle expired				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Rejected		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I16961		10/6/25		11:20		10/6/25		Patient started to vomit 16 minutes after Irinotecan infusion was commenced.		Reaction managed appropriately and documented, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Infusion was stopped. 
Observations taken and within normal parameters. 
0.25mg Atropine administered as prescribed. 
Patient monitored for 30minutes and remained stable. Vomiting/wretching stopped quickly. 
Infusion was re-started at the slower rate over 90minutes as per protocol. 
Further wretching/vomiting re-started at 12:50pm. 
Liaised with Consultant who prescribed a further dose of atropine 0.25mg and IV metoclopromide. 
Symptoms eased and patient was eventually discharged. 
Safety net advice to call hotline if patient is unwell at home or struggling with any toxicities.		Reaction managed appropriately and documented, no further issues reported.		Network Services

		I16963		10/6/25		18:00		10/6/25		Patient complained of feeling lightheaded to staff member whilst walking with frame.
Collapsed towards staff member, lowered safely to the ground.
Unresponsive for around 2 mins.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/8/25		Doctor informed.
Observations recorded.
Blood sugar obtained.
Cannulated with bloods.
Fluids commenced.
Moved safely to bed area.				Network Services

		I16964		10/6/25		19:00		10/6/25		TSRT9/level3/12f/ cf1c/ SB 13aa MD 13z
#1 m10 6.2mgy image taken, unable to see sup tumour, and patient had 5 degree rotations.

m20 filter required to see both prescribed PTVs

re-set  up and image with correct filter, rotns good - ptvs covered

treatment delivered without event

1 additional imaging event		corrective action

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Band 7 called - rotns and difficult to match - 2 lesion not covered, clip box off image.
Additional image note added.
Re- imaged with correct filter - and patient re-set up		field imaging lentgh insufficient

review all PTV		Network Services

		I16965		10/6/25		14:00		10/6/25		New C2 found on patient buttocks - reviewed by TVNs and accessed as MASD		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		TVN referral 
Med ill 
datix 
purpose T		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		Clinical Support and Specialist Surgery (CSSS)

		I16966		10/6/25		19:00		10/6/25		Pt attended XRT with stitches on his head and informed the treating team his partner had hit him with a vase and threatened to kill him.		Radiotherapy department referred to the safeguarding team. 
Safeguarding team liaised with Wythenshawe Safeguarding Team to ensure that appropriate action had been taken. 
Police involvement. 
Referral completed by Wythenshawe to adult social care.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Moderate harm		10/17/25		Long discussion with patient and his sister, police are involved and partner has been arrested and sectioned due to deteriorating mental health. Partner will not be returning to his house and he will change to locks, sister very supportive and has taken time off work to stay with patient. Patient visited Stepping Hill A+E and their safeguarding team are aware, review team informed but were happy to not review patient as already assessed in A+E. 
He assured me he is safe and has supportive family and friends, patients last # therefore signposted to Maggies and hotline number provided. Discussed at length support available and mentioned he will contact his GP to access this. 
Patients consultant and safeguarding team informed via email, anno in CWP.		Appropriate action taken by radiotherapy team by referring to The Christie Safeguarding Team.		Network Services

		I17015		10/6/25		12:00		10/8/25		Ordercoms number 9373555, 9372973, 9372976.  Urine ACR, Osmo and UPCR.  All three stickers received on 1 sample and bag, which was a microbiology bag.  Some samples state the time on them as 1am some say 10am.  These are biochem tests and should have been in the clear bags, however 3 barcodes on one sample is not right.  Unable to process as analyser cannot read 3 barcodes on one sample.  Should have been either 3 sep samples or one label with all the tests on.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Error logged. Booked in and all tests booked in on the request number ending in 555				Clinical Support and Specialist Surgery (CSSS)

		I17016		10/6/25		12:00		10/8/25		Ordercoms number 9373783.  Virology sample received in biochem bag.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to MRI with a delay.				External Other Trust

		I17017		10/6/25		08:00		10/8/25		Ordercoms number 9373315 & 9373318.  FBC sample received with biochemistry label on and biochemistry sample received with FBC label on.  Both unsuitable for processing.		A task and finish group has been created by the trust to look at ordercom incidents. Improvement and action plans will be discussed by the group		The Christie NHS Foundation Trust / Other / Photopheresis Department						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		11/6/25		Error logged, booked in with a comment in synergy stating why samples were rejected		The right label should be used for the right sample		Other

		I17018		10/6/25		12:00		10/8/25		Ordercoms number 9374126.  One sample received with two barcodes on - both with the same lab number and same tests so one could be removed from the tube.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, extra label removed as analyser cannot read two barcodes on one sample.

		I17020		10/6/25		13:00		10/8/25		Pharmacist covering AAU was alerted by Pharmacy tech that patient was taking Fludrocortisone 50mcg but prescribed as 500mcg (10x dosing). Confirmed with consultant on ward no plan to increase fludrocortisone.

Noted that 2 doses administered.		Findings and lessons fed back to A.P lead of medical staff and EPMA team 
Lessons learnt disseminated to all nursing staff on AAU to ensure they are querying prescriptions, particularly in light of the nursing staff giving the correct dose in this case but not ensuring EPMA was changed to ensure correct and safe dose received going forwards		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Immediately queried with treating nurse and confirmed that half of a ward stock 0.1mg given - therefore patient actually received 50mcg the correct dose. 

Explained to the nurse re prescription error and did the calculation with her.

Amended dose on EPMA as soon as possible		-Combination of incorrect (x10 dose) prescribing error on admission together with nursing staff not querying dose/administering substantially higher dose than is typical.

-Incident occurred over the weekend with reduced pharmacy reviews/cover, potentially leading to delay in identifying issue until weekday

-2 x medical ward rounds did not pick up on prescribing error prior to pharmacy identifying error on Monday. 

-Nurse who administered doses was involved in discussions at time of event and told reporter she had given 50mcg not 500mcg despite EPMA record. 

- Medical team informed at time of incident, deemed no harm to patient		Clinical Support and Specialist Surgery (CSSS)

		I17009		10/6/25		08:00		10/8/25		Ordercoms nummber 9373017.  Virology sample in with biochem/haem samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.		To follow up with training of ordercoms and action plans		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged, booked in and sent to MRI with a delay due to being in the wrong bag/pile		The right bag should be used for the right sample		Network Services

		I16917		10/6/25		02:55		10/6/25		patient found near to toilet floor when went  to do 15 min  check  since patient  was  confused  intermittently and assistance of 1 to 2.noticed  stool in the toilet , probably fell when trying to get  back to bed after  using toilet. patient declined banging of head or pain, post fall protocol followed.		All appropriate actions taken post fall, reviewed by medical team, no further actions necessary, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		observation checked .
full body assessment done for any bleeding or signs of fracture
excluded spinal cord compression
assisted to get back to bed 
lying  and standing not done since patient was not able to stand , Ax2 , M$ H updated , referred to PT,OT
requested urgent  doctor review 
 CT scan done  to rule out head injury or fracture since patient confused
1:1 care provided		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16925		10/6/25		08:04		10/6/25		Surname spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/6/25		New sample requested at 09:20 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16953		10/6/25		13:45		10/6/25		Phone-call from Renal CSN regarding her patient who needed an iron infusion - patient had been waiting for a phone call regarding an appointment time and where to attend for the infusion since 0800 this morning - patient had been added to our teams list for an iron infusion but no time on there, we were unaware that the patient hadn't been given an appointment time				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Incident being managed locally		No Harm						Patient aware we close at 1600 as we are an outpatient ward - is attempting to get to us for 1500 to have her iron infusion as planned - CNS aware that if patient is unable to get to us before 1500 that they would need to be re-booked.

For DG2 to review - patient was due to be booked an iron infusion - not part of R&Bs booking process.				Network Services

		I16954		10/6/25		09:00		10/6/25		Patient did not receive TPN night of 5/10/25, TPN script states wrong TPN bag in fridge - Triomel N4 in fridge but pt was only due to have this on 3/10 and then change to Triomel N9 from 4/10.
Script was written up and handed over to pharmacy on 3/10. 
Only Triomel N4 was written up on EPMA for the 3 days.		Pharmacy, dieticians and clinical teams to liaise to ensure completed in a timely manner to ensure no TPN is missed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/13/25		Checked CCU fridge and ward 10 fridge - none on CCU. 1x N4 on ward 10. 1x Triomel N9 in fridge with no name on.
Discussed with staff nurse looking after patient today.
Discussed with pharmacy tech covering ward 10 today. 
Datix input.				Clinical Support and Specialist Surgery (CSSS)

		I16955		10/6/25		14:45		10/6/25		Scanned patient with contrast in CT department. He was ok when I finished the scan. Told him to wait outside for 15 minutes to take out the cannula. When I went to retrieve next patient, the previous patient was having difficulty in speaking. A colleague mentioned that this has happened before, and I reviewed the last scanned form. Symptoms were not immediately recognized as indicative of a stroke, which led to delay in calling crash team.		06/10 - CSSS  Governance. Due to the seriousness of this incident, and that the potential outcome for this patient is a temporary loss of function/ increased length of stay in hospital, because of an intervention the Trust undertook, I have recategorized this incident as 'Moderate harm'. 
This triggers the need for an urgent 72 hour review to be completed. This will then be discussed at DPSIG, 9am Monday morning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Iddles,  Sarah		Finally approved		No Harm		Low harm		10/16/25		Called crash team.				Clinical Support and Specialist Surgery (CSSS)

		I16956		10/6/25		15:15		10/6/25		Patient called the trust to let us know., she had received a letter addressed to herself, but the content was for another patient. The patient read out to me the contents of the letter regarding the patient`s details. The other patients` surname is the only evidence of that it was for him as well as the contents that are on CWP. The letter I have attached below is the one that was sent to this patient .		The correct letter has been sent to the patient. She has returned the original incorrect letter and this has been placed in the confidential waste.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		I have asked the patient if she wouldn`t mind sending the letter back to the christie, which she said she will. I have spoken to another member of staff to make them aware what as happened. The secretary I spoke to is covering for the secretary that is on the letter. They said they will send the letter out to the correct patient.		Be careful and double check when copying into a letter from email or CWP.		Network Services

		I16957		10/6/25		12:46		10/6/25		Patient has been self administering the wrong dose of Sotorasib since she last collected her medicaiton. 
Has been taking Sotorasib 960mg (total dose) since 20/10/2023 
This lady has only ever known to take '8 tablets' was usually dispensed 120mg tablets however at her last collection was dispensed 240mg tablets and therefore supposed to be taking only 4 tablets. 
She has continued to take 8 tablets and therefore inadvertently doubled her dose accidentally.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Self administration		Dose or strength - wrong/unclear		Pabial,  Suneil		Finally approved		Low Harm		Low harm		10/8/25		Appropriate medical team informed. Patient contacted and informed. Advised to omit her medication for 1 week. Will attend the Christie today to have her bloods checked.				Network Services

		I16958		10/6/25		14:00		10/6/25		A patient was prescribed citalopram 30mg OD tablets on EPMA chart. However, patient sources identified the patient is taking Venlafaxine OD. Patient confirmed she takes the Venlafaxine capsules and she had her own meds with her. EPMA administration records showed patient took "citalopram 30mg" on 6th October however patient confirmed she took her own meds (Venlafaxine) that morning. Dr incorrectly prescribed Citalopram for Venlafaxine & also overseen by nurse to recorded administration on EPMA		email sent to all registered staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Drug/medicine - wrong		Marley,  Heather		Finally approved		No Harm		No harm		10/30/25		Informed pharmacist and prescriber to remove and amend. To prescribe Venlafaxine instead.		as per similar datix - nursing staff to be alert to the medication that patient is taking to ensure correct medication is prescribed and given		Clinical Support and Specialist Surgery (CSSS)

		I16945		10/6/25		10:15		10/6/25		Patient booked in for radiotherapy at 10:15 on 6/10/25, unfortunately due to an oversight in cardiac physiology booking process this appointment wasn't scheduled. Cardiac physiology had full schedule (Radiotherapy, Surgery and MRI). Cardiac physiology kindly agreed to attend once other patients appointments had been completed.

Apologised to patient, estimated availability of 11:30 passed on the patient, this was revised to 12:00 (at 11:00).

Cardiac physiology attended at 12:05.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Constantine,  Marvin		Incident being managed locally		No Harm						Discussed with cardiac physiology and patient to provide an estimated time for treatment.

Cardiac physiology to look into booking oversight.				Network Services

		I16946		10/6/25		08:45		10/6/25		DTI to spine and Sacral area. Not present on admission. Pt is on the End of Life pathway.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/29/25		Clinical Web Portal Pressure sore risk assessment updated. TVN ref sent. Pump connected to Mattress. Medical Illustration N/A as pt is on the End of Life pathway. Kerra pro applied to spine and Sacral area. DTI does not appear to be the cause of pts pain. Repositioned form Back to Left side. Band 6 Nurse Natasha also agrees that pt has a DTI.		Contacted TVN Matron 29/10/25 (and discussed with Ward Manager AAU previously during investigation). DTI attributed to end of life changes. 


Learning to be fed back to staff: 
Update PURPOSE T when patients condition changes (in this case risk assessment missed at time that patient transitioned to EOL). Although PURPOSE T is updated when DTI is identified. 

Elements of learning in documentation of actions taken in response to risk identified 
Across 3 day admission, staff consistently identified/annotate patients skin as significantly vulnerable but there is no documentation of additional measures taken to mitigate risk (for example increased frequency pressure relief given, pressure relieving cushions utilised, barrier cream applied, kerrapro pressure reducing pads applied etc etc). As above, DTI a result of end of life changes but pressure area care learning can be taken forward from this incident		Clinical Support and Specialist Surgery (CSSS)

		I16947		10/6/25		12:26		10/6/25		Crash call to security. 
Another staff member had noticed patient had gone faint and was not responding.
On arrival staff was recovery position. Staff members appears to be in a lot of pain under L rib. 
Staff member has no cardiac history, does not think she could be pregnant, no recent trauma to ribs. According to her manager has had many episodes like this before. Obs taken and is tachycardic 131.		Workplace adjustments adjusted in line with policies		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Staff		No Harm		Clinical Event		Collapse/faint/fit		Faint		Foden,  Gillian		Finally approved		No Harm		No harm		10/20/25		Taken to OPD dept 1 room for further assessment staff member was able to get up and sit on trolley. She feels that pain has subsided now. ECG completed and SR. Team left and her manager stayed with her for a discussion.				Network Services

		I16948		10/6/25		12:41		10/6/25		TSRT9
Patient set-up without the knee step outlined on the site set-up. Cone beam scan taken and realised knee step not present. B7 called and patient rescanned with knee step in. Pelvis M20 filter used. Additional dose to patient 10mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		B7 called, patient re-set up using correct immobilisation. Repeat scan acquired.				Network Services

		I16949		10/6/25		12:00		10/6/25		tsrt9 level 5 6d md13a cf1d
Patient attended for treatment as per 5# prostate SABR schedule. Change form put in on Friday afternoon saying treatment now for 20# and deferred until Wednesday. Change form stated patient aware of changes and 'Reg confirmed they will inform pt no longer for SABR and give new start date.' Patient not been called and not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		6D Communication of appointments to patient (including requested changes following initial booking)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Apologised to patient for lack of communication. Provided new start date/time and explained treatment was now planned for 20#. Have advised somebody from urology team will call to explain changes as per stated in change form (no updated documentation as to why # changed in patient's clinical notes so unable to provide information). Emailed consultant/registrar to contact pt. Datix completed.				Network Services

		I16950		10/6/25		00:00		10/6/25		TSRT9/ Level 5/ 7C
Patient CNS consultation note in CWP dated 3/10/25-  incorrect patient details and patient identifiable information present (patient 2) in wrong patient (patient 1) notes.		Incorrect patient detailed entered in CWP note. Member of staff informed who then ensured  Note redacted and entered into correct patient notes		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		7C New patient: generation of notes (including their availability as required across the patient pathway)		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/7/25		Email sent to Key worker who made the note- to remove the note from patient 1's notes and add to patient 2's notes and Datix submitted				Network Services

		I17654		10/6/25		08:44		10/29/25		Referral from the treating paediatric oncologist at Royal Manchester Children Hospital back in July to review patient for consideration of radiotherapy. An email to me on 11/08/2025 and followed up on 13/08/2025 by our admin team asking how I would like to proceed. These 2 emails were overlooked by me as I was on leave and did not look back when I returned until the referrer emailed me directly asking about this case.  This brought patient back on track after about 2 months of delay.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Thomas		Incident being managed locally		No Harm		No harm				Discussed on MDT, planned arranged (by medical oncology team). Further discussion happened today (29/10/25) at GMOSS MDT and agreed that I see patient in clinic to discuss pro and cons of radiotherapy. Patient was not seen by me before, so the duty of Candour not yet done.				Network Services

		I17228		10/7/25		02:40		10/15/25		Unit of RBC's collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17284		10/7/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used. Unit was issued to another patient who could have standard platelet.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Issued the unit to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17163		10/7/25		11:30		10/13/25		TSRT9
1x Additional 2d image pair acquired on review of logs post treatment. Logs indicate additional A/P and Lat image acquired. Confidence tone heard online but no image appeared on P2VA.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Reported to operational lead, activity capture updated.				Network Services

		I17206		10/7/25		13:55		10/15/25		Patient received a unit of RBC’s and starting information or no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		discussion held with RN who completed this transfusion, communicated with the team also so same error is not made.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the prescription will not close without this being documented.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		to look over all transfusions checklists when staring and to complete at patients bedside. 
RN doing transfusion should prioritise NEWS recording.		Clinical Support and Specialist Surgery (CSSS)

		I16989		10/7/25		13:25		10/7/25		14.9mls paclitaxel went through at slow rate. Patient pressed heir busser. Face was red and back pain.		Medication given for drug reaction	
Oxygen & Hydrocortisone 100mg, administered under PGD
	
Treatment stopped, attained help from nurses and ACP.
OBS done and recorded, 02 given with good effect.
100mcg of hydrocortisone given
back pain resolved 02 stopped and Sats sable. 
Patient felt a lot better, partner was with her so situation explained.
Paclitaxel discarded of as per policy and carboplatin given as per iQemo
Observations recorded prior to patient going home and NEWS2 score  - 0
Email sent to team and chemo apps to follow up and amend treatment plan		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Treatment stopped, attained help from nurses and ACP. 
OBS done and recorded, 02 given with good effect. 
100mg of hydrocortisone given as PGD
back pain resolved 02 stopped and Sats stable. 
Pt felt a lot better, partner was with them so I explained to them what had happened. 
Pac discarded of as per policy and carbo given as per iQemo 
Email sent to team and chemo apps.				Network Services

		I16986		10/7/25		11:58		10/7/25		TSRT9
Inf isocentre. x4 failed attempts at 2DKV acquisition. No confidence tone on first attempt, for remaining 3 attempts confidence tone heard. Generator interlocks present. 
Approximately 17 minutes downtime due to imaging issues. 
After 4th unsuccessful attempt decision made to use CBCT for initial and confirmation image (x2 additional mechanical). Panel A used as this was successfully used for SUP iso cbct. 
No further issues.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Online input from superintendent radiographer and MCR throughout
MCR attended in room after treatment.				Network Services

		I17000		10/7/25		12:00		10/8/25		Paper lab request form received with incorrect hospital number written on for patient.  Was booked in under the incorrect patient but then modified and sample rejected by lab with comment in synergy as it did not comply with laboratory acceptance policy.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Roberts,  Philip		Finally approved		No Harm		No harm		10/29/25		Staff member  came up to ask if sample could still be used with a correct form.  Informed duty biochemist and sample was processed according to laboratory protocol.				Network Services

		I17022		10/7/25		08:00		10/8/25		Ordercoms number 9374489.  Microbiology urine sample received with incomplete patient demographics. - looks like the printer is out of line and chopping of details.		To follow up actions re ordercoms themes and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Phoned ward and asked them to come and re-label sample as it cannot be sent due to incomplete demographics. Sent to Salford at the end of the day with a delay as the staff didnt relabel it during the morning.		To follow up actions re ordercoms themes and trends		Network Services

		I16991		10/7/25		13:00		10/7/25		Patient attended for Cycle 6 immunotherapy injection. he drove and was escorted into Hospice by Police due to dangerous driving. Patient was unsteady on feet and shoes on wrong feet. Patient did not wish to hand over car keys but was warned by Police that if they attempted to drive they will be arrested.
Patient agreed not to drive and gave verbal consent to have next of kin and medical GP and team to be contacted. patient was oblivious to the severity of the situation.		Patient was encouraged not to drive.
Hospice facilitated communication between police and the patient.
Police have notified DVLA.
Patient was safety netted and have subsequently been admitted to another hospital with pneumonia. 
Wife was called to ensure patient returned home safely and ongoing communication between hospice, treating team and wife.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		No Harm		No harm		10/17/25		Physiological measurement checked. Personal details of Next of Kin, GP details and oncology team  provided to police officers. explained situation to Patient and the importance of not driving.
Oncology consultant emailed and note completed on clinical web portal.		No specific learning but appropriate action was taken to safeguard both the patient and the public.		Network Services

		I17006		10/7/25		16:50		10/8/25		Nurse reported IV taz leaking from Port site while infusing. Aspirated only 2mls of "watery blood" from line prior to infusion and reported didn't feel it was flushing well. Handover given from morning team that Port had been "temperamental"				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Hamilton,  Ann-Marie		Rejected		No Harm						Infusion stopped
Advised to aspirate 5mls blood and flush again to check needle position, Tazocin to be disconnected  as no 3-way tap on line.
Advised new needle will have to be inserted				Network Services

		I16972		10/7/25		09:30		10/7/25		At 8:50 AM, the endoscopy team contacted TCPC to request that the patient be brought down for the procedure, and TCPC agreed. However, upon following up to ascertain the cause of the delay, the endoscopy staff received no response despite multiple attempts to contact TCPC. Ultimately, it took 40 minutes for the patient to be brought down, which resulted in delays for subsequent appointments. This, in turn, caused frustration and dissatisfaction among other patients awaiting their procedures.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Safety,  Patient		Rejected		No Harm						The Endoscopy Manager respectfully spoke with TCPC  Staff to inquire about the cause of the delay. TCPC reported the delay was due to lack of staff and busy with other patients. The Endoscopy team emphasised that the IPU is also experiencing high patient activity and ongoing services. Therefore, TCPC staff need to coordinate directly with the IPU Coordinator and the Endoscopy team, by promptly answer phone calls, or notify if there are any delays on their end.

They were kindly reminded of the importance of answering calls, as the lack of response caused delays for patient procedures. Additionally, TCPC was informed that the Endoscopy Care Pathway documentation remains incomplete and must be accurately completed, including the Entonox checklist. It was also reiterated that this is a mandatory requirement, which has been previously communicated.				External Other Trust

		I16970		10/7/25		09:10		10/7/25		wrong ecg added to patient
Female Patient A  2025215866 has Male Patient B's 202520021 ecg on cwp.		All staff reminded of importance of correct documentation and handling of clinical notes and their place in healthcare- including the diligence required to ensure documents are filed/uploaded correctly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		10/22/25		Incorrect Christie Number for patient A - please resubmit with correct number so we can investigate.

ECG removed from patient record and added to correct record via tech bar				Clinical Support and Specialist Surgery (CSSS)

		I16968		10/7/25		08:00		10/7/25		Low HCA staffing levels today and over last week due to 4 patients requiring enhanced observation, leading to delays to care and increased risk.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Monitoring and Information		Staffing		Staffing Issue		Mcgough,  Sophia		Incident being managed locally		No Harm						Escalated as policy to matrons, safecare updated, moves/swaps looked at for upcoming shifts, messages put on loop to offer bank shifts. 
Moves from BMRU where possible, housekeeper, hostess, students supporting with 1.1s, CE support on ward today. 
Today matron looking for support, currently 1 HCA on the floor leading to delays to care				Clinical Support and Specialist Surgery (CSSS)

		I16983		10/7/25		10:15		10/7/25		I was carrying out my role in the Mortuary department releasing a patient to funeral directors when my foot became trapped in a strap that had previously been added for patient safety reasons on the trolley but is not fixed therefore free to move around. This caused me to fall over directly on my knee on to a hard surface causing bruising and pain.		As above - remove strapping to revert mortuary trolly to manufactures specification.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Bereavement suite						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Hall,  Matthew		Finally approved		No Harm		Low harm		10/24/25		I was helped up off the floor by collegues and rested my knee. This is so far unsuccessful as I am in a tremendous amount of pain and discomfort. I have taken pain killers but am yet undecided if a trip to A & E is required.		All future adaptations to departmental equipment must be approved by Mortuary Manager prior to implantation via department change process. Discussions held with team about reverting previous change to manufactures specification . All staff members reassured of this step.		Clinical Support and Specialist Surgery (CSSS)

		I16984		10/7/25		11:55		10/7/25		I was asked to upload a document onto CWP by a secretary. Upon scanning and uploading the document, I realised that there were several dates present on the document, and that, in the context of the document, I had inputted the wrong date as the clinically relevant one.		The staff member recognised the mistake straight away and rectified it by requesting tech bar remove that and scanned into the correct date.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		I first took note of the time, and then contacted the secretary to confirm which date was the correct one. Upon the secretary replying, and confirming that the date was incorrect, I began the Datix process. Upon completion, I will also submit a redaction request to Tech Bar.				Network Services

		I16976		10/7/25		10:39		10/7/25		Monitor access to CWP request made to clinical trial using wrong DOG number. Monitor accessed CWP and saw list of patients for wrong clinical trial. Monitor clicked on top patient and saw main CWP home page then informed CTC and logged out of CWP.		None needed as inputter error		The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Taylor,  Claire		Finally approved		No Harm		No harm		10/20/25		Monitor logged out of CWP whilst CTC watched. CTC asked monitor not to log back into CWP. CTC informed manager who contacted CTC who made request for access to CWP. CTC who made original request to CWP checked request and realise incorrect study DOG number entered. CTC informed tech bar who asked the CTC to contact research systems to amend CWP monitor access request to correct DOG number. CTC also rang study monitor to apologise and check what monitor accessed on CWP. Monitor confirmed they saw a list of patients on another trial and clicked on the first patient and saw their main home page on CWP.		None needed as inputter error		Research and Innovation

		I16977		10/7/25		10:10		10/7/25		Patient was due endocrine bloods and then treatment. However, was treated before bloods and then too late (10am) for endocrine bloods (needs to be between 8.30-9.30am).
Patient will need rebooking ASAP for early bloods and appointment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		CSW identified timing too late and did not take bloods - correct action				Network Services

		I16978		10/7/25		11:15		10/7/25		During the preparation of immunotherapy medication (Pembrolizumab Lot :Z009879), leakage occurred from the closed- system drug transfer device (Lot: 14295341). The leakage was identified at the valve connection point, which was found to be cracked.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		The preparation process was immediately stopped, and the affected equipment (few drops inside the blue tray) was safely disposed of according to cytotoxic handling procedures. No spillage onto skin or surrounding surfaces was observed.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		Network Services

		I16979		10/7/25		10:00		10/7/25		tsrt9
The patients plan targets are not visible on the plan report screenshot from external beam. Discovered on #2.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11T End of process checks		Lowe,  Matthew		Rejected		No Harm						The plan target for MFO structures were taken from external beam planning.				Network Services

		I16980		10/7/25		11:40		10/7/25		An operation note was received for the patient and uploaded to patient's record but on the incorrect date				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/20/25		Document re-uploaded to the correct date. IT requested to remove original uploaded document from incorrect date.				Network Services

		I16993		10/7/25		09:00		10/7/25		Patient brought into theatre, on prepping the abdomen it was noticed that under a fold patients right side moisture lesion/ crack in skin with some redness and ? fungal infection.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Periwound dermatitis		Madden,  Sarah		Finally approved		No Harm		No harm		10/8/25		Micro biology swab taken and sent to lab, skin prepped  operation continued as per case. post operatively the area was cleaned and skin barrier spray applied , handed over to recovery advised may need medical illustration.				Clinical Support and Specialist Surgery (CSSS)

		I16994		10/7/25		11:30		10/7/25		within rehab session seeing inpatient on palatine ward. patient sat on edge of bed with  AO3 therapists. when moving forward on edge of bed therapist in position behind patient not fully prepared for movement and patient had slow uncontrolled movement forward of trunk - patients head made contact with therapist in front (therapist bent over so contact with therapists back) 
this was a slow light impact which patient reported caused no harm and therapist could not see any sign of injury.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/9/25		checked patient for any signs of injury, checked how patient was feeling. patient felt well and was happy to continue with rehab session.
at end of session handed over this event to Nurse on ward looking after patient and documented event.				Network Services

		I16995		10/7/25		14:00		10/7/25		In the process of sampling blood for culture from a PICC line a nurse (myself) was exposed to blood splash in the eyes. A build up of air in the culture bottle meant application of minimal pressure resulted in the spread of the sampled blood in a fine mist that contaminated myself and the surrounding environment / equipment.		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Spillage		Contained spillage		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean				Clinical Support and Specialist Surgery (CSSS)

		I16996		10/7/25		00:00		10/7/25		Following a pt phone call and feedback from a Gynae CNS at a nearby trust it became apparent that when patients were having OPAs in the Gynae CO Nurse Led 6 wk tel FU clinic there was not clear communication back to their 'home' trust asking for ongoing FU to be arranged.  The concern was that this breakdown in communication between 2 organisations could have led to patients being lost to FU				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Cox,  Margaret		Learning response required		Low Harm		No harm				The clinic was audited from Jan-Sept 2025, a total of 122 consultations.  In 74 cases there was no clear communication back to the referring Gynaecologist.  All trusts concerned were contacted and this found that 13 patients have not had a subsequent FU arranged, for 12 this is now being organised and there appears that there has been no apparent harm to pts (see attached document).  The13th had a delayed FU and in that time has presented with cancer recurrence.
The nurse running the clinic was informed of the issue and from 16/9/25 inserted back into every clinic letter a standard phrase 'Action Needed by referring [Gynaecologist[insert name]/Secretary [DICTATE]] please arrange follow up as per your local policy'.  The team is looking at other improvements to to the letter ie inserting the tel no. for the Gynae CNS from the patient's local trust and stating 'If you do not hear from them in the next 2-3months or have any new concerns related to your cancer please contact your Gynae Nurse Specialist ' so there is an extra safety net.  Also all the Gynae CNS's at other trusts have been given the option of being Cc'd in to the letter.  There has been a subsequent meeting with the nurse concerned who will use this incident for reflection and learning				Network Services

		I17108		10/7/25		15:14		10/10/25		No year recorded for date taken on sample.		To discuss at weekly incident meeting
To introduce scan for safety to minimise incidents		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Name should be properly documented on sample before sending to the lab		Network Services

		I17102		10/7/25		13:00		10/10/25		Patient due EOT muga scan , this was cancelled .Patient made aware but research team not informed . this is therefore out of protocol window.				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				escalated to manager and PI				Network Services

		I17060		10/7/25		10:25		10/9/25		During a pre-op assessment I began to review the "past medical and surgical history" for a patient, which was pre-filled from previous documentation. It Stated MI, T2DM, hypertension, permanent pacemaker, respiratory disease, renal disease. All of these are incorrect and the patient has never had any of these issues or procedures. It correctly stated "triple A" which was accurate for the patient. Discussed with the patient who was a good historian and reviewed GP record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/16/25		I deleted the inaccurate data from history once confirmed with patient and GP record that it was incorrect. Also edited surgical booking form to remove all of these. Discussed with operating surgeon and unit manager. Looked into past notes and only other records with this history on is a note from SACT on 28/5/25, screenshot attached.				Clinical Support and Specialist Surgery (CSSS)

		I17099		10/7/25		00:00		10/10/25		Patient consented for Radiotherapy for pain to hip, return to Unit at Tameside had a fall but did not inform the staff at Tameside until after after they had been seen at the Christie and consented.  Staff at Tameside were then made aware of this and patient had sustained a #NOF.
The Christie were not made aware of this and continued with the plan for planning scan and treat.
By chance Consultant spoke to the team and discovered this patient had had surgery with pins to the hip.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Safety,  Patient		Rejected		No Harm						Consultant  immediately asked for the ambulance to be cancelled and for treatment to be deferred for 2 weeks.  Patient did not disclose this as still wanted to commence treatment.
Incident needs to be raised with Tameside Hospital.				Network Services

		I17076		10/7/25		10:08		10/9/25		TSRT9/ 13F/ Level 3/ SB13i/13AA/ CF1C
Noted prior to #4 when reviewing images.
On #2 (7/10) and #3 (8/10) patient had blankets/ a bair hugger covering them anteriorly.
These materials were in beam path for G355, G330 and G305
Not picked up at systematic or online.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Redfern,  Matthew		Finally approved		No Harm		No harm		10/22/25		Escalated to superintendent radiographer.
Alert added, and comment added to image review document to aid appropriate placement of blankets. 

Discussed with duty physics verbally- Journal note added in retrospect 'Dosimetric review carried out for the impact of patient having a blanket covering the beam path on #3 of treatment on 15th October 2025. Due to being a single fraction of 23# treatment and low density of the blanket. No dosimetric concerns were identified with regards to the overall plan dosimetry.'				Network Services

		I17068		10/7/25		08:30		10/9/25		When raising patient bed accidentally knocked oxygen on the wall causing it to snap in the oxygen vent. Unable to stop Oxygen leak from the wall.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Estates, Matron on call, security and medical physics and fire safety informed immediately for support. 
Patient moved to corridor, was not on oxygen and transferred to another ward until fixed.
Windows opened in the SR and door kept shut where possible. 
Leak slowed down by medical physics and problem identified. Did not need to turn off oxygen supply to the ward and managed to fix the problem by 2pm the same day. Room operational and safe for use 2pm onwards.		Accident, nil lessons learnt.		Clinical Support and Specialist Surgery (CSSS)

		I17037		10/7/25		13:00		10/8/25		Query medication given that was out of date.		Medication sent from RMCH for BMT patient undergoing TBI. Nurse noticed medication out of date when going to administer. Thus further medication ordered from pharmacy, 
Fed back to RMCH that medication is out of date		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/21/25		Medical team informed.				Network Services

		I17040		10/7/25		19:30		10/8/25		19:00 HCA alerted to RN in bay - Alison short of breath, panicking and trying to get out of bed
Platelet transfusion had finished
Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD
Obs settled, breathing returned ot normal rate
Weaned off oxygen as now Scale 2 as of today
Alison feeling much better, medic reviewed on ward
Platelet bag saved to go back to lab, esc to medic to sign transfusion reaction forms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Medical Oncology / Head and Neck (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		Low Harm		No harm		10/10/25		Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD				Clinical Support and Specialist Surgery (CSSS)

		I17671		10/7/25		14:00		10/30/25		On cycle 1 Carboplatin and Etoposide, she had IV Carboplatin and Etoposide on Day 1 and oral Etoposide Day 2 and Day 3. 

On cycle 2 onwards, Etoposide prescribed oral for Day 1, 2 and 3. 
Patient not verbally informed about this when supplied with TTO's and did not take day 1 oral Etoposide. Instructions on box of Etoposide did state to take on Day 1, 2 and 3 but she did not realise this. 

This also happened again on cycle 3 29/10/2025.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Escalated by patient 30/10/25. Clarified with parent oncology team that she can take Etoposide Day 2, 3 and 4.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		Network Services

		I17207		10/8/25		16:23		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meetin		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17299		10/8/25		00:12		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP  post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17283		10/8/25		10:00		10/16/25		Two units of HLA-matched platelets were ordered for this patient, but only one was used. The 2nd unit was used for another patient who needed a standard platelet.

Donation number: G095625367428Y				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17482		10/8/25		10:00		10/23/25		Trial travel reimbursements submitted with wrong patient details
Payments gone to diseased patients account ( previous trial patient)				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				The Christie NHS Foundation Trust / Research Delivery Team / Head and Neck Research Team		Incident affecting the organisation		No Harm		Non-clinical incident		Finance incident		Loss of cash or cheque		McCaul,  Damian		Finally approved		No Harm		No harm		10/29/25		Informed line Manager of error 
Ensured new blank form added to files - so others not repeat mistake
Informed Team - check all patients details				Research and Innovation

		I17501		10/8/25		14:49		10/23/25		tsrt/level 3/
4d lung noted after started scan that pitch had not been amended was set at default pitch				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hannelly,  Lisa		Incident being managed locally		No Harm						Staff paused scan and called b7 who advised that they should terminate scan and start again with correct pitch 
dlp from first scan was 14.8mgy 
This was first occurrence of additional exposure due to protocol failure				Network Services

		I17041		10/8/25		19:35		10/8/25		Test injection was performed and patient felt okay. However when during the contrast injection contrast was not seen at on the image and scan was stopped. Local swelling was observed in keeping extravasation. This happened at PR2 Pat-seed CT.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		Low harm		10/14/25		Contrast injection and monitoring scan was stopped. Explanation  was given to patient on what has happened.
Cannula was disconnected from injector and attempt was made to aspirate with 10ml syringe. Cannula was then removed and the area marked with skin pen. Cold pack was applied and arm elevated.
Consent was obtained and consent form completed with the patient and photograph taken.
Extravasation leaflet was given to the patient and follow up plan was discussed.				Clinical Support and Specialist Surgery (CSSS)

		I17039		10/8/25		19:30		10/8/25		Pt attended AACU post pharmacy closing hours
Needed 10 days Dalteparin 15000 from emergency drug cupboard however no stock available
On call pharmacy states likely 1 hr before a script can be dispensed as she is not on site.		forms must be completed by staff out of hours to ensure stock is replenished and available for ongoing use by other colleagues when needed. This needs to be disseminated across the trust to all teams that make use of the Emergency cupboard stock outside of pharmacy opening hours		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Watt,  Loretta		Finally approved		No Harm		No harm		10/9/25		Stat dose given
Husband will collect remaining script tomorrow		Clinical staff taking items from the Emergency cupboard should ensure a sheet is completed to ensure stock is replenished by the pharmacy team		Clinical Support and Specialist Surgery (CSSS)

		I17032		10/8/25		13:00		10/8/25		Helen attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On observation she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script. 
Email sent.		Patient attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On looking she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart. NEWS" score - 3 at 13.00 then at 13.40 NEWS" score was 0.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script.
Email sent to team and schedulers.

DR requested - Has had reactions to Carbo/Paclitaxel
Requested clinic FU on 21/10/25 to discuss alternatives
Please book chemotherapy chair on 29/10/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Reaction protocol followed.
Observations taken, see news 2 chart.
Monitored patient before restarting treatment.		Reaction guidelines followed and patient safety considered throughout.		Network Services

		I17033		10/8/25		10:44		10/8/25		Patient had procedure for TAH, BSO, Omentectomy and Appendicectomy - Anaesthetist requested for the surgeons to have Rectus sheath catheters for this patient at the WHO brief. Both rectus sheath introducers were inserted followed by inserting the catheters, upon pulling back the white plastic - the right side plastic snapped leaving 5cms of the plastic inside the patient and the surgeons had to create a bigger excision and forceps to remove the foreign object.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						Completely removed the rectus sheath catheter from the right side only. Packaging kept and images taken of the medical equipment to be reviewed. Surgeons refuse to use the catheters for their next case.				Clinical Support and Specialist Surgery (CSSS)

		I17034		10/8/25		14:00		10/8/25		Patient attended for #2 SABR, set up immobilisation used as per site setup. Rad noticed that there had been a large post verification vert shift on #1 (+2.2). When checking the plan PDF Rad noticed that there appeared to be a large civco that was not noted on the site setup. This was identified during patient setup in the treatment room and escalated to B7 before XVI acquired.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		Low Harm		No harm		10/10/25		B7 informed who agreed it appeared there should be a large civico (checking plan PDF & XVI rtp image). B7 called CT scanner at satellite centre in which patient had their planning CT scan who confirmed large civco used. Patient re-set up using large civco and proceeded to treatment as per protocol. Site setup amended by rad to include correct immobilisation device.				Network Services

		I17035		10/8/25		14:15		10/8/25		Patient complained of itchy hot palms after 155mls of carboplatin. Palms looked red on examination		Team reviewed on 9/10/25 - Pls book in for 28/10/25 Morrison Tuesday afternoon clinic for review pls due to carboplatin reaction for C4

SA carbo AU5 desensitisation script prescribed. pharmacist has kindly screened through 

Chemo appt will appoint date on 28/10/25 before her next cycle on 29/10 given reaction. 

I have asked to post out the desensitisation meds to take on 26/10

Phoned Lynn to discuss about above, she is happy and aware to start taking meds on 26/10 in preparation of chemo		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/10/25		Infusion stopped, obs done. Reaction meds administered. Symptoms soon settled. Protocol states not to rechallenge same day, refer to team. Obs rechecked and sent home.		reaction guideline were followed
patient had follow up and treatment plan changed and patient informed before next cycle.		Network Services

		I17036		10/8/25		16:35		10/8/25		Patient  states back pain. Infusion stopped .Patient flushed. Patient reports SOB. Patient attended to by staff. Observations taken, ACP  called to scene. Patient states feeling sick, sick bowl offered. ACP prescribed Metoclopromide, which was administered. Observations taken . Patient states wanting to open bowels.  Patient taken to toilet. Paracetamol prescribed and administered. Observations taken. ECG done.		Medication given for drug reaction	Hydrocortisone 200mg, administered under PGD
Other, Metoclopromide, paracetamol
Actions and result of actions taken	- Patient administered medications above under PGD. Observations taken and patient monitored. ECG done and cleared by medonc. Patient reviewed by ACP on site. Paclitaxel not re-challenged. Carboplatin administered.
Team emailed to chase up. 

Paul recovered from reaction and obs stable.
Carboplatin administered as prx.
Paul well on completion aware to call hotline if required or seek emergency advice if necessary.

Doctor review as follows;

SpR A.Elwasila/ UGI clin onc

G2 reaction with C2 concurrent paclitaxel (not rechallenged but given carbo)

TC to pharmacists on 8535 - no guidance for UGI hypersensitivity with paclitaxel, also nab-paclitaxel not approved for UGI. We looked at breast protocol which states: IV dex., famotidine, chlorphenamine and slow rate paclitaxel which patient has already been having with script

Pharmacist will kindly get back to me given complexity here

UGI pharmacist kindly called back and we have made amendments as per UGI paclitaxel protocol: Dex. IV 1hr pre Rx, chlorphenamine, famotidine and slow rate paclitaxel

Pt. will need to take famotidine day before chemo (when he attends tbs)		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Infusion stopped, Hydocortisone 200mg administered under PDG, Observations taken, ACP attended. Metoclopromide administered. Patient reports feeling slightly better. Paracetamol prescribed and administered. ECG done and reveiwed by med onc. Paclitaxel not to be re-challenged.		Extra information needed - for example treatment infusion stopped - what volume went through.		Network Services

		I17028		10/8/25		14:41		10/8/25		Wrong appt booked				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25						Network Services

		I17029		10/8/25		14:47		10/8/25		wrong appt booked		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.  In-between this an email was sent to the secretary to book see below


MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.

MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please				Network Services

		I17030		10/8/25		15:20		10/8/25		Pt reported feeling hot & flushed and nauseous. Gave pt sick bowl where she then vomited. Symptoms occurred towards the end of Carboplatin infusion.		Observations taken and were stable. Patient safely discharged after doctor on the unit prescribed IV metoclopramide and sickness settled.

Team and chemo appts emailed - to ask if patient needs slower rate infusion or stronger anti-emetics pre-treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Chemotherapy had been infused at time of reaction. Sick bowl provided. 100mg Hydrocortisone given under PGD, IV metoclopramide prescribed given. Observations monitored throughout. Symptoms started to settle after anti-emetics given. Observations re-checked after 30 mins, Pt feeling well in herself to go home. Pt safely left unit, safety netted with hotline. Has oral metoclopramide at home,. advised to take this if feeling sick later.		Importance of clear documentation and ensuring patient is followed up post reaction.		Network Services

		I17065		10/8/25		10:00		10/9/25		6cm IUT found broken upon opening a sterile medium venezia (2) set. not used inside the patient, replaced with a 6IUT from a different set
(01)08717213054851(10)1000251079 (240)126129-01				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of clinical use , not used in the patient				Network Services

		I17097		10/8/25		00:00		10/10/25		TSRT9.
CMA moves input incorrectly, S/I move input as + instead of -.
Noticed at time of moves during set up in the room as moved in wrong direction.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 called and CMA moves amended and checked.
Pt reset up and treated correctly.
Discussion with prep room staff regarding the need for vigilance when inputting CMA moves.				Network Services

		I17105		10/8/25		09:54		10/10/25		Surname incorrect on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17106		10/8/25		08:32		10/10/25		Forename and Surname spelt incorrectly on transfusion sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Rejected		No Harm						Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17107		10/8/25		00:00		10/10/25		Sample tube expired.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I17136		10/8/25		11:40		10/13/25		Thiamine test rejected from lab due to not being protected from light. 2nd time this has occurred for this patient (Same issue 10th Sep). Also has happened with another patient on same trial (24th Sep)		All staff emailed and reminded to protect Thiamine sample from light when send to labs		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Will inform PI & plan to recheck result at next visit.		IMP - Thiamine samples to be protected from light		Network Services

		I16997		10/8/25		04:00		10/8/25		VTE assessment on admission 27/9/25 - Awaiting senior review for decision on prophylaxis

prophylaxis anticoagulation has never been prescribed for patient, no repeat VTE assessment 
patient is mobile but not frequent				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Finally approved		No Harm		No harm		10/28/25		handover to staff on multiple occasions to chase medical team regarding VTE assessment/ prophylactic anticoagulation. 
also written in nursing notes on multiple occasions 

27/10 -  CSSS Governance; My deepest apologies. This incident has only just appeared on my DCIQ after some settings were changed by DCIQ IT support. Relates to a Med-Onc Lower GI (Colon) patient on Ward 4 submitted 08/10.				Network Services

		I16998		10/8/25		02:00		10/8/25		unable to cycle count second drawer of omnicell for CD check 
this has been an issues for a long time				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting the organisation		No Harm		Medication incident		Storage		Other		Langstaff,  Alexandra		Incident being managed locally		No Harm						escalated to matron				Clinical Support and Specialist Surgery (CSSS)

		I16999		10/8/25		09:00		10/8/25		Patients chest drain was inserted 07/10  evening  and drained 700mls but the x-ray suggests there may be more fluid.

Sporadic drainage on the ward as  only opened 4 hours later and then left on free drainage which is against the chest drain protocol. Not much drained overnight.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Rejected		No Harm						We advised the nurse on the ward to flush the drain and see what else can be drained as there was some sediment in the tube.

The nurse will send an Alertive the chest drain team after this, and then the patient should go for a chest xray if drainage appears to stop.				Clinical Support and Specialist Surgery (CSSS)

		I17023		10/8/25		10:00		10/8/25		Patient dispensed GCSF injections by pharmacy as part of mobilisation treatment for stem cell harvest. Dispensed in split dose 300mcg & 480mcg dose to be administered once daily, total dose 780mcg. Patient only administered X1 300mcg GCSF daily.  Low CD34 count reported potentially due to error.		To reallocate incident to outpatient pharmacy		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Verbal patient directions - wrong/omitted		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with senior team. 
Additional GCSF administered to ensure correct dose given today. 
For Plerixafor this evening.				Network Services

		I17024		10/8/25		10:20		10/8/25		TSRT9/level 5/ 13AA/ SB13AA/ MoD 13AA/ CF1c
GA patient #3. Additional imaging task was not added follow a repeat GEC #2 for resetup.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		The additional imaging questionnaire was updated by B7 upon realising additional image task was not added.				Network Services

		I17026		10/8/25		13:55		10/8/25		TSRT9 13CC SB3i 13CC CF3a
Scan started using Pelvis M20 CC. Error message popped up partway through scan saying
'Unable to create target file to app MOSAIQ'. Scan interrupted as was still acquiring image. Engineers and B7 called. Patient taken off the bed as Mosaiq needed to be restarted and test scan needed to conducted. 152 frames/650 frames delivered. Approximately 2.4mGy additional dose delivered to the patient.		Following error popped up on MOSAIQ window during XVI scan "unable to create target file c:\MOSAIQ APP\vmi_icom.dll" SHARE.EXE was not loaded, or a shared region was locked", so rads interrupted scan and called RTSG .152/650 frames delivered.
Clicked ok but the error kept popping up, so the patient was removed from the bed. Tried restarting MOSAIQ and CCP pc, error disappeared, did test scan and gave the machine back to rads bu the error returned.
Then Cao did multiple attempts to re-establish the connection between MOSAIQ and LINAC by restarting CCP PC and eventually rebooting lilac but no luck. Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/13/25		Scan interrupted when error message appeared. Engineers and B7 called. Patient taken off the bed and moved to another suite to complete their treatment.
Engineers conducted test scan which was ok. However next patient loaded up and error message reappeared. Next few patients moved off the suite so engineers could investigate further		Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		Network Services

		I17001		10/8/25		09:30		10/8/25		Internal referral was delayed over 1 month		- Delay was queried.
- Referral processed as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added to triage and reported to Datix		- This issue should of been raised by the secretary who typed the letter.		Network Services

		I17002		10/8/25		08:50		10/8/25		Medication error Oxycodone 10mg MR given when oxycodone 10mg SR prescribed		- Will request that this learning is discussed during medication study day
- Learning given to AAU/AACU vi email, handover and verbal to highlight potential mistakes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Cunningham,  Melanie		Finally approved		No Harm		No harm		10/17/25		Observations taken NEWS -1 due to Heart rate 100
Patient informed - apology given 
Medical team informed 
Nurse in charge informed		- Need to clarify medications with patients before administering.
- Check the information on EPMA		Clinical Support and Specialist Surgery (CSSS)

		I17003		10/8/25		10:12		10/8/25		Invoice proposal sent to CRA for wrong study in error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/10/25		Have attempted to recall the message and sent a follow up e-mail requesting that the CRA ignore and delete the email				Research and Innovation

		I17010		10/8/25		11:25		10/8/25		While checking IV Cutdown set from the radiology department, my colleague noticed a suture packet on set, when he went to remove he noticed that there was a suture in the packet. Photographic evidence taken, suture and packet disposed off safely in a sharps bin				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / TSSU				Incident affecting Staff		No Harm		Equipment incident		Medical		User error		Ross,  Emma		Finally approved		No Harm		No harm		10/8/25		Photographic evidence taken, suture and packet disposed off safely in a sharps bin				Clinical Support and Specialist Surgery (CSSS)

		I17011		10/8/25		11:50		10/8/25		started off with back pain after 13 minutes of the second rate (76), back pain which then started chest tightness. This is how the first reaction started however patient informed us sooner this time so the reaction wasn't as advanced this time. treatment stopped, 100mg hydrocortisone given at 11:50. observations taken and consultant informed.		Correct procedure followed and after discussion with consultant treatment re started. A pla has been agreed for following cycles due to limited treatment options.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/13/25		treatment stopped hydrocortisone 100mg given consultant informed				Network Services

		I17012		10/8/25		11:04		10/8/25		Pt had RTP & transport booked for 8/10 at 2.45. We were informed by Health records at 11.04 on 8/10 that a F2F interpreter could not be sourced. A tel interpreter was not appropriate due to the type of appointment and the pt has dysphasia and can't talk on the phone to an interpreter.		at least 5 days notice is required to book an interpreter with our out side providers		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Interpreter service				Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Goodall,  Robert		Finally approved		No Harm		No harm		10/20/25		Transport cancelled and pt's niece contacted to advise not to get in transport if it turns up as we have had to cancel the appt due to no interpreter. Rebooked for next avail 15/10		at least 5 days notice is required to book an interpreter with our out side providers		Network Services

		I17013		10/8/25		10:00		10/8/25		TSRT9
Paediatric patient had CBCT image verification 1# early (on #7 when should've been #8)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 made aware, offline review done, patient only 10# and so imaging went complete. No harm as no additional image needed over course of treatment.				Network Services

		I17014		10/8/25		12:45		10/8/25		I was provided with an incorrect hospital number by a member of the clinical team to send a message on CWP.  I sent a message to the wrong patient.  Is it possible to remove this message from the patient's records?				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Scott,  Andrea		Finally approved		No Harm		No harm		10/8/25		Message sent on correct patient records and IT contacted to ask for a redaction of clinical message				Clinical Support and Specialist Surgery (CSSS)

		I17673		10/8/25		08:30		10/30/25		INCIDENT REPORTED BY TCPC :Patient has bloods taken at home externally the day before treatment. Treatment is an on hold drug and requires bloods to be back before Baxters make the drug. Bloods taken on 07/10/2025 but not showing on CWP. NIC thought bloods were delayed in arriving to lab as had spoke to patient that day and confirmed bloods had been taken. Due to delay patient's appointment had to be moved from 08:30 to 12:30 as treatment would not be on site until then.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						8/10/2025 NIC checked again in the morning and bloods still not showing. Went down to labs and they confirmed bloods had been delivered approx 12:00 on 0/10/2025 and analysed and results on the system. Results printed for nurse and treatment then taken off hold. Delay in treatment arriving due to this error and did not arrive until approx 13:00. Delay also in chair being available due to capacity on unit and apologies also given for this.				Christie Pathology Partnership

		I17611		10/8/25		12:55		10/28/25		Tick box missing off consent form				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		10/28/25		Consent form completed, datix, redaction requested				Network Services

		I17511		10/9/25		16:00		10/24/25		I received a call from the BCN in clinic to say they were on a new patient's file who they were seeing that day and it had an outpatient history for a different patient on it. There were also errors on the outpatient history for the patient it actually related to.		Error identified and correct process followed to rectify and redact information.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Research and Innovation First floor -administration office				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		10/30/25		I amended the errors and added to the correct patients files. I have reported an error and asked for it to be removed from the wrong patients file				Network Services

		I17306		10/9/25		08:00		10/17/25		Ordercoms number 9377301 Requested by Cindrella Chikombe :  Virology sample sent in biochem bag.  (Please note that Virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem & haem samples are sent in the clear bag and processed here.  This sample was delayed getting to MRI as it had been put in the clear bag and put in the biochemistry pile.)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				External Other Trust

		I17307		10/9/25		12:00		10/17/25		Ordercoms number 9378161 Requested by Meena Afzal Lakha : Virology sample sent in microbiology bag.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could have ended up in Salford as it had been put in the wrong bag. Consequence -  sample not processed and no results on CWP.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay as it was in the wrong pile due to being in the wrong bag.

		I17387		10/9/25		09:00		10/21/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare team.
Pharmacy Homecare team have looked at CWP to establish if patients medication has been re-dispensed.  In this case the medication was re-dispensed.				Network Services

		I17389		10/9/25		09:00		10/21/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed where applicable
Pharmacy Homecare Team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.  
Record of datix number added to return log
Email sent to team and reply sent to say patient will collect in future.				Network Services

		I17421		10/9/25		14:50		10/22/25		My colleague received a phone call from a patient to say they had received another patients letter attached to their own letter. She took down the details of both the patients involved.		staff was contacted and he confirmed he would shred the incorrect letter 
Letter re-printed and sent in the post to correct patient 
Patient whose letter was sent in error contacted and explanation provided and apology for the breach		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/24/25		Patient disposed of the wrong letter in confidential waste and a new letter was sent out to the patient who had not received a letter.		Staff members reminded of the need to ensure that letters are not stapled in error 
Reminded of patient confidentiality		Network Services

		I17208		10/9/25		11:21		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17185		10/9/25		00:00		10/14/25		An email was erroneously sent to a recipient in another Trust - The email contained internal and external communications about a business continuity incident involving the temporary closure of the Aseptic unit and action being taken to manage this ( organisational  sensitive information)
No patient PID 
Staff Trust email addresses included.		Distribution list corrected. Email recipient confirmed deletion of the email.		The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		1.Distribution list updated- internal personnel advised of the error in distribution and not to use.  2. New list created. advised used RBV not the global address list 
3. Information Governance team advised  to confirm local contact or central contact  -local advised 
4. Recipient contacted with request to :
"not to open, share forward or save the email or its contents; to delete the email immediately (along with any attachments it may have included), remove it from their trash or deleted items folder as well and ask for a confirmation that these have been done" Individual on annual leave until 20th October. To FU post this.

05/11/25 AS QT- email sent in error was confirmed to be deleted by the external recipient. No further action to follow.		Distribution lists require review prior to cascade emails being sent		Research and Innovation

		I17142		10/9/25		12:11		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive at 12:20.		sample should be properly labelled before sending to the lab		Network Services

		I17145		10/9/25		18:33		10/13/25		E.coli in peripheral and cvc Blood cultures 9/10/25. Inpatient since 9/9/25 ward 12.  Patient deceased 10/10/25.		Reminded staff to label each blood culture bottle accurately		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS. 72 hour review requested. Medical team aware.		Ensure labelling all blood culture bottles with accurate location of site		Clinical Support and Specialist Surgery (CSSS)

		I17146		10/9/25		16:00		10/13/25		A patient on the Costi-MM study (24_DOG06_344) was admitted as in inpatient for a SAE on 03/10/2025. The admission was documented on CWP by the PI; however, the lead CTC was not informed of the hospitalisation. The lead CTC reviewed the patient's records on CWP on 09/10/2025 and came across the discharge summary sheet for this admission. The reporting timeline for SAEs is 24hrs from when the team is made aware of the admission, however this was not reported until 6days after admission by the PI.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Garcialopez,  Tamara		Incident being managed locally		No Harm						The lead CTC communicated with a nurse working on the study to confirm the SAE. The lead CTC then notified their manager of the incident. This was then raised in the Management Meeting. Following the Management Meeting, the Senior Research Nurse and PI supported the CTC in completing all the required information to report the SAE to the clinical trial sponsor.				Network Services

		I17147		10/9/25		12:50		10/13/25		The haemofilter stated that the effluent bag needed changing. Therefore the nurse changed the effluent bag. Whilst doing this a sign came up that said there was an effluent bag weight change and the red alarm started to sound. The page then froze and we could not press continue or silence the alarm. It would not let us press any button.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Equipment incident		Medical		Failure of device/equipment		Harris,  Andy		Rejected		Low Harm						I tried to press the green on button but nothing happened. It was then decided to detach the patient's red access line, attach it to a bag of N/Saline and return the patient's blood using the crank. This was being done by myself and a band 5 staff nurse. 
Unfortunately I had forgotten to remove the return line from the clamp and so we when we were trying to manually return the blood with the crank the blood would not return, which I understand is my mistake. Therefore we detached the return line without returning the blood to the patient as around 10minutes had passed by then and therefore thought this was the best course of action. We removed the PrisMax from the room. A senior sister pressed and held the green start button which restarted the machine. The screen said 'System Reset Occurred' and would then give instructions on how to return the patient's blood using the handcrank. 
I then rang the vantive helpline and they offered for vantive to come and look at the machine to see what went wrong and when they can do so it doesn't freeze again. Ref No. 293599
Patient was put back on a different Pris Max haemofilter.				Clinical Support and Specialist Surgery (CSSS)

		I17148		10/9/25		11:00		10/13/25		Docetaxel infusion reaction started 5 minutes into infusion. Janice complained of feeling warm in her face and had back pain. Patient managed successfully following drug reaction protocol.				The Christie NHS Foundation Trust / Network Services / Satellite Sites						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Infusion stopped. Observations checked and satisfactory. 10mg chlorphenamine IV given and 100mg hydrocortisone as per protocol. Symptoms settled down within 30 minutes. Infusion re-started as per slow rate/hypersensitivity protocol. Remainder of treatment given with no issues.				Network Services

		I17152		10/9/25		17:13		10/13/25		C.diff PCR positive, toxin positive 09/10/25. Previous positive 24/8/25. Recent discharge from ward 12 (5/9/25) within the past 84 days.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Cdiff		COIA (community onset – indeterminate association)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS, medical team aware. 72 hour review requested.		severity not documented by medical team		Clinical Support and Specialist Surgery (CSSS)

		I17285		10/9/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient who could have standard platelet.				Network Services

		I17137		10/9/25		13:05		10/13/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		New signed form requested via Alertive at 14:11.				Clinical Support and Specialist Surgery (CSSS)

		I17139		10/9/25		10:14		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via phone		sample should be properly labelled before sending to the lab		Network Services

		I17112		10/9/25		14:00		10/10/25		Patient had medicine prescribed and the weight had been documented in the height and vice versa

Reallocated from ORTC as error was made at initial prescribing				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Joanne		Finally approved		No Harm		No harm		10/28/25		did not give treatment 
Rang pharmacy and informed of error
Informed patient, apologised and sent patient home to have newly prescribed medication today

13/10/25 - Re allocated from ORTC as error was made at initial prescribing.		Picked up immediately by pharmacy screen and clinician informed and prescribed correct treatment using correct weight and height		Network Services

		I17103		10/9/25		14:20		10/10/25		Pt initially due for Chemotherapy at 9 am. Pt called Christies inform us that she will be late as the transport that was booked come to her house but left.

Pt states the transport desk at Christies would arrange another transport for 10am but it did not turn up.

Tried to call Chrsite again to tell them what happened but could not get through. Pt is at home and states she will not be coming. no capacity to treat her this week.		Will escalate to NWAS team in the next meeting to investigate and take action with the taxi provider provided on the day for the patient		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/14/25		Informed Pt unable to reschedule treatment later in the week. Treatment deferred 1 week and team informed that pt did not have treatment as scheduled. Advised by team to Datix for transport issues		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17069		10/9/25		14:00		10/9/25		Patient attended for C5 day 1 of treatment today, while having Paclitaxel, had reaction after 22.3ml has been infused, Patient complained tightening of the chest.		Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken - 	Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med.
10ml of saline posiflush given as a bolus
Observations done and recorded news score 0
ANP Jenny Booth reviewed patient and 30mins later TX re-started at a reduced rate as per hypersensitivity protocol and patient reacted again she feels the tightening of the chest and mild nausea, she took metoclopramide from her take home meds.
another 100mg of hydrocortisone given and TX stopped and taken down.

patient booked through clinic as will need change of treatment. Secretary has sent out nab-paclitaxel consent form to patient.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med
10ml of Saline posiflush given
Observation done and recorded
ANP Jenny Booth reviewed patient
Patient feels better after that & 30mins later, treatment re-started as per hypersensitivity protocol and patient reacted again, she feels nausea with chest tightening. 100mg hydrocortisone given , TX stopped
Patient will go back to team for review and Treatment changed		Treatment stopped due to chest tightness - ACP reviewed but no ECG requested or completed. Will discuss with ACP whether an ECG was clinically indicated.		Network Services

		I17077		10/9/25		18:26		10/9/25		TSRT9 13CC SB3i MD13CC CF3a
kV drop occurred on attempted image acquisition on two separate patients on the same machine (Macc 1). No images were taken and no dose delivered prior to either kV drop.		Unknow error, rads reported there was a beeping coming from the bunker after they pressed KV enable, asked for the patient to be taken off the bed, copied logs and checked generator logs E06, E139 & E009 had occurred test scans passed (CW & CC) returned to clinical use, checking the manuals indicates that the tube is coming towards its end of service life.

Rads, called back saying it had done the same thing on the next patient, same errors present, patient moved to Macc 2. 

Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks. .		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/13/25		Engineers alerted. Test scans performed after first kV drop - kV acquisition working, given the go ahead to acquire 3D image again.  kV drop occurred again on a second patient. Engineers alerted again - kV acquisition capability removed from use on the affected machine as a kV tube replacement is required.		Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks.		Network Services

		I17078		10/9/25		18:30		10/9/25		Bloods sent as urgent for patient- FBC, co-ag, christie profile, magnesium and crp at 17:40.  These were podded to the lab immediately.
At 18:25 we phoned the lab as the FBC result was available however the biochem was not even pending.  We were told that they had not received that sample despite it being sent in the same bag as the FBC.  We explained that it had definitely been sent, however were told it had not reached the lab and we would have to re-bleed her.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Edgington,  James		Finally approved		No Harm		No harm		10/28/25		The lab phoned back as we were attending the patient to re-bleed her to say the sample had been found.  I am unsure where the sample had been in this time				Christie Pathology Partnership

		I17079		10/9/25		10:00		10/9/25		suspected cat one to right big toe - identified 
? friction / pressure from end of bed frame		Information added to ward huddle regarding patients need for 2 hourly repositioning due to pressure ulcer risk and current DTI
Ward staff educated on the indications for when to update PurposeT pressure ulcer risk assessment and care plans
TVN link nurses and Ward 10 CPE to facilitate ward teaching and update TVN education board to promote good practice in pressure area care.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Dale,  Emma		Finally approved		No Harm		Low harm		10/13/25		identified 
escalated to nurse incharge 
photograph completed 
dressing applied 
to support with repositioning / pressure relieving 

TVN comment-DTI resolved on the 17/10/2025		PurposeT pressure ulcer risk assessment to be updated when clinically indicated, in the event of a patients mobility deteriorating, PurposeT risk assessment should be updated to reflect the increased risk of the development of pressure ulcers. 
Patient should be repositioned 2 hourly due to pressure ulcer risk, pressure areas should be assessed at each repositioning.
Patients feet should not be touching end of bed frame, they should be repositioned to not slide down the bed or a bed extension/additional mattress block to be used. 
Mattress pump to be used to aid pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I17080		10/9/25		22:45		10/9/25		Patient admitted to the ward and initial skin check completed. Healing MASD found to both sides of buttocks. Patient and partner aware of this, have been caring for it at home with barrier cream.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		All of skin is vulnerable so mattress pump attached to air mattress. Barrier ointment provided. For regular skin checks as has diarrhoea and is vulnerable. For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I17071		10/9/25		09:00		10/9/25		oxycodone long acting given in error when oxycodone instant release capsules prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		escalated, doctor informed, patient reviewed - not symptomatic. supportive care referral sent. pharmacist aware - prescription reviewed				Clinical Support and Specialist Surgery (CSSS)

		I17072		10/9/25		13:30		10/9/25		TSRT9 / EL3 / 13Z / CF1a CF1c / MoD 13I / SB 13HH
Touch guard engaged on treatment head by couch bar during kV image acquisition causing kV panel drop.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Engineers contacted, bar moved.
Additional image authorised by superintendent.
Additional dose of ~1.5mGy. Not reportable.

Radiographers reminded to perform full clearance check.
Note added to treatment beams to ensure clearance checked daily.				Network Services

		I17073		10/9/25		14:30		10/9/25		Pharmacy tech noticed that probenecid was in drawer. Patient then mentioned to myself that she doesn't believe she had her doses post cidofovir on Tuesday.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Finally approved		No Harm		No harm		10/20/25		Checked Iqemo and probenecid not signed for. Discussed with haem reg and pharmacist and as renal function stable there is no benefit to having probenecid now. plan to monitor kidney function and electrolytes and replace as required. Dip urine which was +protein- pharmacist aware. Patient fully aware of plan to monitor and to look into why drug was not given		Discussed with JB. No medications handed over as being needed. Reiterated to her the importance of checking iqemo for every patient regardless of what has been handed over.		Network Services

		I17074		10/9/25		14:00		10/9/25		Leakage noticed from the filter on the A line during a 30-minute flush.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Flush was stopped immediately and the PFS in the unit was informed. As the incident occurred mid-flush and the packaging had already been discarded while hanging the line, the lot number could not be checked. The line was discarded.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		Network Services

		I17075		10/9/25		16:50		10/9/25		I read the vetting of the ct scan of this patient as a thorax abdomen and pelvis instead of thorax and abdomen. Therefore the pelvis was scanned unnecessarily.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		Manager informed, datix and radiation incident form completed.				Clinical Support and Specialist Surgery (CSSS)

		I17066		10/9/25		10:00		10/9/25		ovoid 1 found broken upon opening sterile small set 4. Not used inside the patient, replaced with a ovoid 1 from spare small 6.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of use. spare small 6 ovoid 1 taken to make small set 4 whole.				Network Services

		I17062		10/9/25		09:30		10/9/25		TCC Patient partner insisted on coming down to department with patient for drain removal procedure. Against policy for relatives to come to IPU with patients for procedure.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Safety,  Patient		Rejected		No Harm						Porter insisted partner not come down with patient, but ignored.				External Other Trust

		I17063		10/9/25		12:45		10/9/25		531mls of oxaliplatin had gone through, Patient pressed her busser alerting that they cannot breath and  throat feels weird. struggling to breath.		See above		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped obs done, heat pack given and a warm drink. 
obs okay explained everything to the pt and the relative. 
Symptoms did not resolves so gave 100mcg of hydrocortisone to good effect. 
ACP came to review who advised not to give the rest of treatment due to duration of time it took for them to recover. 
Treatment discarded of as per policy
Pt happy with this. 
Email sent to team and chemo apps to change oxli to be given over 4 hours instead of 2hours for future appts		Observations taken only once - NEWS-2 score - 2 and observations not repeated before discharge. Plan to discuss with nurse.		Network Services

		I17064		10/9/25		12:50		10/9/25		TSRT9
Patients arm triggered OMRON mid CBCT.
The image acquisition was not able to be resumed with MCR guidance.
Multiple attempts to resume and reconstruct under the advice of MCR and B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/20/25		Patient reassured and maintained informed.
Eventually the imaging systems had to be rebooted and complete re-image, authorised by B7

*There wasn't a note on the imaging document to state a clearance check was required prior to CBCT acquisition. It is felt for this particular # the patients arms were in a slightly different position (extended further laterally). Therefore this is deemed operator error opposed to patient compliance*				Network Services

		I17055		10/9/25		10:40		10/9/25		Extravasation of contrast media during out patient CT scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/14/25		SOP followed.  Arm elevated. Attempted aspiration.  Applied cool pack.  Area drawn around. Photo requested.  Patient advised how to manage.				Clinical Support and Specialist Surgery (CSSS)

		I17056		10/9/25		11:00		10/9/25		Deviation: Patient started LD chemotherapy for CAR T on Thu 09/10. Kite unable to ship cells until the day of cell infusion (14/10) due to not having enough temperature logs of the new tanks in the stem cell lab.		Discussed with lab manager. To close incident as a deviation		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/28/25		Consultant informed, stem cell informed, patient informed of deviation.				Christie Pathology Partnership

		I17057		10/9/25		11:15		10/9/25		Patient reported feeling hot, appeared red faced and complained of lower back pain on receiving C1 Paclitaxel.		SACT stopped. Hypersensitivity protocol followed. 
Hydrocortisone 200mg, administered under PGD
Other, IV paracetamol for back pain 

SACT restarted at slower rate. Observations stable throughout.

Doctor reviewed and Team emailed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		C1 Paclitaxel stopped. Hypersensitivity protocol followed. Observations recorded. Regime to be restarted at slow rate as per protocol. Team to be emailed and desensitising medication prescribed for next cycle		SACT update - written regarding reaction could have been more detailed. Extra information like what volume of Paclitaxel went through before patient reacted.		Network Services

		I17058		10/9/25		11:20		10/9/25		Patient assisted to floor of bathroom with wife and myself when trying to mobilise to toilet. Did not hit head or cause any injury.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Observations complete and charted. BM 13.9 taken and charted.  Assisted back to chair by physios and staff. Medics reviewed. Falls care plan activated. Lying and standing BP outstanding. NOK at event.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I17059		10/9/25		09:10		10/9/25		Patient felt faint, hot, appeared vacant, sweaty. 
Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		ORTC doctor reviewed.

-attends for C2 Gemzar 

-did not have good night sleep this week; unclear the reason, not on any regular steroid, apart from two days course with chemo

-felt sick this morning, but did not vomit, and managed to have breakfast

-has had likely vasovagal episode , while cannulation

-recovered quickly from it

-nil recent infection

-G1 nausea, for about two days, after the last cycle

-seen in clinic two days ago, and recent blood results look satisfactory

Plan:

1. sleep hygiene measures advised for now; may consider for a short course of low dose sleeping tablets, if it does not help

2. can proceed with today's treatment, if nil other concern		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		Deemed as a vasovagal episode not a reaction to treatment. Patient stable following review by doctor and went ahead with treatment.

Observations need to be recorded on CWP in NEWS2 section but were recorded within doc		Network Services

		I17052		10/9/25		09:30		10/9/25		Pt due for port insertion first on IR list. Ward had not sent or taken bloods by 9:30, when results should've been available prior to list start.
Delay to pt's port and disruption to IR list.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Safety,  Patient		Rejected		No Harm						Re-organisation of list, PP pt's port procedure moved to end of morning list.				External Other Trust

		I17042		10/9/25		06:00		10/9/25		Patients blood sugar 3.9. Patient refused to take orange juice. Patient refused glucosegel. In patients  best interest tried to insert glucogel into patients mouth (patient has DOLS). Glucogel placed on middle finger of right hand. On attempting to insert patient bit down hard on my finger and it dented/grazed my finger.		9/10 - staff followed policy, will await results of virology bloods, ward manager to meet with his next of kin to inform her today.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Anderson,  Rebecca		Finally approved		Low Harm		Low harm		10/9/25		Hands washed thoroughly
Virology bloods taken on my self and sent to labs
Duty manager informed for advice purposes
Day team to complete patients virology bloods				Network Services

		I17043		10/9/25		01:30		10/9/25		A squirrel was trapped in the radiator at the bottom of the stairs to the education centre.		Education Centre Manager discussed risks with wider team.		The Christie NHS Foundation Trust / School of Oncology / Education Centre						Incident affecting Members of the public/visitors		No Harm		Non-clinical incident		Estates		General estates issues		Heaven,  Cathy		Finally approved		No Harm		No harm		10/27/25		Security alerted and in attendance.
Estates alerted and in attendance. 
Squirrel was removed from radiator, caught and released outside.
Area cleaned by domestics		For the team to be aware of potential ingress points for wild animals and to monitor the opening of window spaces.		School of Oncology

		I17251		10/10/25		00:17		10/16/25		Confirmed yesterday that patient has been buying methadone pre-admission which was then prescribed when she was admitted on 10.10.25.  
Meds rec 10.10.25 and prescription screened 13.10.25. Noted in SCT handover that no details of community methadone prescription in medical notes or EPMA. 
**Note that Datix  I17247 15.10.25 relates to same patient- suspicious substance found in belongings.** [incidents have been linked - MSO]				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		15.10.25- contacted CGL, Manchester who closed her file in July 2025. GP confirmed they don't supply methadone. Pt has also admitted to buying other controlled medications previously, including pregabalin/MST. CGL advised pt must be obtaining methadone supply illicitly as she was admitted from home and not another hospital. Pt often away from bedside so ward pharmacy team confirmed that this was the case when patient present on the ward. Unable to clarify how regularly she has been taking methadone pre-admission.

CGL said to refer to local methadone policy for ongoing management. As we don't have a Trust policy for methadone in patients with opioid misuse, they suggested obtaining a local Trusts guidance- a  colleague kindly sent me the SRFT guideline. CGL also advised they couldn't give clinical advice as pt not under their service, however if she is discharged on methadone she needs to be referred to them for community prescribing. 

As patient had received 6 x inpatient methadone doses I discussed with SCT cons and pharmacy colleague with experience of working in substance misuse, who agreed that it was appropriate to continue methadone at dose of 40mg/day, but not for further titration and requires close monitoring for toxicity as it can take several days or more to reach steady state- we don't know what other substances patient is taking or her methadone Hx pre-admission as per Datix I17247.

Oncology and pharmacy teams updated. Methadone prescription annotated to contact CGL on discharge. Requires single point of prescribing. Ongoing SCT input.				Clinical Support and Specialist Surgery (CSSS)

		I17151		10/10/25		00:00		10/13/25		Resident doctor was on call this weekend. She had not passed her ALS exam done on the 07/10. This was not reported to myself until Sunday 12/10 when she was already on call. This was a fault on our end due to us not chasing the exam results to make sure she was compliant and able to be on call. It was raised on Wednesday 08/10 that it needed expediting but there were no further comms from the CCOT team. There was no risk or harm due to the quick actions of the CCOT team.		Improved communication between ALS admin and Resident doctor service managers. Discussed with ALS admin to update  deputy service manager in NWS who supervises resident doctor rotas.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)						Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/28/25		CCOT team did not give resident doctor a crash role. CCOT member who marked her exam was on call over the weekend so knew she was not holding an ALS certificate. 
CCOT Team communicated to say - 
“ I was actually on over the weekend and there were  actually 2 cardiac arrests over weekend.. considering we haven't had one in 3 months it's typical isn't it. I didn’t actually give the resident doctor a role, but she was present and helped with odd jobs and not the major jobs. Luckily, one happened on Sunday at 9am so night doctors attended as well. Saturday was okay as I had two CCOT. There were other crash calls but nothing that needed the resident doctors help”		Improved communication between ALS admin and Resident doctor service managers		Clinical Support and Specialist Surgery (CSSS)

		I17214		10/10/25		15:00		10/15/25		Patient contacted CNS Via email on Sunday 12/10 to say how unhappy she was with her transport home after her first cycle of treatment on Friday. "On my way home the taxi driver wasn't nice to me at tall took the p*** out of me blasting is windows while open going down the motorway told me to chill, Asked him to close is windows ect and he wouldn't said to it was hot...and to chill out, This as really got to me and really upset me and because my voice is gone. I don't want to come again"		Advised Department that should this happen again then to direct the patient towards the transport department where a complaints form can be passed on for the patient to make a complaint 

Escalated to NWAS to investigate 

Advised as per outcome of the meeting to put a datix to NWAS so that it can be dealt with at a higher level		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/28/25		Once I read patients email on Monday I called to offer reassurance and to ask further questions, I gained permission to take this further. 
I emailed PALS and transport department asking how I should escalate this ; PALS promptly told me that as this was not internal it would be transport may be best placed to help with this not them. 
Reply from transport on Tuesday PM asking for DATIX to be completed so that this can be investigated further and escalated to the transport provider.		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17203		10/10/25		14:20		10/14/25		TSRT9 13CC SB3i MD13CC CF3a

Additional image #15 due to machine fault prior to initiating treatment, after acquisition of CBCT. Engineers requested the patient to be brought off the bed to allow for the fault to be investigated. B7 approved additional image, additional concomitant dose to patient 0.8mGy (Fast H&N S20).		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Fault occurred, would not allow treatment to be delivered. Called engineers who requested patient be brought down so they could investigate and fix the fault, B7 contacted to approve additional image. Patient moved onto another suite, rescanned and treated.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I17195		10/10/25		15:00		10/14/25		Radiographers reported that the carbogen regulator had a loose flow meter.
This is the second time we have seen the issue with these devices and fortunately was picked up before it flew off like in the previous incident.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting the organisation		Near Miss		Radiotherapy incident		TS - Technical services		3I Regular preventative maintenance and repair programme		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/31/25		Reported to engineers who confirmed flow meter was loose.
Tightened the flow meter grub screw and logged in EQUIP. 
Removed from clinical use. 
Informed MDSO and arranged to take device to CTSG.		keep on checking gauges before use.		Network Services

		I17187		10/10/25		00:00		10/14/25		Haematology support secretary has identified that several patients have had incorrect blood results added to EPRO by Haematology registrar. The registrar has dictated clinic letters but has manually inputted incorrect blood results into the EPRO letters.		discussed with SpR- reminded of correct practice and not to copy and paste
Secretary informed not to amend results herself
improvements to local inductions		The Christie NHS Foundation Trust / Network Services / Haematology Governance						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		Low Harm		No harm		10/29/25		Secretary identified and informed Service Manager and consultants. 
Letters corrected and checked to ensure all letters have correct information. 
Datix submitted. 
Trainee's educational supervisor notified.		Improvement on local induction processes for resident drs.		Network Services

		I17392		10/10/25		09:00		10/21/25		Postal return of High cost medication which can not be used so will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Contacted team to inform them and received reply				Network Services

		I17519		10/10/25		18:48		10/24/25		Patient passed away on the ward on 10/10/25. Patient was marked as "deceased" on Care Flow but was not marked as "Fully Deceased", meaning their appointments remained booked. Consultant noticed the patient was booked into an upcoming clinic, and flagged to me.		Awaiting		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Incident referred to DPSIG		No Harm		No harm				Turned off communication preferences so patient's relatives would not receive a text about the appointment cancellation.
Marked patient as fully deceased on Care Flow, and closed down the open referrals in the process.

At time of writing, there are 858 other patients who have passed away in the last 180 days who have not been fully deceased on Care Flow. Screenshot attached.

27/10 -CSSS Governance; RAPID REVIEW NOT REQUIRED -  I have flagged this for DPSIG 27/10 just for a mention so Team Leaders can disseminate this issue down to staff.		Awaiting		Digital Services

		I17081		10/10/25		03:50		10/10/25		Patient assisted with Zimmer frame by another Nurse  to transfer to commode
Patients legs gave way and assisted to the ground				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to sit		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Myself and a colleague assisted Patient from sit to stand position onto commode

13/10 - CSSS Governance; just need to check M&H assessment was updated after this near miss				Clinical Support and Specialist Surgery (CSSS)

		I17104		10/10/25		14:00		10/10/25		Upon entering transfusion room when transfusion was completed it was noticed that cannual dressing had come away and cannula shaft was bent at right angle in arm. Upon removing there was a swollen area above cannula suggesting infiltration.		Patient was informed of infiltration as he had not noticed until the nurse pointed it out. Aware that there will be bruising due to being a blood product. Patient safety netted with the correct advise.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Transfusion incident		Equipment		Equipment failure in clinic area		Aremia,  Laura		Finally approved		Low Harm		No harm		10/17/25		Patient informed that an unknown quantity of his transfusion had gone into his arm and he would likely have a bruise. Safety netted signs of compartment syndrome and what to do in the event of these.				Network Services

		I17101		10/10/25		15:12		10/10/25		After finishing paclitaxel and flush - noticed slight swelling and slight redness		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/16/25		No treatment was infusing at the time - treated as extravasation although, reviewed by Dr. Clement and was unsure if it was skin/vein irritation or extravasation. Re-cannulated for the next treatment in the regime.		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		Network Services

		I17098		10/10/25		12:30		10/10/25		TSRT9 / EL3 / 13Z / CF 1B / MoD 13I / SB 13AA SB13I
#6/20 prior to switching on for image it was noted that the image preset length was longer than required. 
Jaws indicate M20 but when measured only required an M10.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Escalated to B7 immediately, agreed.
Filter changed to M10 prior then image taken.
Image suitable therefore changed in imaging beam for future #'s.

Additional 7.0mGy delivered. Not reportable.
Feedback given to radiographer that completed image prep.
Feedback also given to staff that had imaged #1-5 to highlight for their awareness to check the preset is appropriate.				Network Services

		I17095		10/10/25		08:20		10/10/25		Planned apheresis today, patient went straight on machine for day 2 collection, CD34 count results 12 today. Deviation as their cell count does not meet minimum threshold.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Myers,  Nicola		Finally approved		No Harm		No harm		10/27/25		Dr Kulkarni has reviewed and and approved the plan for this patient with yesterday results. To continue with apheresis today.				Network Services

		I17113		10/10/25		16:50		10/10/25		17:50 patient tripped over her feet and fell onto the floor. She was receiving SACT through her port at the time and the drip stand fell to the floor as well. 
HCA saw the fall from afar, shouted out for help. the HCA confirmed she did not hit her head.		Incident managed appropriately, patient did not report any further issues after her trip.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		Observations done as charted and NEWs 0. 
Patient said she felt completely fine and had just tripped over her own feet. She confirmed she wasn't in any pain. 
nil issues with the SACT on the drip stand, this continued as normal. 
nil further actions required, she was helped back to her chair. repeat observations taken.		Incident managed appropriately, patient did not report any further issues after her trip.		Network Services

		I17114		10/10/25		10:30		10/10/25		Reviewed my patients pressure areas, she had broken skin to sacrum, very red. diagnosed as DTI.		Care applied as per TVN plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		dressing applied, mattress upgraded, pressure ulcer care plan updated and skin bundle, referred and reviewed by TVN and DTI dressed, also had medical illustration.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17115		10/10/25		16:00		10/10/25		TSRT9
Patient attended for fraction 4 out of 5 radiotherapy vsim plan, before getting patient in the room rad noticed post pin value given on plan was measured on PLO beam (measured diagonally through the civco and bed). Plan PDF did not provide a post pin measurement from directly under the couch. Alerted B7				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		11A Verification of patient ID, orientation and data entry format to include all patient data, imaging etc		Saunders,  Jane		Finally approved		Low Harm		No harm		10/17/25		B7 spoke to pre-treatment rads in vsim and asked them to provide a measurement for under the treatment couch to be able to calculate post pin to back of bed. This screenshot was added to patients plan and new post pin calculated by B6 & B7 treatment rads. Patient did not manage treatment due to pain so rescheduled.		n/a		Network Services

		I17116		10/10/25		20:00		10/10/25		Patient told he could go home late this afternoon 
TTOS completed however not handed to pharmacy so no TTOS dispensed 
This wasn't realised by nursing staff until late when pharmacy was closed. Agency nurse looking after patient 
Patient said he would go home with the medications in his draw and receive back the CDS that he brought in with him 
CDS were left on ward 2, not transferred up to ward 4 with him. these were discarded by pharmacy today so now patient has no CDS
Patient refusing to				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		continued.... wait overnight for TTOS to be dispensed from pharmacy 
Noted TTOS were also incorrect as Dr prescribed 100mg instead of 10mg of Zomorph, this has now been changed 
Apologised to patient and explained situation 
Escalated to oncall DR- has now spoken to patient 
TTOS changed and printed ready to give to pharmacy tomorrow 
Added to handover to NIC on the 11th to ring patient when TTOS on the ward- Note patient lives alone so difficult for him to get in- escalate any concerns to duty manger tomorrow 
Night time zomorph given to patient before he left. Has enough regular medications in his draw,				Clinical Support and Specialist Surgery (CSSS)

		I17117		10/10/25		19:40		10/10/25		take over patient at 6 pm , at the end of treatment when i was about to put the flush , noticed swelling above the cannula dressing and on her fingers , treatment was finished , explained to patient about extravasation ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/13/25		tried to aspirate from cannula but nothing was there  . removed cannula , marked site , provide heat pack and elevated hand , took a photo on patient phone to compare , provided hydrocortisone to apply if any inflammation , advised to use heat pack 20 mts 4 times a day for 1 to 2 , advised to move hand and elevate for 48 hours , made a note on diary to follow up , waiting on call to review ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		Network Services

		I17118		10/10/25		10:00		10/10/25		HCA had buzzed for assistance with getting Leslie into commode. Leslie was struggling to stand straight and unable to listen to instructions. Managed to get onto commode with Ax2 with great effort. When trying to stand to clean Leslie up, he was not able to stand on his own. Was sat at edge of commode so I advised the HCA to assist Leslie to the floor to prevent him falling. We assisted patient safely to the floor. I asked the HCA to stay, and I will get some help.		No further action needed		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		I went out to ask for help. I had come across OT, and asked whether he would be able to help me get the patient back into bed. Physio, and senior colleague came in to assist me and the HCA.		Great team work by staff		Network Services

		I17135		10/10/25		16:30		10/13/25		Patient was due etoposide on Sunday, which needed to be dispensed by Baxters on the friday, however due to short expiry on the bag from Baxters it would expire before it needed to be administered on Sunday. Discussed with sarcoma specialist pharmacist, advised patient could receive 'pharmacist stock' bag instead, however, would need to be collected by a nurse @ 4pm.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit				Incident affecting the organisation		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Finally approved		No Harm		No harm		10/27/25		I contacted aseptics at 4pm asking if it was ready to collect and they advised I should come at 16:15 to collect. At 16:15 i went down to aseptics to collect and they said I could not collect it because I was a nurse and that it needed to be a pharmacist. I explained that to the pharmacist via alertive, but the sarcoma pharmacist was off site so could not collect. Escalated to ward manager, she asked iQemo pharmacist to collect. Half an hour later (15 minutes before aseptics shut), the etoposide still hadn't been delivered so i contacted the iQemo pharmacist again and a different colleague answered the phone, she said the other pharmacist had gone home and hadn't collected it. Haematology pharmacist (not a haematology regimen / patient) ended up collecting it as aseptics was closing.				Network Services

		I17138		10/10/25		12:46		10/13/25		Incorrect NHS number on the sample.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested via phone at 15:00.				Network Services

		I17111		10/10/25		09:40		10/10/25		Wrong laterality on TheatreMan and CWP. 

Patient was listed for left sided operation on the TheatreMan , CWP etc (Left heel surgery).  But the actual operation was meant for right side (right heel surgery). The consent was done with correct laterality which reflected on the images.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Friskney,  Caroline		Finally approved		No Harm		No harm		10/16/25		Informed the coordinator. Checked with patient, consent was double checked along with the surgeon . As it was wrongly recorded on the Theatreman and CWP only  , team was happy to proceed with the surgery after checking the consent and  images . Patient was happy to proceed.  Communicated well with IPU staff too

13/10 - CSSS Governance; Difficult to allocate as no patient details included. If error on CWP/ Theatreman is due to parent team, please add Pt details & let me know so I can reallocate				Clinical Support and Specialist Surgery (CSSS)

		I17710		10/10/25		17:40		10/31/25		Patient scheduled for contrast MR scan of Head for staging; contrast injection not given due to difficult cannulation; scan completed without contrast (For a Brain scan, a scan without contrast for Grade 4 tumour) that has potential effect on diagnostic quality.
Patient need to visit again for the scan, clinically he is not well and needs an urgent scan, still awaiting for a date.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Whelehan,  Sarah		Finally approved		No Harm		No harm		11/3/25		Repeat scan as urgent requested on 21/10/25, as scan Radiologist can't comment on the disease status for the scan without contrast, but awaiting date.				Clinical Support and Specialist Surgery (CSSS)

		I17211		10/11/25		07:40		10/15/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number:  G095 625 407 446 A		To monitor and discuss at IRM		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS		Proper communication between the ward and transfusion lab for blood products ordered		Network Services

		I17143		10/11/25		11:41		10/13/25		First name spelt wrong on the sample.		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive.		sample should be properly labelled before sending to the lab		Network Services

		I17250		10/11/25		16:31		10/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17267		10/11/25		09:00		10/16/25		BP reading monitoring required daily from cycle 1 day 1. Unclear in protocol when to start BP readings at home, from Schedule of events appears starts from cycle 2. However upon clarification the bp review is from cycle 2 day 1, but daily blood pressure readings needed from cycle 1 day 1. 

Due to this error patient missed 4 days of blood pressure readings				The Christie NHS Foundation Trust / Research and Innovation						Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		Patient called and was able to obtain and BP machine at home. Bloods pressure readings normal. 
Medical team aware. 
Patient is coming in on Friday where an at home blood pressure machine will be provided with a blood pressure dairy. 
Daily blood pressure monitoring added to prompt sheets. 
For discussion in risk meeting. 
Clarification about this from sponsor.				Research and Innovation

		I17129		10/11/25		11:30		10/12/25		when doing weekly CD stock check, noticed on pg 98 diamorphine, there's an unsigned by x2 nurses Syringe driver check for a patient		Discussed with nurses involved 
Added to learning from incidents newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - no record/not recorded		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		datix, NIC aware.				Clinical Support and Specialist Surgery (CSSS)

		I17130		10/11/25		22:00		10/12/25		Rn on night shift missed a long acting CD for a patient		Discussed with named nurse. Advice/support given for learning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		NIC aware, datix				Clinical Support and Specialist Surgery (CSSS)

		I17131		10/11/25		22:00		10/12/25		Night staff reported oramorph (morphine sulphate) carried over to two different pages in CD book.		Communications sent out to all staff regarding being vigilant when carrying over CD's as this could lead to errors. Near miss incident highlighted to all Band 6s within their communication forum at time of event.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting the organisation		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		One page discontinued and oramorph recalculated - less that expected but within 10% - datix completed and email to be sent out to staff re being vigilant when carrying over CD's as this could lead to errors.				Clinical Support and Specialist Surgery (CSSS)

		I17132		10/11/25		16:40		10/12/25		night nurse didn't handover or escalate news - 6 to day nurse. Pt became very SOB and agitation @11:20 , RN looking after pt escalated to dr, reg, ccot on call. REG + dr reviewed, stated not concerned and doesn't think its a chest infection so gave the go ahead for chemo. high resps and agitation when administered pre chemo meds, escalated to dr and RN looking after pt that I'm concerned. DR was happy with reg plan. pt had cardiac arrest 20 mins later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Bushell,  Lyn		Learning response required		Death						CCOT informed about escalation concerns with dr and reg. NIC aware, email sent to ward manager 

SKB moved to CSSS but SKB will support via Parent team.				Clinical Support and Specialist Surgery (CSSS)

		I17133		10/11/25		10:00		10/12/25		pt stated that RN's throughout the day have been disconnecting pts TPN from CVAD and reconnecting the same line/TPN back to patient. pt was agitated due to saying we cannot disconnect when its running as RN's have been doing so for the week while he's been IP.		WM conducted full investigation. CPE discussed with the patient to determine details and to apologise for policy not being followed. Incident discussed with all of nursing team and healthcare assistants. Added to handover and discussed in huddle.

audits implemented.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		explained to the pt why we don't disconnect TPN, stated rn's disconnect when changing t-shirt every day and reconnect him. no one told him that this cant happen. explained and advised that this shouldnt happen but he stated 'im dying anyway and to just do it' and said 'we too young to understand' . NIC aware. managed to put tpn through his shirt and was happy with this. updated on handover to remind people of correct protocol				Clinical Support and Specialist Surgery (CSSS)

		I17119		10/11/25		05:00		10/11/25		patient required 2 units RBC 
1unit given 
on request of second unit - documents showed that 2nd unit has been collected 
escalated to blood bank - who did not disclose information if 2nd unit has been collected 
Unable to given 2nd unit due to records				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Escalated to NIC 
Requested new prescription 
contacted porters / blood bank/ security - no information provided regarding collection of 2nds unit				Clinical Support and Specialist Surgery (CSSS)

		I17120		10/11/25		01:30		10/11/25		Following suspected infiltration - escalation for reinsertion of new cannula required to administer 1 unit RCB 
8 attempts to re-cannulate with successful insertion to left jugular - not practise we often see ward level 
Concerns raised by peers regarding technique as same needle was used for multiple attempts on patient who has positive blood cultures for infection 
Cannula only secured with dressing to neck - high risk of displacement in this area 
No documentation of attempts / completed		The CCU on call team including the on call registrars will be informed that the use of External Juglar venous approach should be discouraged except in life-threatening/ resuscitation scenarios. If further training in Ultrasound guided venous access is needed the doctors should contact their educational supervisor to facilitate it.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Seth,  Rajan		Finally approved		No Harm		No harm		10/28/25		Escalated to duty manager 
cannula inserted in left hand early am 
to review patency of cannula in left hand prior to removal of line in jugular 
inspected attempted insertion sites 
conversation held with patient to help alleviate stress		After a detailed discussion we agreed that the CCu registrar should have documented the events on CWP which would have provided some guidance to the nursing staff on how to use this line. Also for future we agreed that External Juglar access is not the recommended access route in current clinical practice and alternative approaches like ultrasound guided venous access or in emergency Intraosseous access should be practiced.		Clinical Support and Specialist Surgery (CSSS)

		I17121		10/11/25		13:00		10/11/25		AACU staffed with 2 ANPs at weekend with escalation plan as follows (from AP Bradley): first help from AAU Reg, then Hospital Reg then consultant.  AACU full, pt reviews getting delayed, No ANP capacity, further 5 patients added to list; have asked for help via alertive - no response.  D/W Dr Nagy - he is busy on AAU and reports Trust one Reg short.  Unable to arrange assistance as per current escalation plan.		To speak with the trust lead SpRs on how short notice gaps on the rota can be managed.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		Harm		Monitoring and Information		Staffing		Staffing Issue		Cox,  Margaret		Finally approved		Moderate Harm		No harm		10/14/25		Will keep trying to source assistance to prevent delays to pt care; otherwise, night team will have to keep AACU open to review later patients.  
12/10 - CSSS Governance; Tricky to allocate & needs downgrading to 'low harm'. Allocated to NWS re: rota's and Reg cover.				Network Services

		I17122		10/11/25		02:59		10/11/25		Phosphate Polyfusor infusion possibly prescribed wrongly and given wrongly.
500ml over 10hours, clinically indicated for low phosphate		Findings fed back to medical management

Clinical Based Educator and Ward Manager on AAU have highlighted findings to nursing staff. 
New electrolyte derangement policy highlighted in newsletter. Hypophosphatemia algorithm poster in treatment room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		Infusion stopped		No harm to patient 
New clinical guidance on management of hypophosphatemia (July 2025) may have contributed to prescribing and administering error  
More education and awareness required to both medical and nursing teams of new trust guidelines on electrolyte management		Clinical Support and Specialist Surgery (CSSS)

		I17123		10/11/25		11:00		10/11/25		Patient received C2D1 Weekly Paclitaxel. 
After 26.1mls patient visibly flushed and mentioned experiencing some back pain
Treatment immediately stopped. colleagues and ACP made aware of reaction.		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication.
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain.
This then settled and patient continued with treatment over slower rate, tolerated well

Team emailed but no clinic appointment booked as patient had just seen the doctor prior to this cycle. Communication with Team via e-mail is to ensure script highlights slow rate for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication. 
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain. 
This then settled and patient continued with treatment over slower rate, tolerated well		Documented that observations were recorded but no actual results of observations were documented on CWP so unclear how many sets of observations completed and what was the NEWS2 score.
Will email the nurse that reported the incident to highlight this and identify learning.		Network Services

		I17124		10/11/25		10:00		10/11/25		Administered 50mg pregablin instead of 25mg pregablin in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		-informed ward Dr
- informed nurse in charge
-informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17125		10/11/25		13:00		10/11/25		Preparing Pembrolizumab with closed system.
upon drawing up on of the pembrolizumab vials started to leak medication around the bung of the vial where spike was inserted, medication dripping all over ANTT tray.
On observation, looked as though bung was dislodged.
Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Spillage cleaned as per policy
NIC informed.
Colleague assisted.
New vial of medication obtained to make correct dose for patient.
faulty vial disposed of into sharps bin.		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		Network Services

		I17126		10/11/25		14:00		10/12/25		No duty manager attended work on the late shift.
Second on call informed. 
Early duty manager at the time asked CCOT to temporarily sit in as DM whilst 2nd on call was coming in but they were an hour away.
There was a cardiac arrest at 16.51 - CCOT informed 2nd on call DM that they were at a cardiac arrest and can't do two roles.
No duty manager came in to cover the role.				The Christie NHS Foundation Trust / Network Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Adams,  Claire		Rejected		No Harm						CCOT needed to lead the arrest therefore unable to do both roles.
Cardiac arrest team was without a duty manager to help support the cardiac arrest, coordinate staff on the wards and help with other patients. 
Nurse on the ward put an alertive out to ask if any of the wards could spare a nurse to help with the ward.				Network Services

		I17127		10/11/25		16:51		10/12/25		Patient had a cardiac arrest on the ward
CPR for 6 minutes, 2 rounds of CPR.
ROSC achieved.
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Caporn,  Alice		Incident referred to DPSIG		No Harm		Death				ALS algorithm followed
Intubated on the ward.
Transferred to CCU intubated.
Later found AaND from Macclesfield on a purple form in the notes from 3rd October - no acknowledgement of this on any CWP documentation from parent team or clerking.				Clinical Support and Specialist Surgery (CSSS)

		I17166		10/12/25		14:00		10/13/25		Patient on TPN. Firstly N4 on Friday 10th October which was dispensed on ward level/communicated with TCP. Then patient to be commenced on N9 for the weekend 11th and 12th. Two bags of N9 was requested on EPMA to send up on Friday 10th. Patient had one bag N9 on 11th however no bag was administered on the 12th therefore missed a TPN feed. Bag not found in fridge.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Dietician aware		Staff reminded to ensure using correctly named/dated bag for TPN		Clinical Support and Specialist Surgery (CSSS)

		I17209		10/12/25		12:00		10/15/25		TSRT9

When doing a patients treatment prep it was noticed that the pt's village was spelled incorrectly.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Clinical Event		Radiotherapy clinical event		Radiotherapy Clinical event		Booth,  Adam		Rejected		No Harm						Messaged reception who were able to amend the data in CWP				Network Services

		I17300		10/12/25		14:48		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17128		10/12/25		09:05		10/12/25		Cardiac arrest on the ward
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Clinical Oncology		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Incident being managed locally		No Harm		Death				No issues during cardiac arrest
ALS followed
No reversible causes, likely cardiac given history
Good team work throughout
Hot debrief undertaken				Clinical Support and Specialist Surgery (CSSS)

		I17134		10/12/25		20:00		10/13/25		Poor recording of fluid balance:
Patients Fluid balance had not been recorded from 00:00 12/10/25 till 10:00. 
Patient scored highly in the evening with low sats. Was handed over that an additional stat dose of furosemide was given  when spiked a temp in the evening. Already on BD furosemide. This has not been signed for on EMPA in PRN section of chart.		13/10 - lack of documentation - nurse involved to be spoken to. MT to find out when frusemide was given/what dose.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Brennan,  Naomi		Finally approved		No Harm		No harm		10/13/25		Temp spike from 17:00, with no paracetamol given till night staff on shift. 
Calculated fluid balance		Accurate documentation		Network Services

		I17308		10/13/25		08:00		10/17/25		Ordercoms number 9380525 :  Re-used virology label from the 12/10/2025  Requested by Kiah Singleton.		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged and sample sent to MRI in the hope that they would process it using one of their own numbers.		One label should be used for one sample.		Network Services

		I17309		10/13/25		08:00		10/17/25		Virology sample received in pink photophoresis bag.- These bags are specifically used for the test photophoresis.  Requested by Cesarina Goncalves Leite
(Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could ended up in the wrong department as it had been put in the wrong bag.)		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged, booked in and sample sent to MRI with a delay due to it going to the wrong department as it was in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17310		10/13/25		08:00		10/17/25		Ordercoms numer Patient 1: - 9380981 Virology in with biochemistry samples in clear bag. - requested by Shauna Docherty, label printed by Harriett Nicholls.  Patient 2 - 9381217 - Requested by Nicola Hewitt   (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample was delayed getting to MRI as it had been put in the wrong bag. )		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged booked in and sample sent to MRI with a delay due to being in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17311		10/13/25		12:00		10/17/25		Ordercoms number 9381115 - Virology sample in biochemistry bag.  Requested by Cesarina Goncalves Leite.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This ample was delayed getting to MRI as it had been put in the wrong bag.)		To continue monitoring ordercom incidents		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Network Services

		I17314		10/13/25		14:39		10/17/25		Patient referral received 13/10/2025, dated 04 08/2025. Was on CWP, but appears not received by New Referrals at that time.		- Referral processed as urgent due to delay.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Triaged urgently to Consultant.		- Do not send referrals via post.
- Always send to the-christie.new.referrals@nhs.net		Network Services

		I17315		10/13/25		00:00		10/17/25		Two cases for biomarker analysis were mislabelled on receipt. 
Error was detected at analysis stage.
Case B25-53008 was identified as analysed and reported following protocol. Case B25-53009 had not been reported and was rectified prior to reporting and sending according to internal QC processes.
The report was retrieved and amended before dissemination to patient resulting in a near miss incident.		See Actions tab for details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Billington,  Catherine		Finally approved		No Harm		No harm		10/17/25		Stoke hospital was contacted to inform of error and report was destroyed pending release of correct authorised report. Correct results were re-issued and electronically distributed on authorisation. Stoke contacted and confirmed receipt of the correct report.		To maintain a quiet environment with no distraction to ensure the protocol can be followed and QC checks are not missed		Christie Pathology Partnership

		I17415		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/24/25		Medicine return logged by TCP
Medicine return log reviewed by Homecare Pharmacy Technician
Datix completed where applicable 
Pharmacy Homecare team have checked CWP for any relevant background and CMM to establish if the patients medication has been re-dispensed.
Email sent to team and reply received.				Network Services

		I17418		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil - all actions taken by reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician
Datix completed where applicable 
Pharmacy Homecare Team has checked CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Patient has had further cycles dispensed since 
He usually collects				Network Services

		I17212		10/13/25		12:30		10/15/25		Patient began deteriorating in clinic - escalated to the team and outreach. Bed requested on the AAU at 12:27 by doctor. Two research nurses and a healthcare assistant waited with the patient until we were able to transfer them at 19:00. During these 6 1/2 hours the patient was scoring on the NEWS2 between 6 and 10. Outreach came to review - sepsis was suspected but were unable to complete sepsis 6 within the hour as there was not a clear plan from the medical team that reviewed the patient.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Calvert,  Sarah		Finally approved		No Harm		No harm		10/23/25		As the patient was waiting for a bed in the outpatients department (department 1) we alerted the CRF NIC regarding the incident as if an emergency were to happen it would be more safe to have the patient on the CRF rather than the outpatient department. We were advised by the NIC to remain in the outpatient department as they believed it would be unsafe to transfer the patient upstairs and were told to ring up if we needed help.				Research and Innovation

		I17186		10/13/25		11:00		10/14/25		Patient gave informed consent to V5 of PIS, however had previously been provided with V4 PIS prior to a recruitment freeze. Patient was verbally updated on the changes to the PIS over the phone when asking if he would like to join the trial, however new PIS was not provided prior to randomisation.
Patient has been randomised to the active monitoring group prior to identification of the error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Taylor,  Claire		Incident being managed locally		No Harm						Apologised to the patient. Contacted patient and made aware of the changes to the PIS, new PIS emailed to patient to read. Plan to reconsent in clinic on next visit.				Research and Innovation

		I17200		10/13/25		11:00		10/14/25		Completed pharmacy part of discharge for patient on 13/10/25, not known to me as first day covering ward. Checked medicines reconciliation on admission against current drug chart and TTO, identified pre-admission was on sodium valproate EC 500mg tablets (Epilim GR), 1g OM and 1.5g ON but was prescribed sodium valproate MR 500mg tablets (Epilim Chrono) 1g OM and 1.5g ON on admission on 02/10/25		staff reminded via email		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Seth,  Rajan		Finally approved		No Harm		No harm		10/30/25		Explained error to patient and apologised for error. Able to supply correct formulation of sodium valproate (Epilim GR) on discharge		Importance for nursing staff to ensure the correct medication is being given in relation to the prescription - ie modified release etc		Clinical Support and Specialist Surgery (CSSS)

		I17184		10/13/25		17:00		10/14/25		Patient had MR scan of spine finishing around 0820. Scan was checked with radiologist covering list who said confirmed MSCC and patient should be log rolled on to MR trolley and kept in the department. Staff were brought from CT to help and the patient was logrolled onto the trolley and put in the anaesthetic bay with his wife around 0830.  The radiologist contacted the med onc reg who agreed to see the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						When the med onc reg arrived, they also had to assess a patient who had been found to have brain mets. This patient became unwell requiring further treatment from the outreach team and the med onc reg.  After this had been dealt with, the MSCC patient was assessed and the med onc doctor would request a bed for the patient. 
The patient was made as comfortable as possible through the day, and provided with sandwiches, and water and kept lying flat. 
Patient flow was checked with throughout the day and evening but the bed for the patient did not become available until 1850.  The patient was put on Teletracking at this point. 
Shortly after this the patient pressed the call buzzer which was answered immediately by a staff member who found the patient had turned on his side and was vomiting heavily. The patient was assisted  and left lying on his side. We attempted contact with the porters to ask for the patient to be taken to the ward immediately but there was no answer at the porter's lodge. 
As soon as 2 MR staff members were available, the patient was taken to the ward . They met the porters on the way, so the patient was taken by them.				Clinical Support and Specialist Surgery (CSSS)

		I17167		10/13/25		15:45		10/13/25		patient was sat on edge of bed and fell forward onto floor (unwitnessed) - reports didn't hit head just hurt his side as he fell down.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		emergency buzzer pressed (found by hca) obs taken with no concerns, bm taken within range. ward doctor checked over, supported to stand. No apparent injuries				Clinical Support and Specialist Surgery (CSSS)

		I17179		10/13/25		16:00		10/14/25		ASU prepared Mifamurtide SOC in the AM session with 4 hours expiry allocated. Confirmation of required time given by ward to ASU coordinator. Notified at 16:00 that treatment had not administered in time and the product had now expired, patient was unable to receive treatment on the required day. Ward request for ASU to make treatment the following day, uncertain of whether they will be able to receive due to other therapy on the same day (MTX).		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed.
Service Manager has sent comms out to medics re pathway with iqemo permissions. See evidence in documentation section.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		ASU agreement to remake treatment the following day should it be required.		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed - to reallocate to HS for review and input		Network Services

		I17164		10/13/25		12:00		10/13/25		Patient A was booked for a chest aspiration that resulted in a chest drain. Patient A was not vetted or booked for a IPU recovery space. Patient need last minute space in recovery after drain was inserted. Was communicated to IPU team after drain inserted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Royle,  Gregory		Incident being managed locally		No Harm						Space created for patient. 
Emergency admission done. 
Bed booked for patient.				Clinical Support and Specialist Surgery (CSSS)

		I17165		10/13/25		13:00		10/13/25		MDT Notes left in ORTC seminar room, containing detailed information about 9 patients. Approximately 10 copies left in the room of the info.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Rees,  Amanda		Finally approved		No Harm		No harm		10/24/25		Copies removed and put into confidential waste immediately. Unclear how many members of staff used the room between MDT meeting and meeting at 1pm when sheets were disposed of.				Research and Innovation

		I17157		10/13/25		11:15		10/13/25		Bed 5 (2 missing line label) 
Bed 8 (2 Missing line label)
Bed 9 ( 2 missing line label)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Information fed back to nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17169		10/13/25		11:45		10/13/25		Patient attended for C1D8 paclitaxel. Received 23mls and reported feeling hot and flushed with a "pain in her kidneys" and appeared drowsy. Treatment stopped, observations checked, two doses of hydrocortisone given. Oxygen administered as patient was desaturating on RA. Became hypotensive so 250mls bolus given. Patient then started to stridor and adrenaline was given.  ECG done, VBG sent and blood cultures. Lactate 2.6, blood cultures taken and repeat bloods. Monitored patient until became stable.		Actions and result of actions taken	

Oxygen, hydrocortisone, metoclopramide, adrenaline given.
VBG taken, meropenem given, ECG done.
IV fluids administered. Blood cultures and repeat bloods taken.
Observations recorded. NEWS2 initially scoring - 6. then increased to 8. Reviewed by Critical Care Outreach Team.

ACP reviewed on unit -  see above annotation 
Details and reason for admission	
Taxol reaction on ORTC this morning. Seen by outreach and requires 24 hour monitoring. BP unstable. Please could she be admitted to AAU ASAP? 
Patient monitored closely.

Handed over to AACU.
Team emailed to inform of situation.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/15/25		Treatment stopped, O2 given, hydrocort administered, adrenaline given		Critical care outreach review was important in confirming treatment plan.

Most recent NEWS2 score	3
Outreach comments	
Responded to urgent clinical request following Paclitaxel reaction. 

CCU Consultant Dr Vidya & SpR Dr Mo also in attendance. 

Mary had become very flushed, hot & was complaining of back pain around 24mls into infusion. 

Infusion stopped immediately by nursing team. 

0.5mg 1:1000 Adrenaline administered s/c by nursing team due to significant wheeze, desaturation & hypotension. 

2 x 100g Hydrocortisone IV administered 

4mg Chlorphenamine administered as pre med

On arrival: 

All symptoms appear to have resolved. Observations stable and within normal range. 

No audible wheeze, chest clear on auscultation. 

Agreed for plan to admit to AAU for further monitoring. 

1L NaCl in situ. 

No further concerns at present. Team aware to re-escalate any time with any worries or concerns.		Network Services

		I17170		10/13/25		16:00		10/13/25		paclitaxel reaction immediately after start of chemo,
10 ml of chemo in, started feeling breathless, seeing lights in front of eyes, felt like dying, red face, 1 episode of loose stool, 1 episode of vomiting
 doctor alerted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		stop therapy, doctor made aware, obs check, reaction box taken and used drug as per doctors advise given, re started therapy after 30 mins in slower rates, patient tolerated well , email sent to consultant.				Clinical Support and Specialist Surgery (CSSS)

		I17171		10/13/25		11:00		10/13/25		Patient on MATrix chemo regime.
Patient confused during admission, issues with using urine bottles to measure accurate urine output. 
Documented by medics on 09/10, "Urinary catheter short term to facilitate urinary pH and output monitoring whilst clearing methotrexate, urine pH 8 or above and urine output 100ml/hr or above". 
Not done until overnight 12/10/25 whilst documented on fluid balance "incontinent". Missing urine pHs on fluid balance and U/O<100mls hr and not escalated over weekend.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Catheter now insitu. 
Medical team aware of AKI. 
Now having 2 hourly urine dips documented on fluid balance.		16/10 - Lymphoma Drs will need to be aware of how to get messages for actions to the staff undertaking actions.		Network Services

		I17172		10/13/25		12:00		10/13/25		PGD 1 hour breach. Difficult Venous access resulted in a 1/2 hour window to administer antibiotics. PGD criteria met and Tazocin and Gentamicin commenced on EPMA. Medication given late due to nurse-related confusion over which antibiotic was required and near miss with administering the wrong antibiotic (Not myself). This near miss incident will be documented separately.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Clarke,  Catherine		Incident being managed locally		Low Harm						Clinical review on admission from ANPs. Aware of delay in antibiotic administration. 
Conversation with administering nurse about error and reflection advised.				Clinical Support and Specialist Surgery (CSSS)

		I17173		10/13/25		19:30		10/13/25		Patient having a shower with 2x HC, had vasovagel epsiode.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Emergency bell pulled. 
Outreach contacted. 
Observations, BMs taken. 
Escalated to Dr to review.		Reviewed by crash team and outreach. Patient had vaso-vagal and seizures.
All appropriate actions taken at time of review		Clinical Support and Specialist Surgery (CSSS)

		I17144		10/13/25		07:00		10/13/25		Feedback externally patient was discharged home with MASD and no district nurse referral.
Patient went on to develop cat 3 and admitted to hospice
Rapid Review requested by Associate Chief Nurse				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Patient discharged home with completed discharge checklist
Stairs assessment completed by physio				Clinical Support and Specialist Surgery (CSSS)

		I17149		10/13/25		06:45		10/13/25		Arrived in PBT dept level 1 from the bed lifts. Controlled access doors to gantry corridor both stuck in open position, so swipe access not maintained to Controlled radiation area.
Supervised radiation area (physics store cupboard) door was also wide open. 
This was following extensive physics QC on Sun 12.10.25 & no sign present on door for activated equipment following QC (physics colleague advised that this was missing).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Hard Facilities / Operations and maintainance				Incident affecting the organisation		Near Miss		Security incident		Site security		Doors unlocked		Edwards,  Thomas		Finally approved		No Harm		No harm		10/21/25		Closed door to Supervised radiation area and reported to physics team performing morning QA checks once they arrived. 
Closed swipe access doors to Controlled area.				Network Services

		I17150		10/13/25		12:50		10/13/25		referral received via post, sent to us by the secretary.  referral was dated 09/09/2025 and emailed 08/10/2025 to us.

**Awaiting email reply 17/10/25**		- Referring trust was contacted and advised on the correct process to submit referrals.
- Referral was actioned as urgent due to the delay.
- Datix was submitted per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		added the referral as urgent and emailed the referring organisation to send future referrals to us by email to avoid delay in possible treatment.		- External referral must be sent to the referrals inbox only.		Network Services

		I17153		10/13/25		14:00		10/13/25		Email referral Stepping hill. referral is dated 27/06/2025. we received it on 13/10/2025.		- Secretary sent to the NR team asap.
- Processed as urgent due to delay.
- NR team queried referring trust as to why it was delayed - yet to respond.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		i have added the referral on as urgent and let the secretary know. I have also asked the referring hospital why it was sent so late as well as additional reports.		- Do not send referrals via post.
- All external referral should be submitted via the-christie.new.referrals@nhs.net		Network Services

		I17154		10/13/25		13:45		10/13/25		patient tests booked in under incorrect patient.		To monitor incident category		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		test request deleted and correctly booked in		To book test under correct patients name by crosschecking the request and label on sample bottle		Christie Pathology Partnership

		I17155		10/13/25		12:50		10/13/25		TSRT9
Treatment radiographers noted when patient on treatment couch and when speaking to patient that fractionation had changed due to including a SIB from 23# to 25#. Pt unaware of change. Not highlighted at prep or during FDC.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		Alerted to B7. Dr contacted to speak to patient in department over the telephone. Pt happy with this. Updated annotation given by clinician. Feedback given to radiographers involved in incident.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		Network Services

		I17159		10/13/25		11:30		10/13/25		Bed 12 ( 1 correct line labelled , 1 Missing line labelled) 
Bed 20 (1 correct line labelled, 2 missing line labelled)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		Info feedback to Nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17160		10/13/25		11:45		10/13/25		Bed 19 ( 1 Missing line label) 
Bed 06 ( 2 Missing line Label) 
Bed 02 ( 2 Missing line Label)		Ward staff reminded to ensure they are labelling lines		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Information Feedback to Nurse in charge		Nurses to label lines		Clinical Support and Specialist Surgery (CSSS)

		I17161		10/13/25		13:00		10/13/25		Lab numbers (1) 2662315 & (2) 2662386.  Handwritten blood request form was booked in incorrectly.  The hospital number looked like 2014 when in fact it was 2019.  Results had gone over to CWP -to Patient 2's records (deceased 2015).		All incidents are discussed during daily huddles with the reception team.  The team have been reminded to double check that the number put in matches the sample to avoid any mistakes occurring when labelling, and to ensure that checks are completed against the computer and request form during the booking in process.
A trust wide digital solution such as Ordercomms, would help to reduce this error as the clinical team will request tests via CWP and label the samples before they reach the laboratory.
Space is limited within the laboratory and no capacity to move the computer to another area that is less distraction but within range of reception.  The trust ASICS project will result in a pathology decant and as part of this the new reception area can be modelled to reduce distraction as much as possible.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Abbas,  Madihah		Finally approved		No Harm		No harm		10/24/25		Samples re-labelled, comment put in on synergy to ignore results as they had been booked in in errory		The reception section is small within pathology and distractions can lead to errors being made.		Christie Pathology Partnership

		I17162		10/13/25		13:40		10/13/25		TSRT9
Patient was set up by the treatment team with a CIVCO mattress mistakenly in place and a scan was taken. The immobilisation equipment readout procedure was completed as per protocol in the room but the CIVCO was not removed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/14/25		A superintendent radiographer was immediately informed. The treatment team informed the patient of the mistake made, and re-set up without the CIVCO mattress in place. An additional scan was authorised.				Network Services

		I17258		10/13/25		15:08		10/16/25		Incorrect DOB on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 16:20.				Clinical Support and Specialist Surgery (CSSS)

		I17259		10/13/25		07:43		10/16/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 11:12.				Clinical Support and Specialist Surgery (CSSS)

		I17260		10/13/25		14:39		10/16/25		First name spelt wrong on the sample.		Reminded team to check cross match before send sample to labs. Samples to be checked by second person.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		New sample requested via phone at 15:30.		Coordinator to check sample before sent to labs and document on notebook about blood components requested		Network Services

		I17249		10/13/25		14:35		10/16/25		Patient received a unit of RBC’s and the first independent check not completed at the patients side. 
No starting information or end vital signs recorded.

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I17256		10/13/25		15:15		10/16/25		No date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		New sample requested via Alertive.				Clinical Support and Specialist Surgery (CSSS)

		I17205		10/13/25		19:14		10/14/25		Red blood cell unit transfused over 1 hour instead of 3 hours as prescribed on CWP.		Transfusion Practitioner - Reported externally to SHOT 2025/010/016/HV3/010
Contacted ward Sister for further information on 16/10/2025, and ward manager on 21/10/2025, awaiting replies.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Learning response required		No Harm		No harm		10/15/25		NIC made aware. 
Asked RN caring for patient to complete duty of candour and also asked RN to escalate to the medical doctor on call. 
Observations post transfusion completed. 
No harm to patient made. No adverse symptoms identified. 
RN whom made error was open and honest and highlighted the error as soon as it was noticed.				Clinical Support and Specialist Surgery (CSSS)

		I17224		10/13/25		10:30		10/15/25		Patient had USS + FNA request for Neck + Axilla

Message sent on the 10th October to radiology on CWP to explain USS axilla no longer required but to proceed with USS FNA Neck . 
Attended for appointment both axilla and Neck USS done but no FNA to the neck.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Royle,  Gregory		Finally approved		Low Harm		Low harm		10/23/25		Contacted patient to check which area he has had a biopsy to . He confirmed only his axilla , even though he did raise the question that he was supposed to be having his neck biopsied . 

Contacted radiologist via email to ask reason neck was not biopsied. 
Spoke directly to radiologist following day , who confirmed message sent on the 10th October was not noted , and that the neck nodes were amendable to biopsy , and to book patient back in for this.				Clinical Support and Specialist Surgery (CSSS)

		I17239		10/13/25		10:20		10/15/25		An expired suture was used on a patient for wound closure. Surgeon was informed on identification of the error. Surgeon confirmed no harm to patient as the suture was expired less than 2 weeks time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Equipment incident		Medical		Damaged equipment		Wilson,  Kay		Incident being managed locally		Low Harm						Co ordinator was informed.
Escalated to band7.
Added on to the morning huddle to make aware of the staff ,the potential risks and harm of not checking the expiry before opening any consumables for the surgery .
Inspected the theatre for any other expired items.
Discarded the items.				Clinical Support and Specialist Surgery (CSSS)

		I17499		10/13/25		13:14		10/23/25		Tsrt9 
No cma moves available during image matching unsure if it was due to rejecting image?
Unable to send cma pt in pain therefore band 7 approved under protocol an additional image after manual applying bed moves in room, therefore re imaged to ensure correct moves applied
This was first incidence where additional concomitant image due to error- resulting in additional dose of 424ugy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Ensum,  Hannah		Incident being managed locally		No Harm						Band 7 informed and additional concomitant image approved				Network Services

		I17477		10/13/25		15:00		10/23/25		Ordercoms number 9380092 requested by Sandra Johns (1342)  Biochemistry urine sent in a microbiology bag.  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and sample processed with a delay as it had been put in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17454		10/13/25		12:00		10/23/25		Patient was in an emotionally difficult mood when attending clinic 13/10/2025 and MRSA swabs missed by nurse prior to his port insertion.
Identified 17/10/2025 - manager informed via email.
Port was implanted as planned 20/10/2025.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Turner,  James		Finally approved		No Harm		No harm		10/23/25		Contact made with IPU, there was a negative result from July 2025 and he was starting his eradication treatment as planned prior to procedure.  
IPU confirmed swabs will be taken prior to the port insertion.  
Also, handed over how the patient can present when he is anxious – in case he presented like this when attending.				Research and Innovation

		I17140		10/13/25		09:00		10/13/25		Student Nurse borrowed a Trust laptop and found a patient's ECG tracing, with their ID sticker, folded in half and on top of the keys.		Knowledge Services Manager made aware of the issue identified and potential risk. Subsequently understood that the issuing lapsafe was not in the library but elsewhere in the Trust.

To be followed up with Digital Lead by Friday Knight in relation to notices on other Lapsafes across the Trust.		The Christie NHS Foundation Trust / School of Oncology / Library and Learning Zone						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Knight,  Friday		Incident being managed locally		No Harm		No harm				Datix raised, informed DCSGO and Digital Matron.		Health care professional who left the information on the laptop should not have done so.
Notice to be placed on the Lapsafe in the library outlining confidentiality issues.
Student Nurse followed process correctly.		School of Oncology

		I17609		10/13/25		14:00		10/28/25		tsrt9
scanned referral on wrong patient notes		Techbar contacted and incorrect document redacted 
The patient where the incorrect document was recorded also had her own document recorded at the same time 
The notes for the patient the documents were meant to the recorded on was correct		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/31/25		Consultant made me aware of this. Tech bar contacted to ask on removal of the scanned referral on the incorrect patient on CWP
CB 202517851 has the incorrect ref of AW 608 429 8923

cross referenced, the correct scanned referral document is on the correct patients CWP file		Staff to be aware of risk of documentation recorded in error on incorrect patients notes and not being identified - resulting in the correct patient having no record on their file of the results		Network Services

		I17483		10/14/25		12:00		10/23/25		for the same patient: Ordercoms 9383162 - Virology sample sent in microbiology bag, ordercoms number 9383161 - Microbiology sample sent in virology bag - both requested by Kathleen Winter (3926).  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  These samples could have ended up going to wrong hospitals due to being in wrong bag.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Errors logged, booked in and samples sent to the correct hospitals.				Network Services

		I17500		10/14/25		14:49		10/23/25		TSRT9 Level 1 13BB md16g sb13aa cf1c
additional concomitant exposures not added into notes and not highlighted to band 7 that further authorisation needed for additional concomitant exposures
-Patient already had additional image on #3 which was recorded in nav
-However offline review after #3 decision was to repeat #4/5 but was not recorded as additional exposures as per protocol, and therefore at that point should of been highlighted to a band 7 as further authorisation from a practitioner was needed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Thompson,  Aimi		Incident referred to DPSIG		No Harm		No harm				This was picked up during end of treatment checks via additional imaging summary 
-band 7 informed				Network Services

		I17480		10/14/25		12:00		10/23/25		Ordercoms number 9382880 Req by Joshua Lentink & 9382916 (TFT) requested by Rachel Brown 2 barcoded on 1 sample. Handwritten not on the label - only one brown top bottle ?? add thyroid function on afterwards.  Two barcodes on one sample is not possible.  Analyser cannot read two barcodes.		Ordercoms training organised by the IT team and Lab team. Training video sent to area lead to cascade to staff.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		error logged, booked in both labels but added the TFT on to the 9382880 and booked the other one in with a comment stating that TFT was added to the previous number.		One barcode should be used for one sample		Network Services

		I17233		10/14/25		10:00		10/15/25		Patient 1 called endocrine reception to say that she had recieved another patients appointment (patient 2) letter alongside her own letter. Informed by reception staff who took the call.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Staff		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Scott,  Andrea		Incident being managed locally		No Harm						Attempted to call back patient 1 to ask to bring letter in on her next appointment, no answer. Another appointment sent to the correct patient (patient 2). Attempted to call patient 2 to apologise and inform that her appointment letter had been sent to another patient in error, no answer after 2 days of trying. 
Reminded all admin staff to take care when sending out letters to patients.				Clinical Support and Specialist Surgery (CSSS)

		I17236		10/14/25		13:50		10/15/25		Patient confirmed they attended BCTH Bury Hospice for bloods on 14/10 at 13:50pm. Came to review her via nurse led oral sact 15/10, however no bloods on the system? Unsure where or if they have been mislocated. Apologies provided to patient and rebooked for tomorrow 16/10.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Datix completed to highlight error
Apologies provided to the patient				Network Services

		I17223		10/14/25		15:40		10/15/25		Patient complained of new severe back pain during C2 Odualag treatment.		Actions and result of actions taken	

Treatment stopped.
Medications given - pain settled.
Treatment recommenced at 1/2 rate as per ANP advice.
Who was involved or informed of the event	Chemotherapy nurse
Reasons responsible medical team not informed	ANP Jenny B involved.
Team emailed to inform as will need slow rate next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped. 
Observations taken. 
100mg IV Hydrocortisone and 10mg IV chlorphenamine given. 
Pain settled. 
Treatment recommenced at 1/2				Network Services

		I17227		10/14/25		10:20		10/15/25		The rolling floor control cabinet 'fell off' the gantry. the brackets holding it to the gantry sheared.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Staff		No Harm		Equipment incident		Medical		Damaged equipment		Hewitt,  Mark		Incident being managed locally		No Harm						Gantry stopped rotating. Patient removed from the bed, and gantry 2 taken out of clinical use for the day whilst the system was repaired				Network Services

		I17215		10/14/25		12:40		10/15/25		Date of birth incorrect on Sample for Group and Save request.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		11/3/25		Ward informed and new sample requested				Network Services

		I17219		10/14/25		18:00		10/15/25		Pt for 1 unit red blood cells. Unit arrived to ward and G0 number wrong - taken back to lab. Next unit came and prescription said 'irradiated blood not required' however when clicking on 'view prescription' it said 'Lifelong irradiated blood required'		15/10/2025 - Transfusion practitioner discussed with the prescribing Dr who advised that when completing the special requirements checklist, it stated 'no special requirements'. Ticket placed with Tech Bar for further review.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/16/25		Called the lab to explain the error. Unit not given to patient. Informed doctor and lab who confirmed pt does not need irradiated blood. Unit of blood that we had on the ward not irradiated. 

Doctor confirmed unit can be given to patient (see anno)
All observations in RN anno on CWP. 
Explained to pt the delay.				Clinical Support and Specialist Surgery (CSSS)

		I17257		10/14/25		08:00		10/16/25		14/10/25
Significant leak from molecular radiation 2 on ward 4 down to brachytherapy unit. 
large amount of water, leaking +++ in corridor of unit through the sky light panels on the ceiling. 

16/10/25
Early hours significant leak again on to brachytherapy unit. 
Shower was running in molecular radiation room - switched off. Felt this may be the cause. 

*Nuclear medicine assessed radiation of leak - nil. Ensured safety. 
update 09:10am started leaking again.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)				Incident affecting the organisation		Near Miss		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident being managed locally		No Harm						Escalated to estates. 
Attended MR room with ward manager (supplied radiation monitoring badges)
Estates felt toilet was the cause and confirmed fixed. 

17/10 - CSSS Governance: I have linked this incident to another incident, raised by Clinical Scientist I17238, whcih has been sent to DPSIG. Spoken about in CSSS DPSIG this morning. No Rapid Review from Estates. Incident sent to NWS as it's a CMPE issue				Network Services

		I17238		10/14/25		17:00		10/15/25		Brachytherapy ward staff alerted us to Estates staff (plumbers) entering room MR2 on ward 4 (BMRU) to investigate a leak. This is a Radiation Controlled area- only trained staff may enter, all others require a Permit to work and supervision for their safety. No-one in the Nuclear Medicine department was contacted for advice. Do not know who the plumbers were.				The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Staff		No Harm		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident referred to DPSIG		No Harm		Moderate harm				The Plumbers had left the ward by the time we were made aware. Therefore we think an incident is best way to draw attention to this.				Capital, Estates and Facilities

		I17262		10/14/25		10:30		10/16/25		TSRT9/ level 5/ 13J/SB13F/MOD13G/CF3A
Noted prior to #4 that there were no inf isocentre marks on vacbag.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		Escalated to superintendent radiographer
inf isocentre marked on vacbag during treatment #4.				Network Services

		I17266		10/14/25		10:30		10/16/25		Staff member walked around the corner to go into the treatment room on Ward 2 when she slipped on a damp floor. It had been mopped earlier - the slippery floor sign was there but it wouldn't have been visible from where the staff member was coming from.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Paterson,  Ruth		Incident being managed locally		Low Harm						Staff member was assisted to the staff break room and she using cold/ heat packs for the area on her leg just above the knee. She stated that she had fallen onto her knees but the area above her right knee was very sore immediately after the fall.
She is not a Ward 2 nurse - she was just helping out on the ward due to staff sickness and after a rest she returned to ambulatory care unit as originally planned.				Clinical Support and Specialist Surgery (CSSS)

		I17264		10/14/25		13:47		10/16/25		Sample mislabelled.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		New sample requested via phone.		To ensure samples are labelled properly		Network Services

		I17180		10/14/25		08:30		10/14/25		The date dictd is on 9 Sep 2025 on the referral letter, but our secretary received the letter on 13 Oct 2025.		- New Referrals team actioned accordingly.
- Requested amended referral letter.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Marked referral as urgent and asking referrer the reason of delay referral		- Proof read letters before signing off and sending out.		Network Services

		I17175		10/14/25		07:00		10/14/25		Unwitnessed fall in bathroom- patient found sat on floor after calling for help.
Patient states his conveen fell off whilst on the toilet, tried to pick it up off the floor but right leg gave way and he slipped off the toilet and onto the floor.
Did not hit head- able to recall event.
Patient usually mobile with zimmer- did not take zimmer frame and mobilised independently to toilet.
Safe footwear in place- hospital grip socks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations and BM checked immediately- stable, HR was elevated but patient was anxious.
Skin check- all areas appeared intact, nil visible injuries.
ward doctor and ccot alerted- ward doctor reviewed patient, see CWP.
Assisted with 2 off the floor- wheeled back to bed on commode. 
Call bell given to patient- advised to use for assistance.
Already known to PT/OT- was due stairs assessment today.
Handover updated.
Will update moving and handling care plan when lying and standing BP taken- will handover to day staff because patient has only just got back into bed.
Patient adamant he did not want us to update his NOK- happy to update her himself.				Clinical Support and Specialist Surgery (CSSS)

		I17196		10/14/25		11:30		10/14/25		Churchill Unit. Patient receiving 2nd cycle of Docetaxel. 5 minutes into infusion - started to feel very sick - also had severe back pain and looked flushed.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Obs taken - stable. Hydrocortisone and Chlorphenamine given as per hypersensitivity protocol. Symptoms dissappeared almost instantly. Re-started Docetaxel at slower hypersensitivity reaction rate - no further reactions.				Network Services

		I17197		10/14/25		15:00		10/14/25		I have just received a phone call regarding this patient`s appointment letter. The lady who called said she has received an appointment letter for this patient for a scan scheduled for the 23rd of October. The lady said that the address on the letter is totally different to the one we have for the patient, and that it is her address which is an M11 Postal address, where as the patient`s is M18. The lady is NOT a patient of the Christie.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Health Records				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/24/25		I asked the lady to destroy the letter, and apologized for the inconvenience, and that we will contact the patient to let them know about their appointment. I also contacted the secretary, and I have messaged the department where the patient is attending their appointment on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I17198		10/14/25		11:20		10/14/25		The patients pump was alarming as infusion had finished. 
I administered the treatment with Super nummary nurse.  I over estimated however I assumed that there was 100mls in the bag rather than 50mls (which was what the treatment was re-constituted in). Super nummary nurse inputted the volume in pump and I thought I had seen 30 minutes on the duration however as the over estimate was wrong, it was administered over 15 minutes instead of  30. Supervised by myself and I did not check correctly.		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/27/25		I completed observations. 
Informed the patient and explained the error. 
ACP Informed and she reviewed patient. 
Patient felt well- and discharged safely and safety-netted to hotline. 
Documentation completed on CWP		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		Network Services

		I17188		10/14/25		11:15		10/14/25		Extravasation of 50 mls of iomeron 350 contrast agent for a CTPA scan.
The patient did not report express that there was any  pain during the injection				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/15/25		attempted to withdraw the contrast with a syringe, canula removed  and applied cool pack. Medical illustration took photo		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17189		10/14/25		10:10		10/14/25		Contacted by paediatric medical team - experiencing increased no of high creatinine results for paediatric patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						identified all samples run on line 1 - shut down enzymatic creatinine on line 1. 
Samples rerun on Line 2 and amended reports issued.				Christie Pathology Partnership

		I17190		10/14/25		13:00		10/14/25		Patient attended for PBT planning scans. Christie profile obtained to check creat prior to IV contrast for planning scan. CWP blood result showed creat result to high for IV contrast so not able to have planning scan. High creat result highlighted to biomedical scientist as didn't fit patient's clinical status. Patient was rebled, creat rechecked, now in normal range. Patient has to reattend for a new appointment for cannula and scans.
5 other paed patient creats high , re analysed, now  normal				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						Patient was assessed to check if creatinine result reflected clinical status. 
High creatinine highlighted to biomedical scientist as querying validity of results.
Patient was rebled via cannula to see if creatinine result was accurate.
Cannula was removed as we were unable to continue with PBT planning scans as IV contrast could not be administered.
Apology given to parents and paediatric patient.
Patients planning scans were rearranged.
Other paediatric patients with higher than expected creatinines also highlighted to biomedical scientist. 
Samples reanalysed and new creatinine results acknowledged on CWP.				Christie Pathology Partnership

		I17191		10/14/25		12:15		10/14/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minutes break as per medical team advice and protocol.		Hydrocortisone 100mg, administered under PGD
Other, metoclopramide 10mg

ACP on unit present for support, Observations taken and NEWS2 score 2 and then decreased to 0.

Patient felt better after 30 minutes and treatment completed successfully.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minuted break as per medical team advice and protocol.		No documentation from ACP. If a review was not needed then documentation would of only been completed by the nurse dealing with the patient.

It was documented that the patient continued the rest of her treatment at a reduced dose when in fact it was a slower rate.

No documentation that team was emailed to ensure slower rate prescribed for next treatment.		Network Services

		I17192		10/14/25		09:00		10/14/25		2 new Gynae Clinical Oncology patients triaged on Thursday 9th October.  On Friday 10th October patients phoned by booking and left a voicemail message for patient to call back for details of Tuesday 14th October new patient appointment.  Patients did not receive message and did not call back.  Bookings team did not chase this, nor did they inform the Gynae team.  Patients did not turn up for appointment.  One category one patient contacted on the day and got a taxi to clinic.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Tuesday 14th October - patients phoned by Gynae team, urgent category 1 patient encouraged patient to attend clinic and team accommodated late arrival.  Other patients appointment rearranged.

RP - Apologised to consultant and investigated with the team.  Will update the incident review with further actions and findings.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		Network Services

		I17193		10/14/25		10:50		10/14/25		The correct consent form was present explaining what the patient were booked for on CWP. The paper consent form was correct but instead of stating 'brachytherapy' it had 'radiotherapy' in small print on the form, which weren't picked up until the WHO Time out.		Escalated on day, DATIX completed.
Ensure correct consent processes followed.
Scrub nurse to be present at sign in in anaesthetic room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Wilson,  Kay		Finally approved		No Harm		No harm		10/28/25		the entire team involved confirmed against the consent form on CWP to ensure it correlates with the paper copy. We all agreed the form provided was the radiotherapy consent form instead of the brachytherapy consent form. 

Correct Consent form was present in CWP (signed back in August)  need to ensure have correct consent form to hand at check in.		Process for brachy theatre patients needs paper consent form. Must be provided on transfer from ward.
Consent form needs to be confirmed and signed each treatment.
Scrub team did not do sign in in anaesthetic room with anaesthetic team - asked to do this in future. 
Correct consent checked in theatre by team but patient spinal and sedation already started.		Clinical Support and Specialist Surgery (CSSS)

		I17194		10/14/25		14:39		10/14/25		A patients documents (2) were uploaded to a different patients CWP				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Mis-filed documents		Vinod,  Cellins		Incident being managed locally		No Harm						Request for the documents to be deleted. I have already uploaded the documents to the correct patient. techbar now require a datix to be filled in before i can make a request for the document to be deleted so that is why no techbar reference has been added.				Research and Innovation

		I17201		10/14/25		15:00		10/14/25		TSRT9
2DkV confirmation image shifts applied and additional 2DkV concomitant exposure taken by B6 without approval from band 7, outside scope of practice.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Member of staff involved contacted and  clarification of scope of practice given.				Network Services

		I17202		10/14/25		12:00		10/14/25		Patient noticed 15minutes after her scan that she felt itchy around her inner right thigh. She called the attention of a Radiographer aide who called me to assess the patient. 
She consented for me to view the area, where I noted some hives. She also said that she felt flush and noted a possible rash on her left side too. Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction. Reaction form filled and alarms put on CWP and CRIS.				Clinical Support and Specialist Surgery (CSSS)

		I17204		10/14/25		14:20		10/14/25		Myself (RN) & another RN went to complete CD check for pts s/driver - counted 13 vials of morphine sulphate 10mg/1ml in CD cupboard, however 14 vials recorded in CD book, went back in book but couldn't find where a miscount had happened.		Lead nurse and pharmacist informed
NIC checked the patient's administration history and CD book and everything adds up on EPMA with the entries in the CD book
Full CD check done of the CD cupboard and all other controlled medication accounted for
Possibility of it being disposed in the sharp bin without realising it?		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		Also checked oxycodone etc. to see if could to find where error had occurred and looked at regular patients etc.
Asked other nurse to recount.
Escalated to Nurse in charge at time of incident.		Staff to be more vigilant when administering controlled medication		Clinical Support and Specialist Surgery (CSSS)

		I17213		10/14/25		09:28		10/15/25		TSRT9 / EL4 / 13GG / CF1c / MoD13HH / SB13CC 13HH
Noted on #2 that a treatment history check (CLOCK) had not been completed after #1.
Team treating chose to read through all of the treatment/machine data as protocol on #1 without the treatment history checked being completed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13GG Recording of additional information		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Band 7 was informed.
Treatment history check was completed after #2. All data was correct.

Uncertain which B7 was informed however have discussed with the treatment team who acknowledged they should have completed the CLOCK prior to treating #2 rather than after as the patient was not in pain & the delay would have been minimal. Reminded staff of importance of checking fractionation & if #2 checking prior to taking the patient in for treatment that CLOCK has been completed on QCL & assessments tab.				Network Services

		I17422		10/14/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician 
Datix completed where applicable
Pharmacy Homecare team has checked CWP for any relevant background and CMM to establish if patient has had their medicines re-dispensed.
Team aware and further supply has been made ready for collection.		nil		Network Services

		I17318		10/14/25		12:00		10/17/25		TSRT9

S2 patient - Patient activity  was in as lung for Oesophagus patient - IRMER site states diagnosis Oesophagus and site as mediastinum/scf. 
Preset fast lung M10 was used, noticed after patient was scanned #10 by s11.  Discussed with B7 who advised chest M10 should have been used,  resulting in more exposure than intended by protocol.  4mGy total over 10 #'s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Feedback to s2 staff				Network Services

		I17675		10/14/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC : 1 unit of platelet was requested on the 13/10/2025 @ 09 :57 AM, and it reflected on the laboratory result as pending, meaning request was received by the laboratory. On duty resumption today(14/10/2025), a call was placed to the blood bank via the ward intercom to inquire about the time when platelet would be issued. The laboratory personnel, stated on phone, that it would be ready by 15 :30hours because they were low in stock. (CONT)				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						@ Exactly 15:30hours, I rang the blood bank requesting to know when it would be issued as its still not reflected on the system as issued, then I was informed that a request form wasn't sent which was quite unusual as the RMO on shift stated he did send a request form. He however prepared another form, which I sent to the laboratory. I called for the third time to inquire when it would be ready and a staff confirmed that the previous form might be somewhere.

The above however caused a lot of distress and anxiety to my patient including the team.  Platelet was however issued late, and patient left late with partner who is to drive long distance to Scotland				Christie Pathology Partnership

		I17645		10/14/25		13:20		10/29/25		TSRT9 
During data input it was noticed that immobilisation devices used at RTP were missing from site set up, B7 alerted, able to determine no civco mattress used and nothing under knees, any poly can be used depending on patient preference. Note added to Navigator, this information was added to Site Set Up following confirmation of appropriate position on #1 CBCT scan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						Able to determine immobilisation used.
Note added to Nav.
Site set up amended following CBCT confirmation of appropriate position.				Network Services

		I17707		10/14/25		16:25		10/31/25		BNT-122-01 Trial - vital signs to be recorded at specific timepoints from infusion start and end times.
Vaccine 10 -  4h (+/- 10 mins) vital signs measurements were 5 mins out of window.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting the organisation		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Pickwell,  Thea		Finally approved		No Harm		No harm		10/31/25		Reported on deviation tracker.		To review handovers carefully and ensure that trial procedures are completed in a timely manner.		Research and Innovation

		I17329		10/15/25		15:30		10/17/25		IQemo prescription for 15/10 Carboplatin and oral Etoposide C2 D1.
- Carboplatin given as prescribed.
- Etoposide missed. PO tablets were supplied by pharmacy that day- pharmacist handed over to NIC that the SACT tablets were present on the ward.
- Etoposide not prescribed on CWP. Was supposed to be given at the same time as Carboplatin. One dose on Day 1, 2 and 3.
- Missed Day 1 and Day 2 of Etoposide.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Issue raised by ward pharmacist. Team doctor informed. Ward doctor informed team registrar as was unsure. Reg advised to re-prescribe for today to start day 1 and continue regime. Filgrastim to be prescribed 24 hours after last PO SACT. 
Team doctor informed patient for duty of candour.				Clinical Support and Specialist Surgery (CSSS)

		I17320		10/15/25		15:30		10/17/25		TSRT9

Incorrect image preset used #1-3. Small FOV preset used despite isocentre being greater than 13.5 cm away from lateral aspect of GTV/CTV.

Identified on #3 online image as unable to visualise full GTV/CTV - escalate to B7.

Additional dose to pt = 3.2mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Escalated to B7 online #3.

B7 justified additional image using Medium FOV preset to ensure GTV/CTV captured within XVI reconstruction.

Images not escalated previously (#1/#2) - unable to retrospectively assess coverage as image acquisition not adequate.

Preset changed offline for future #s.				Network Services

		I17301		10/15/25		16:05		10/17/25		Unit of platelets was collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.		Discussed incident with individual concerned who advised that there were no issues with the computer and they were adamant that they used CWP to collect.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Able to confirm traceability using the corresponding laboratory compatibility form.
Collected on 15/10/25 at 16:05.				Capital, Estates and Facilities

		I17295		10/15/25		22:40		10/17/25		Patient received a unit of RBC’s and the pre transfusion vital signs completed one hour and 25 minutes prior to its commencement.
NEWS not completed within the timeframe for transfusion vital signs.		Staff reminded to ensure		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Transfusion practitioners informed		Staff to ensure observations taken within 60 minutes of starting a transfusion and that this is documented in CWP prescription.		Clinical Support and Specialist Surgery (CSSS)

		I17296		10/15/25		14:50		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17413		10/15/25		22:30		10/22/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly as G095 562 542 313 7 on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 423 137 *				Clinical Support and Specialist Surgery (CSSS)

		I17263		10/15/25		12:21		10/16/25		Crossmatch sample mislabelled.		Scan for safety to help ensure proper documentation
Ward managers to documentation of crossmatch at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		New sample requested via Alertive.		To  accurately document cross matched sample for the benefit of patient safety.		Network Services

		I17253		10/15/25		09:30		10/16/25		Patient was on C@Home list seen at 09:35 and assessed as ok to proceed with treatment.  SC Atezolizumab given with no issues.  Nurse unable to get onto CWP or Iqemo as laptop not connecting trust wifi.

Patient seen in clinic at 14:41 on same day to discuss scan results and these showed disease progression and plan was to change treatment.

Nurse returned to main site at around 16:30 and was going to enter batch numbers and annotate on CWP but script had now been cancelled by clinic.		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home		The Christie NHS Foundation Trust / Digital Services / External Digital Environment				Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Meek,  Crawford		Rejected		No Harm		No harm				Staff rang pharmacy to get script put back on, CWP anno from clinic they were aware that treatment had been given and this was done so nurse could annotate.

This is a near miss and could have been a larger issue need to look at improving the C@Home team access to trust intranet when off site to avoid further incidents		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		Network Services

		I17254		10/15/25		14:00		10/16/25		observing staff member reconstitution a pembrolizumab 100mg vial (Lot Z009879 expiry 02/2027)
as they put the closed system vial spike into the vial the silver rim of the vial itself came loose.
Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		staff member instantly realised this and no drug was spilled.
correct PPE was worn and no contamination to staff member.

drug vial disposed of via sharps bin.

escalated to management as similar issues have occurred recently.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		Network Services

		I17255		10/15/25		21:00		10/16/25		Insufficient sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Tried to request new samples, no answer from the ward.				Clinical Support and Specialist Surgery (CSSS)

		I17270		10/15/25		13:00		10/16/25		set opened, set checked, on the instrument checklist 6 hiess, 7 heiss in the tray, tray used, note made  on the checklist, counts correct, set sent back with 7 heiss
CHR00000020, 299377237,		Issue reported to Steris.
Discussions had with team and at the staff meeting on process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Wilson,  Kay		Finally approved		No Harm		No harm		10/27/25		tssu staff informed coordinator the next day, coordinator escalated to TSSU band 7 and TSSU lead, datix completed		ensure that all instrumentation matches tray sheet before use as part of operation count.		Clinical Support and Specialist Surgery (CSSS)

		I17272		10/15/25		12:23		10/16/25		Patient was admitted to the CRF Unit, completed C1D1 on 14th of October. Patient still an inpatient for C1D2 trial procedures. As per protocol, patient is to skip the morning dose of trial treatment and to not be dosed until after 36hr post-dose assessments completed. Reviewing Dr notified that patient had been incorrectly dosed at the 24hr point with trial drug. This occurred prior to 24hr post-dose assessments were completed. As a result, the 24hr and 36hr post-dose assessments will be invalid				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Finally approved		No Harm		No harm		10/23/25		PI of the trial informed, patient reviewed by the doctors to assess if any AEs had occurred. Sponsor informed via email. Dosing at the 36hr mark had been withheld so that patient only dosed the once on C1D2. Patient informed of error as part of duty of candour. DATIX completed. To be escalated in monthly RISK meeting.				Research and Innovation

		I17273		10/15/25		12:00		10/16/25		TSRT 9

Picked up at #1/20 during cross check of iso move directions in the room that CMA move had been input into site setup incorrectly. Post move so should have been +2.2 but input as -2.2.		- Corrected error. 
- Discussion with staff involved. 
- Documented.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Ensum,  Hannah		Finally approved		No Harm		No harm		10/30/25		- Band 7 informed. 
- Cross checked plan and amended CMA moves. 
- Patient aligned to tattoos again and CMA moves reapplied. 
- Cross checked move directions against plan and correct. 
- Proceeded to image which was acceptable. 
- Treatment completed as planned.
- DATIX submitted.				Network Services

		I17286		10/15/25		13:11		10/16/25		Patient reacted to Carboplatin, volume infused 360mls.
Eaction grade 2:
Itchy palms, swollen fingers, rash on face and neck, slight rash and tingling around mouth.		The correct procedure was followed- carboplatin hypersensitivity protocol followed. 
Patient will continue treatment but on a de-sensitising regimen		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		Moderate Harm		No harm		10/17/25		Stopped the treatment, IV Hydrocortisone and IV Chlorphenamine  administered. Recovering within 10min., swelling settled within 30min.
Escalated to the consultant. Patient for  Carboplatin de-sensitisation.				Network Services

		I17220		10/15/25		09:05		10/15/25		There are 2 consent forms in the patient notes. The latest date is the correct consent form which matches the list. This was used at check in by  the waiting area A/R prac. and the anaesthetic practitioner for T1. However, in the anaesthetic room the old consent was shown to the scrub nurse and signed by the anaesthetic prac. The patient had correctly verbally consented, on checking in.  It was identified in time out that the old consent form had been used in the anaesthetic room check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Jones,  Tracey		Incident being managed locally		No Harm						Spoke to the surgeon at the table and queried removing the old form however he said to retain it as a record of conversation.  Carried on the time out using the correct consent form. Asked line manager how to proceed,  who checked the check-in consent , which established the patient had verbally consented as per the correct form. NB Team commented that It did not help that the list order changed last minute, as the scrub  team were already prepped to carry out SLNB on the original first patient, so may have had that foremost in mind. SLNB was the procedure on the incorrect consent form.				Clinical Support and Specialist Surgery (CSSS)

		I17221		10/15/25		00:00		10/15/25		I have on two recent occasions (details below) identified radiology reports that show my name as one of the reporters on a scan when I have had nothing whatsoever to do with that scan or its report. This is a result of a setting in SECTRA PACS that auto-populates additional names on reports unintentionally. It is hard to detect the scans that have inaccurate author details. This represents a risk to the patients, reporters and to the trust - insufficient character allowance to explain				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		PACS manager and consultant PACS experts within department informed. Raised issue at consultant meeting with departmental leads present. Requested that reports be corrected - at time of writing my name is still erroneously recorded against the affected reports.
 
The functionality that introduces the risk is built into our computer systems and as such is very difficult to eliminate. It is also very hard to detect when it has happened - both the reporter and the person erroneously named as reporter can be unaware. I have only detected these cases by chance and we have no way of telling how many patients are affected across the department.

There is risk to patients because referrers can be falsely led to believe there has been consultant review of scans when there has not. 
There is risk to consultants who could be falsely held responsible for errors in radiology reports that they have had absolutely no input in.
There is risk to trust as this false documentation of reporters undermines their ability to investigate incidents and patients complaints involving radiology reports.

Scan reports that I know to have been affected (and still have inaccurate author details) are:
RBV202107068 FDG PET-CT dated 6/9/25
RBV202310044 XR Chest dated 30/9/25
RBV202502082 XR Chest dated 30/9/25
RBV202502185 XR Chest dated 30/9/25
RBV201914656 XR Chest dated 30/9/25				Clinical Support and Specialist Surgery (CSSS)

		I17222		10/15/25		10:40		10/15/25		Multiple interlocks including Layer switch error, Generator time out, emergency stop etc )during the middle of second beam of SUP isocentre. Lost couch compensation. Informed MCR and Superintendent.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Compensated couch and additional 2D taken.				Network Services

		I17216		10/15/25		10:10		10/15/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Team took the image, proceeded to open the 2D online image review workspace which opened behind tabs on a different computer screen. Engineers were called and refreshed each individual screen to try and open the workspace on the correct computer. Engineers restarted the CCP and Band 7 authorised another image.  2nd Image taken and matched well.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Band 7 and engineers informed. Patient wanted to sit up so radiographers went into the rooms to help. Engineers restarted the CCP and Band 7 authorised another image.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		Network Services

		I17217		10/15/25		11:05		10/15/25		HCAs found a DTI on pt's buttocks. Have made nurse in charge and nurse aware.		HCA Away Day in December focus on pressure area prevention and care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		No Harm		No harm		10/22/25		Medical illustration came up for her but she declined. 
TVN referral done. 
To update SSKIN bundle. On regular turns. 
Datix done.		All correct actions at time of finding DTI 
Ensure consistent and regular pressure area care given prior to DTI		Clinical Support and Specialist Surgery (CSSS)

		I17218		10/15/25		10:40		10/15/25		it was C1 D1 administering paclitaxel, 300 mg in 1 hour. after administering 205mg  patient felt hot and flush. so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Nurse that made the drug error had administered the 3 hour paclitaxel over 1 hour and has been open and honest about their mistake and emailed the team. 
The team stated - 
Thank you for updating us.
Please can you complete a DATIX just for learning purposes? (which has been done)

I don't think we need to make changes to her iQemo script at this point,  as her reaction was due to a mistake in her paclitaxel rate in this instance. 

Very best wishes from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Take time when administering chemotherapy. Ensure correct route, dose and rate. If unsure always check with another member of staff or an educator.		Network Services

		I17225		10/15/25		12:45		10/15/25		patient bone marrow request scanned onto wrong patient on cwp		scan removed
discussed with staff member to check correct patient record identified.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Broomhead,  Jan		Finally approved		No Harm		No harm		10/31/25		bone marrow request scanned onto correct document				Network Services

		I17237		10/15/25		14:00		10/15/25		Missing PGD stock 
1 box of fybogel
3 single enemas				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Finally approved		No Harm		No harm		10/29/25		Stock levels recalculated. 
Informed line manager 
Datix completed				Network Services

		I17234		10/15/25		13:10		10/15/25		On the 3rd reduced rate of paclitaxel pt complained of chest discomfort, flushing to the face, tickly cough.		Note  from review by SpR MedOnc on call

Alerted to review patient due to ?paclitaxel reaction despite rechallenge with desensitisation pre meds and slower rate

Part way through reduced rate of paclitaxel patient suffered a new cough, left sided chest pain, mildly tachypnoeic on obs

Received 200mg IV hydrocortisone in all 

On attending, obs normal, pain and cough resolved

ECG - AF (known AF), rate controlled, nil ischaemia

O/E

HS dual

Chest clear

No tongue/lip swelling

No rash

Imp

Grade 2 Hypersensitivity to rechallenge paclitaxel

Plan

1. Informed clinical oncology team

2. Not for further paclitaxel today; for carboplatin today		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Infusion stopped immediately.
Asked for help.
NEWS2 completed.
IV 100mg Hydrocortisone given under PDG by Sister on ORTC.
As symptoms still persistent after the first bolus of hydrocortisone, second 100mg IV Hydrocortisone administered under PDG by Sister with a good effect.
IV 1g of paracetamol administered for pain by Sister as per IQEMO.
Concerns escalated to clin onc who came to review pt. 
ECG completed. 
Pt reports feeling better, pt not for re-challenge of paclitaxel as per clin onc		Message from patients medical Team 

Many thanks for reviewing pt.

Patient had a taxane reaction G2 on C2 and was re-challenged as per protocol for C3 (today), unfortunately he had another G2 reaction so will continue carboplatin and paclitaxel discontinued. He is very well and I agree to continue carboplatin today.

I have discussed this with other members of the team not for further paclitaxel and continue single agent carboplatin. Wil amend script to reflect above.		Network Services

		I17235		10/15/25		00:00		10/15/25		Hospital letter scanned on incorrect date 24.10.2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/17/25		Scanned on correct to correct date 24.09.25				Clinical Support and Specialist Surgery (CSSS)

		I17230		10/15/25		10:03		10/15/25		Patient  had Paclitaxel in 3 hours but by mistake I started it at 1 hour. after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		Low harm		10/20/25		after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		Network Services

		I17231		10/15/25		14:20		10/15/25		Transport failed to collect patient for her treatment. Was arranged with transport managers with less than 24 hours notice due to the patient being treated at a different site and reassured this was ok. Transport failed to collect patient resulting in the patient missing RT. Transport contacted and mentioned that it is not possible to arrange with less than 24 hours noticed and that this should never have been booked in.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		18B Transport issues		Scott,  Andrea		Incident being managed locally		No Harm						Patients radiotherapy was cancelled for today. Patient contacted via phone and informed that an appointment will be added on to the end. As a result of this transport failed, this additional appointment has cause issues with capacity.				Network Services

		I17232		10/15/25		11:00		10/15/25		IPU outpatient plastic clinic lead by SHCA who had patients ready to be seen at 08.50 (start time 09.00). Delayed start with the surgical team not seeing patients until 09.20am. Clinic delayed through the morning as a result. At 11.00am, 4 x (1 new, 3 f/up) patients. 24 pts in total experienced a delay ranging from 20minutes to 90mins.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Smith,  Lydia		Incident being managed locally		No Harm						IPU co-ordinator apologised and informed patient of delay on behalf of the plastic surgeons and clinical nurse specialists as clinic progressed. Refreshments offered with explanation. Datix submitted.				Clinical Support and Specialist Surgery (CSSS)

		I17240		10/15/25		14:00		10/15/25		I have noticed that paclitaxel infusing through a filter line that was not changed after pembrolizumab upon administration by my colleague.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		Infusion paused. 
Advise sought from CPEF who advised me to attach another line on the 3-way tap and re-start the paclitaxel that way without disconnecting the line to prevent leakage of chemotherapy. Pt aware that 17mls in the line of the treatment will be lost as we are not able to give treatment through the line used for pembrolizumab. Pt upset about it. Pt tells me that ''I had no problems in blue team last time, my son doctor is not going to be happy about this''. Conversation witnessed by Sister on ORTC. Re-assurance and apologies made again to the pt.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		Network Services

		I17241		10/15/25		14:50		10/15/25		Patient received a platelet transfusion. End observations not completed. Patient sent home without end observations.		Action created on the action section of this record. 
Incident to be closed		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Patient contacted to check that they feel well as has previously reacted to platelets. Discussed with staff member who forgot to complete end observations.				Network Services

		I17242		10/15/25		14:11		10/15/25		Phone call from Salford labs patient AFB positive. Awaiting further sputum samples.
Medical annotation 14/10/25 13:23 'given Quantiferon +ve, will send sputum samples t test fr TB - indicates exposure '.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Perry,  Liz		Incident being managed locally		No Harm		No harm				Alertive sent to nurse in charge on ward 4, ward manager, patient flow and Medical doctor in charge of care. Patient isolated. Patient contacts noted for Surveillance on IPC tracker. On call microbiologist informed. On call microbiologist to contact Salford microbiology due to cover day shift tomorrow. Ward 4 matron and Lead nurse contacted to inform. Ward manager contacted to compile Staff exposure list. Occupational health contacted. Spoke to medical doctor via alertive more samples to be sent and to be reported to UKHSA.				Clinical Support and Specialist Surgery (CSSS)

		I17243		10/15/25		16:42		10/15/25		After 25.5mls patient started to feel unwell, flushed and chest pain. 
Observations checked 
BP 148/79
HR 66
SATS 94%
RR 27
TEMP 37.2

3L via nasal specs to help 02 recover to 100%		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	

Treatment stopped immediately, colleagues made aware.
100mg hydrocortisone administered and 10mg chlorphenamine given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware

Medical team emailed to follow up		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped immediately, colleagues made aware. 
 100mg hydrocortisone administered and 10mg chlorphenamine  given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware				Network Services

		I17244		10/15/25		07:30		10/15/25		Patient seen on AACU 14/10/25 for attempted NG tube insertion (head and neck ca). Patient declined to stay overnight for NG insertion 15/10/25 mane. Patient returned to Christies 15/10/25 mane but was unfortunately taken to outpatients instead of IPU, where the staff member sent him home as no o/p appt on system. Bolton Hospice liaised with IR co-ordinator on patient's return and made decision to blue light back to IPU for NG insertion due to low blood sugars and no way of feeding patient.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Berman,  Danielle		Incident being managed locally		Low Harm						IPU co-ordinator phoned outpatients where member of staff confirmed they turned pt away earlier today. IR team attempted further NG tube insertion on return to Christie - IPU where they were unsuccessful. Patient refused further NG insertion attempt. In line with patient's request and consultant radiologist aware, patient transferred back with same ambulance crew to hospice where he will reattend for an outpatient appointment mane 16.10.25. Parent team consultant messaged on CWP. Attempted to message team/CNS via Alertive, however at this time it was 16.30pm - OOH. Handover given by IR team to hospice.				Network Services

		I17245		10/15/25		17:30		10/15/25		Started on rechallenge caelyx
After 13mls complained of slight 'twinge' in lower back.
Infusion stopped and pain resolved. After discussion with senior nurses treatment restarted.
After 17.9mls back pain returned. Still very mild.		Then following above situation - Patient appeared flushed and red after 96mls of Caelyx total
Infusion stopped and 100mg hydrocortisone administered under PGD
Obs documented and improving
Currently on 4l oxygen nasal cannula
To be reviewed by Junior Dr before deciding to go home
to email team

Doctor documented - Carbo/Caelyx on hold - requested clinic FU on 28/10 as had x2 reactions to caelyx despite changes made to script and pre med chlorphenamine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		infusion stopped and contacted on call Akhlaq Maan who advised likely grade 1 reaction, and that given back pain now resolved can give 100mg hydrocortisone and rechallenge. To stop and not rechallenge if back pain reoccurring.
Hydrocortisone given under PGD at 18.10
Restarted treatment at 18.30
So far no recurrence of symptoms
To email team		Always confirm plan with doctors if outside of protocol.		Network Services

		I17246		10/15/25		08:30		10/15/25		Patient fell off toilet, landed onto knees with zimmer frame holding upper body up. NIL head injury. Emergency buzzer pulled, assisted back from fall to bedside chair via commode. Patients observations recorded and fine, doctors aware and assessed patient for further injury. NIL further treatment needed related to fall		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I17247		10/15/25		19:00		10/15/25		Patient went off ward. 
Came back with porter and seemed unconscious. 
Porter reported she was found on side of road. 
Taken back to bed. 
Patient not making sense. 
Not able to communicate. 
Observations taken. BP low. Asked Dr to prescribe stat dose of fluids. 
Bms stable. 
When helping patient to bed found substance in a packet. Looked green and brown and finely chopped. 
Gave to NIC. Locked in DC cupboard. 
Patient safe in bed. 
Will continue to monitor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations taken. 
Bms taken. 
Reported to NIC and Doctor. 
 [incident I17251 has been linked to this record as it involves the same patient - MSO]				Clinical Support and Specialist Surgery (CSSS)

		I17484		10/15/25		08:00		10/23/25		Ordercoms numbers 9383243 and 9383241 requested  (3778) - CPW samples sent for virology testing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and comment added in synergy.				Clinical Support and Specialist Surgery (CSSS)

		I17485		10/16/25		08:00		10/23/25		Ordercoms number 9384727 requested by Jessed Oliver Ext 1197 -  MRSA swabs in virology bag. (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and samples sent to Salford.				Clinical Support and Specialist Surgery (CSSS)

		I17457		10/16/25		14:33		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17458		10/16/25		12:00		10/23/25		Addressograph cut off on request form for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17248		10/16/25		01:45		10/16/25		POCT VBG 15/10/25 at 5.45am and POCT VBG at 01.45 16/10/25, patient on 2 litres O2 and FiO2 should be 28% but is 21% on VBG- RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				Clinical Support and Specialist Surgery (CSSS)

		I17287		10/16/25		13:00		10/16/25		TSRT9/level 5/ 13i /CF1c/CF2c/MD13i/SB13i

#3 DIBH 3 field breast
Radiographers imaged TP but omitted SCF image. Realised after delivering 80mu.
Paused beam and escalated to B7		reminder to staff to follow protocol		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		As beam had been partially treated decision made to deliver beam.
Daily imaging
SGRT used for monitoring
TP in tol, SCF in tol previous 2 #s
Staff reminded of importance of making sure following protocol.		follow protocol		Network Services

		I17288		10/16/25		15:50		10/16/25		C1D15 Paclitaxel
18mL has gone through
patient appeared red in colour
chest tightness and back pain		Medication given for drug reaction	
Oxygen as saturations were lower than normal threshold. And patient had chest tightness.
Hydrocortisone 200mg, administered under PGD
Actions  taken - followed the hypersensitivity protocol
Patient tolerated slow rate and completed the dose.
Emailed- Responsible medical team

medical team documented in notes - 	
Emailed about recent hypersensitivity to paclitaxel. I have added in dexamethasone pre-med and asked for slower rate of paclitaxel.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Stopped infusion
called for help
Obs taken
Dr on duty informed
Hypersensitivity protocol followed
Patient felt ok within 15-20 mins		Cannot see on CWP that observations taken or documented. Will clarify with nurse who submitted datix.

Spoken with nurse who as present at reaction - email sent from her states - 

Apologies, I didn’t realise that I hadn’t documented the observations on CWP . However, I remember that the patients Spo2 dropped to 93-92 and the patient reported experiencing chest tightness. Oxygen was applied for approximately 10-15 mins after which the patient Spo2 maintained within normal range on room air .Other vital signs were within normal limits. Restarted the treatment after 30 mins on slow rate and patient completed the infusion without any issues.		Network Services

		I17289		10/16/25		16:00		10/16/25		Bone marrow transfusion brought to the ward at 4pm with 1.8 litres to be infused. It was not possible to infuse it all with hours.		Discussed with the lab team:
A reminder to think about dilution factors.
For future BMH, if this happens again, to prioritise issuing this above other transplants / workload.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Bone marrow infusion given with consent from medical team.				Network Services

		I17290		10/16/25		19:25		10/16/25		Patient had completed third desensitizing bag of carboplatin, returned from the toilet reported she felt very warm, appeared slightly flushed, also mentioned itching around abdomen and down arms.		Team emailed to inform them 
They will need clinic review to consider future treatment.

NEWS2 score initially 4 then decreased to 1. Safely discharged.

Consultant documented -
Reacted to carboplatin on de-sensitisation protocol after approx 1/8 of the dose.

Stop carbo, continue with SA paclitaxel		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		Treatment stopped, piriton and hydrocortisone given under PGD, observations recorded and stable. Resolved quickly, patient discharged.		Patient safely discharged and communication sent to team.		Network Services

		I17291		10/16/25		15:00		10/16/25		Pt has increasingly become more confused today. Pt was very agitated that she has been flailing and writhing that she had 2x witnessed falls assisted to the ground from her recliner chair, we have used a hoist to get her back in bed. Pt was very frightened and unable to reason with. Emergency buzzer was pulled both times.
On 1:1 supervision. Aw capacity assessment for DOLS.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Drs made aware and reviewed. 
Needs a capacity assessment
Pt did not hit her head. No evidence of lacerations
Pt currently very confused, Lying and standing blood pressure inappropriate at the moment. 
CSU taken.		Difficult and complex situation, rapid disease progression 
NOK updated regularly throughout last week of life. All MDT involved to best support patient		Clinical Support and Specialist Surgery (CSSS)

		I17274		10/16/25		14:30		10/16/25		Patient referred for PICC line insertion as previous PICC removed due to ?infection.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team stated this would be done.
On arrival to ward, patient states only used eradication wash once and was told by her RN to only wash her arms so full body wash not done and full eradication not completed.		Contact IPU for information/posters regarding eradication treatment and disseminate to the teams. Introduce this to Induction of new staff.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		NIC of ward informed.
Patient informed and advised of reason for eradication therapy and advised to recommence full eradication while IP on ward.		Ensure staff are aware that eradication treatment pre line insertion is for 2 days and full body coverage. In urgent situations staff must speak IPU for clear guidance		Network Services

		I17275		10/16/25		10:00		10/16/25		Patient referred for PICC line insertion.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team happy to proceed on 1 day eradication only due to urgent clinical need.
On arrival to IPU, patient states only wash his left arm with eradication wash as advised by his RN that morning.		Discuss the procedure of pre line insertion eradication treatment on induction of new staff. Ask IPU for information or poster they may have for the clinical areas		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		Patient's right arm washed on IPU with Octenisan wipes, as PICC line was due to be inserted on right arm. Advised patient of importance and reason behind eradication therapy and advised to continue with full body wash whilst remains an IP.
NIC of ward informed.		Increase awareness within the clinical areas of the pre line insertion eradication process.		Network Services

		I17276		10/16/25		15:15		10/16/25		TSRT9 13CC SB3i MD13CC CF3a
machine fault after XVI review 
patient off the bed and taken to another machine, resulting in an additional image		MLC not ready - Y1 8 not moving - Replaced - Shape test 2x completed - SC completed lightfiled		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Raisbeck,  James		Finally approved		No Harm		No harm		10/20/25		MLC fault 
engineers called and patient taken off the bed 
moved to another machine with an additional image authorised by band 7 
Additional image 0.8mgy delivered		Leaf key failiure.		Network Services

		I17277		10/16/25		11:55		10/16/25		Upon drawing up Pembrolizumab using the closed system equipment according to instruction, the drug started leaking once the syringe plunger had been pulled. (Vial batch no. Z009879)				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		Issue reported and escalated to PEFs. Vial that leaked was not used. PEF staff came to investigate the equipment				Network Services

		I17278		10/16/25		13:40		10/16/25		a leak occurred during the preparation of pembrolizumab within a closed system while using PPE. The leak was identified after the liquid was drawn into the syringe and the air was pushed back into the vial (in the closed system). Small amount of the drug leaked from the vial. 

pembrolizumab vial- lot: Z009879, EXPIERY:02/2027				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		No exposure to staff occurred due to the use of PPE, and the area was immediately cleaned. 
full closed system placed into the sharps bin and PEF team reviewed and photos documented by the PEF.				Network Services

		I17271		10/16/25		13:30		10/16/25		Patient was due Irinotecan today. It is prescribed over 30 minutes, however she has for awhile required an Atropine injection prior to administration due to cholinergic symptoms. The Irinotecan was administered over 30 minutes rather than 1hr 30 min despite the Atropine being given prior.
Patient complained of further cholinergic symptoms including excess saliva production and mild stomach cramps so a second dose of Atropine was prescribed and administered.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/27/25		Senior nurse discovered that the Irinotecan was given over an incorrect time, it was given over 30 minutes instead of 90 minutes. The patient was informed and apologised to. The ANP on unit was informed. Observations taken and patient monitored. Nurse who administered the chemotherapy was informed as well.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		Network Services

		I17268		10/16/25		10:00		10/16/25		Ptt had robotic total hysterectomy on 9.10.25. Sent home with catheter and TWOC appt for 16.10.25 on IPU. 
Pt called on 15.10.25 and not attending due to travel issues. When asked if a DN referral was sent, as requested by pt on d/c, pt informed no referral was sent. Pt then stated that she would remove it herself. IPU scheduler documented this on CWP, however, did not escalate this verbally to any senior medical team member. Upon calling the pt on 16.10.25, pt has removed it herself.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hibbert,  Caroline		Finally approved		No Harm		No harm		10/30/25		Called patient to ask if she was okay. No answer. Called mother, who confirmed the patient had "cut out" her catheter. Passed coordinator number to mum to pass to patient. 
DN referral completed in hopes they can go out today she assess patient is well.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		Clinical Support and Specialist Surgery (CSSS)

		I17269		10/16/25		00:00		10/16/25		Wrong Oncotype result in notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Datix filled in so that I can request IT to remove it. Correct Oncotype report requested.				Network Services

		I17252		10/16/25		08:40		10/16/25		i have scanned documents for the wrong date. 

the 2 documents are:

histopathology -- scanned in on 15/10
mr scan -- scanned in on 14/08

i was informed by the proton mdt team				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Bryan,  Dwain		Finally approved		No Harm		No harm		10/21/25		i called them to clarify which documents they wanted me to remove as it wasn't straight forward. they advised which ones to remove. i have asked techbar to remove these documents				Network Services

		I17265		10/16/25		09:00		10/16/25		TSRT9 / LEvel 5 / 11V / SB11t / CF7a MD12l
Plan not ready in timely manner. Not exported to radiotherapy prep with enough time to ready it for patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/31/25		Pt due #1 @ 10am 15/10/25. Plan had dose verif evening of 15/10/25. Needed final check 16/10/25 am. Finally exported to prep @9am 16/10/25 giving 1 hour for input/check/image prep process to take place. Noted at prep that intent to treat annotation was inadequate so needed to contact Dr to do this further slowing this process.

Further investigation
Late export from treatment planning had been accepted by prep room, owning to the DV requirement it wasn't possible to export any earlier. 
Delay re Intent treat annotation is a separate from treatment planning delay.				Network Services

		I17412		10/16/25		13:35		10/22/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Documented as G095 625 382 732 9
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 382 739 K				External Other Trust

		I17297		10/16/25		13:00		10/17/25		Document accidentally uploaded under 'date received' rather than 'clinically relevant date'				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Put a ticket into techbar requesting the document to be removed, so that it can be re-uploaded under correct date. Request - INC-117849 - document has been removed.				Network Services

		I17293		10/16/25		20:30		10/17/25		MASD to skin under both breasts, lower stomach and groin areas. Present on admission, has been using barrier creams at home, due to perspiration not incontinence.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		TVN referral, barrier spray applied and given to patient. NIC informed.				Clinical Support and Specialist Surgery (CSSS)

		I17294		10/16/25		21:00		10/17/25		CD was taken out for patient at the right time - no access was available so cd was wasted but EPMA wasn't updated so the reminder was gone. CD ended up not being given as by the time I realised it was too late and would have disrupted future doses - dr made aware - pt states no pain but will monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Informed dr, wrote datix and will inform ward manager when on ward				Clinical Support and Specialist Surgery (CSSS)

		I17282		10/16/25		15:40		10/16/25		patient had an extravasation while on the scanner, first flush of cannula was fine. pt. confirmed no discomfort then .checked on pt and they confirmed no pain during scan.  however ,  during scan, there was no contrast on image.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		scan was stopped immediately. made sure patient was okay . medical illustrations was contacted . pt. was given an ice pack to apply on area of extravasation and arm was elevated for 5-10mins. 
pt was given follow up instructions on how to manage the extravasation and reassured everything would be okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17280		10/16/25		15:43		10/16/25		CT scan was needed to be done of this patient's thorax, abdomen and pelvis. Test bolus injection  of 10mls of Saline given at 2mls/sec. This went through fine. Patient injected with iomeron iodinated contrast agent. 19.7mls went in but the patient said she was feeling pain so the injection and the scan was stopped. I went in to check and the contrast has extravasated into the skin. 8 CM X 6CM LUMP - SWOLLEN AREA. RED AND TIGHT SKIN. MASSAGED AREA, ELEVATED WRIST AND ASPIRATED AS MUCH AS POSSIBLE				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		Aspirated as much contrast out of wound as possible. - approx 6mls. Massaged skin, cold compress applied. Limb elevated. Checked with patient that pain had subsided and she said it had.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17321		10/16/25		18:30		10/17/25		I came on to my shift on the morning of the 17/10/25 and noticed that the patient had a bag of saline with 4% glucose running, I queried this with the nurse who had been looking after them overnight and he said he wasn't the one who put it up, looked at the prescription and noticed it was meant to be hartmans running. informed doctors, checked pt blood sugar which was fine. 

had to select diabetic medication as option for saline wasn't available		spoke to nurse who had put up incorrect fluid - asked her to complete a reflection		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		drs informed, bag of fluid taken down, blood sugar checked		importance of checking correct fluid being administered		Clinical Support and Specialist Surgery (CSSS)

		I17313		10/16/25		16:20		10/17/25		Immunotherapy  attached to A line rather than B line in error. Immunotherapy then removed from A line and reattached to B line in blue tray. When attaching B line to pump the clamp was not on and caused a spillage of about 5ml before line was attached to pump. The Spillage went on pump and small amount on the floor. 
None went near the patient.		Spillage discussion had with reporter on the day of incident.  Minimal spillage ? saline ? treatment - reported approx 5mls spilt in try and droplet on floor.  Advised re following spillage policy.  Discussed with NIC.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ingham, Mrs Andrea		Finally approved		No Harm		Low harm		11/5/25		Spillage kit used. Floor cleaned, pump cleaned and domestic was to be made aware to clean floor. 
Pump isolated.
Medical team made aware. 
Ward manager made aware. 
Once first administration was finished new IV line was used. Was deemed correct from medical team to continue with infusion rather than wasting drug		Ensure staff know how to utilise the infusion devices and know how to trouble shoot when something untoward occurs. 
The patient and the nurse remained safe and were supported by other appropriate staff during the incident.
Always ask another treating nurse to supervise / talk through your intended process when dealing with important clinical aspects such as this to ensure safety at all times.		Research and Innovation

		I17335		10/16/25		22:00		10/18/25		Pt was being cleaned and repositioned and a DTI was found on pt buttock which the daughter hadn't noticed before.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		Low Harm						Barrier cream applied and pt repositioned - explained to pt family about pressure areas being relieved.				Clinical Support and Specialist Surgery (CSSS)

		I17362		10/16/25		10:00		10/20/25		Inspection of the GA anaesthetic rooms was taking place, Christie GA staff who had access to the MRCAA, authorised the enter of at least 3 of the inspectors, whilst a patient was beings scanned. All of the inspectors had never been into the PBT MRCAA before and had not been screened to enter. No one in the GA team is an MR Supervisors.		As a result of the MR safety incident reported on the 16/10/2025
An action/learning from this incident, please can the anaesthetist who provided access to the MR controlled access area please re-read the local rules and re-affirm their understanding. This need to be done on their next working day in PBT. 

The key points to note from this incident 
The anaesthetists are MR Authorised Person MR Environment
Free access to MR controlled access area (excluding magnet room)- Yes
Responsible for others while in the MR CONTROLLED ACCESS AREA (excluding MAGNET ROOM)- Yes
Free access to the MR  ENVIRONMENT- Yes
Responsible for others while in the MR ENVIRONMENT-No
May screen visitors- No 
In this scenario the visitors should not have been given access by the MR Authorised Person MR Environment (anaesthetist) without the visitors been screened by an MR Authorised Person (Supervisor) e.g. Radiographer. 
As an MR Authorised Person MR Environment, you are required to read the following: 
1 MRI Safety Policy
3 Local Rules
4 MRI staff training policy
5 MRI procedures and policies
8 Safety screening guidelines
9 MRI QA requirements
Not essential reading but must be aware of
2 UK CEMFAW Regulations
6 MRI implant procedures
7 MRI forms
The above documents (MR Safety Framework) are located on HIVE under QART -Radiotherapy protons - Pre-treatment -MR sim - MR specific Documents HIVE - Proton Beam Therapy - Main List (xchristie.nhs.uk)		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT pre-treatment						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		I immediately followed them into the MRCAA area asking them to stop however the GA staff (unsure if it was an ODP or Anaesthetist as I did not recognise them) who had swipe access, stated they did not need to enter the MR Environment so it didn't matter.
I then proceeded to screen the staff who were not authorised and informed them that this must happen BEFORE entering the MRCAA in future.				Network Services

		I17357		10/17/25		14:00		10/20/25		TSRT 9
Pregnancy check not completed prior to treatment #1 as per XRT guidelines.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13E Confirmation of pregnancy/fertility status		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Completed prior to #2 exposure. 
Datix submitted and recorded in pt notes.				Network Services

		I17358		10/17/25		17:30		10/20/25		TSRT9
Single fraction T spine patient. Image review carried out by a competent Radiographer (A), independent review carried out by none competent Radiographer (B). After treatment had been delivered B told A that they hadn't carried out their 2D imaging training (training currently on hold waiting for new training package). Radiographer A escalated to treatment band 7.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Retrospective independent review of 2dkV carried out. Online match acceptable.
Radiographer B reminded to let colleague know prior to treating a patient if they are not competent for technique/image review.
Memo sent out to staff group to remind them to discuss with colleagues if they are not competent for technique/image review.				Network Services

		I17347		10/17/25		14:00		10/20/25		TSRT9/level 3/ 13CC/SB3i/ MoD 13CC/ CF3A
RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch. MCR called resetting systems .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Called superintendent who was in contact with MCR throughout. Superintendent approved additional imaging for when Patient back on bed				Network Services

		I17349		10/17/25		13:00		10/20/25		Lab request number 2664844 & (rejected sample 2664764)  Samples for patient initially rejected as incorrect hospital number on the request form - Does not comply with laboratory accetance policy where samples and forms require 3 patient identifiers.  Nurse Cletus ONERHIME came up and asked us to process sample as patient elderly and waiting for treatment.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/20/25		Error logged.  Explained to nurse why sample was rejected.  Spoke to Head of blood sciences who agreed to process this sample on this occasion only as it failed to comply with the acceptance policy but that we would raise a datix.   Sample re-labelled, hospital number on form and sample amended in presence of Deputy reception manager and sample booked in under new lab number and sample processed according to laboratory protocol				Clinical Support and Specialist Surgery (CSSS)

		I17352		10/17/25		15:00		10/20/25		Lab request numbers 2663371 & 2665288:  Blood tests booked in under the incorrect patient and results went over to CWP.		The incident has been discussed with the reception team regarding incidents relating to tests booked in under the wrong patient.  Suggestions have been made of what to do when they are distracted to avoid mistakes which includes double checking before completing work.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Finally approved		No Harm		No harm		10/27/25		Error logged.  Brought to the attention of Duty biochemist.  Results redacted from incorrect patient and inputted into correct patient.  Clinical heads of Haematology and Biochemistry informed.		There are a number of distractions within the pathology reception area which can lead to errors as booking in is a manual process.  Staff should ensure they concentrate when booking in requests and if they are interrupted to start from the beginning or double check to avoid mistakes being made. Staff member associated with booking in this test has now left the organisation.		Christie Pathology Partnership

		I17355		10/17/25		17:10		10/20/25		TSRT9

Clock not completed after #1, error picked up prior to #3. 
Clock ran #1 and #2 verify beam parameters were correct.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Clock check done, Datix completed and recorded in pt notes.				Network Services

		I17330		10/17/25		20:00		10/18/25		A treat and return patient was not happy with her experience.
She states that she arrived from MRI Hospital very early in the morning and then waited around for 2 hours without being informed why.
She was then on W12 awaiting transfer back to MRI which had not been booked by them, they then booked it at approx 19:36 which meant the transport was going to be a 3-4 hour wait.
The patient eventually got collected at 04;30AM on 18.10.25.		W12 manager have sent out Process for Admission Direct to the ward, shared this on our private group and let staff know this is on our MSTeams channel for reference if unsure. Reminded ward staff to contact the parent team when patient arrives for treat and return.

Note from MSCC team- no one had contacted the MSCC team that the patient had arrived.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Mcgough,  Sophia		Incident being managed locally		No Harm		No harm				I was called to speak to the patient at 23:45 as she was in pain and also not very happy about the wait.
I first spoke with the RN at MRI as she was on the phone when I got to the ward- She informed me that the ambulance had not yet been allocated. 
I was given the reference number.
I spoke with the patient to apologise for the delay and explained how the treat and return process usually works.
I apologised on behalf of the trust and explained the complaints procedure to her and advised that we would appreciate any feedback.
She was then clerked by the Dr so that we could administer some pain relief. She also said that she had waited a long time when pressing the call bell, she needed assistance to the toilet.				Clinical Support and Specialist Surgery (CSSS)

		I17319		10/17/25		12:00		10/17/25		Drug reaction to docetaxel at 25ml
Flushed face
breathlessness
back pain		Actions and result of actions taken
Oxygen
Hydrocortisone 200mg, administered under PGD
resolved within 15 minutes		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		Stopped infusion 
Administered PGD hydrocortisone with effect 
Short term Oxygen applied 
resolved and rechallenged with effect				Network Services

		I17317		10/17/25		14:15		10/17/25		Post oxaliplatin patient complained of cramping to hand, slurred speech and cramping in legs.		IV fluids commenced. IV hydrocortisone 100mg given and observations taken.  Patient monitered  for a few hours post infusion to ensure symptoms resolved.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		IV fluids continued and IV hydrocortisone given under PGD criteria. Monitored patient for a few hours post infusion whilst symptoms settled
Observations taken and documented
Team emailed to advise				Network Services

		I17312		10/17/25		13:32		10/17/25		Red clean requested on aacu sr5 for c diff.
unable to complete a fog in those sr due to structure of doors.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		deep clean requested				Capital, Estates and Facilities

		I17322		10/17/25		11:45		10/17/25		After consenting the patient for radiotherapy, the patient's husband, who is a recently retired Consultant Professor ENT Surgeon, proceeded to confront me in the hospital corridor later on as he was unhappy with how I had spoken to her. See CWP annotation. He spoke to me in a verbally aggressive way, and entered my personal space as I backed up into the wall trying to de-escalate the situation, and made a reference to physical action. There was no physical contact.		The SpR de-escalated the situation, and promised to speak to the patient again which he did late in the presence of the radiographers  in CT in XRT. The SpR has reflected on the incident and  apologised to the patient if anything was said in a way that was upsetting. 
The patient said she was not upset or distressed and that she was trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment.  The SpR did not want any  further action taken on the day  with the patients husband as the patient required them to be her for support, however the SpR was released from their on call responsibility for the remainder of the day and returned to cover his shifts over the next 2 days. 
Security was informed of the incident however no action was required on the day. 
The Service manager called the SpR to do a welfare check with them on the Saturday  and they also received support form their educational, clinical supervisors and the on call consultant.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12		The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Cox,  Margaret		Finally approved		No Harm		No harm		11/3/25		De-escalated the situation, and promised to speak to the patient again, which I did later. I spoke to the patient without her husband present, with the radiographers present (She was in the room at CTsim next to me), and apologised to her if anything was said in a way that was upsetting. 

The patient said she was not upset or distressed and is trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment. I then informed the consultant on call and my clinical and educational supervisors who escalated the incident and instructed me to do a datix. Service manager also aware of the situation and is investigating. Due to the emotionally charged nature of the incident one of my colleagues kindly took over the on call bleep. Please see all CWP annotations

17/10 - CSSS Governance;  reallocated to NWS and service manager whom is already aware of this incident and investigating.				Network Services

		I17323		10/17/25		15:15		10/17/25		TSRT9/ Level 3/ 13CC/ SB3i/ MoD 13CC/ CF3A

RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch.  Patient needed to be re-set up, this resulted in an addition CBCT and 2DkV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Superintendent in contact with MCR throughout-  informed needed a minimum of 30 mins after 15 mins of downtime- patient removed from couch. Superintendent authorised additional imaging. Incident reported.				Network Services

		I17324		10/17/25		17:58		10/17/25		ward 12 b1 pt ?TB-sent home and as per cwp note from infection control, amber clean requested from deep clean team.
unable to complete amber clean as bed is in bay.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17325		10/17/25		14:45		10/17/25		Patient was receiving Paclitaxel. C/o feeling unwell- felt hot and had body tingles/sore back. 20.2mls of Paclitaxel had been infused.		Infusion stopped
- IV hydrocortisone 100mg administered
- Observations carried out at 14:47:
hr 108, rr 23, bp 155/107, spo2 99%, temp 36.9
- Alerted ACP on ORTC who came to review- advised to recommence paclitaxel at reduced rates as per protocol after half an hour and re-check observations.
Observations at 15:30: rr 18, bp 140/78, spo2 100, hr 88, temp 36.3.
- Datix completed
- Breast team emailed to update and amend script accordingly.

Remain treatment administered with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		- Stopped infusion
- 100mg IV Hydrocortisone given
- Observations taken
- ACP informed
- Recommenced at reduced rates as per protocol
- Email to parent team to update		Team emailed and informed - good communication seen.
Script to be modified- needs reduced rates going forward.		Network Services

		I17326		10/17/25		18:15		10/17/25		Patient had a CT Abdomenpelvis Scan
At the point of bolus tracking no contrast was seen on the monitoring images
Scan was stopped and patient was immediately accessed with the cannula site swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/20/25		The patient was reassure and informed of the situation
Cannula was taken out after trying to pull back for the content
Image of the affected arm was taken with the patients consent
Cold pack was given to the patient and asked to elevate arm
Another cannula was inserted and scan done		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17327		10/17/25		15:00		10/17/25		47.5ml nivolumab infused. Abdul presented with severe lower back pain, leg pain. Felt warm and was flushed. Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.				Network Services

		I17328		10/17/25		17:00		10/17/25		Patient attended for Zoledronic acid, protocol states that patient's should be consented for this treatment. Escalated to reg and advised she was verbally consented over the phone in March. This was not clearly documented and patient had gone through clinic multiple times since then and had not been consented properly.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						On call came to unit to consent patient				Network Services

		I17304		10/17/25		00:00		10/17/25		Consultant noticed that per CWP Outcome form 28/08/25, 2 month fup has not been booked.		- Highlighted to secretary to book next available.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Emailed sec to book patient to next available fup.		- Book FU's as per EOF's.
- If this is not possible then query with relevant team.		Network Services

		I17305		10/17/25		09:58		10/17/25		MR request for patient with a pacemaker - referrer had selected no to implant. Upon investigation, this was the third request for a MR scan for this patient. The team were informed each time that the patient cannot be scanned at the Christie as the patient's pacemaker does not fit our safety guidelines. There is no alert on CWP to inform any staff member that this patient has a pacemaker.		Mr Grecu has added an alert to CWP for this particular patient. I will have a wider conversation in the plastics diary meting regarding the importance of adding alerts to CWP for pt safety		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Smith,  Lydia		Finally approved		No Harm		No harm		11/3/25		A message was sent to the referrer to explain that we cannot scan the patient here and could they please put an alert on CWP to prevent another request being placed. 

17/10 - CSSS Governance; A plastics patient. The plastics team don't seem to be grasping that Pt intelligible for MRI within the Trust.				Clinical Support and Specialist Surgery (CSSS)

		I17409		10/17/25		14:00		10/22/25		Patient received a unit of RBC's and the 15 minute vital signs not recorded. 

NEWS not completed.		Transfusion practitioner completed prescription on CWP and provided evidence for traceability. Staff reminded to complete and record NEWS within timescale for transfusion vital signs.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		Staff Nurse competent in blood transfusion to follow the policy and complete end observations .		Network Services

		I17445		10/17/25		17:00		10/22/25		TSRT9 5k level 3 SB 13aa, MD 13GG, CF 1b,1c,2c
Patient imaged #1-#5 due to images being out of tolerances. Additional 2 images not authorised by superintendent radiographer in imaging notes, was authorised retrospectively				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		N/A				Network Services

		I17292		10/17/25		01:00		10/17/25		Patient has been found outside by security over the past couple of nights. Security confirm they witnessed her smoking/inhaling something ?illicit substances. Her behaviour is then subsequently altered in line with some sort of drug abuse. 
I have sensitively approach this issue with her overnight but she denies taking any substances. She does however seem very impaired, drowsy, altered gait, slurred speech. She needed escorting back to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Finally approved		No Harm		No harm		11/4/25		Security escorted her back, I have spoken to her and raised my concerns about her well being. I am concerned that this will escalate as her treatment will last for weeks. We need a plan to manage this behaviour and understand the expectation of the clinical staff, in hours and out of hours. 
Stage 1 written warning issued
Verbal conversation with WM on breach of hospital policy and documented in notes				Clinical Support and Specialist Surgery (CSSS)

		I17521		10/17/25		14:00		10/24/25		BB7611: Bone marrow CD34 cell dose calculated incorrectly initially due to multiplying the WBC by 10, as is standard practice. Bone Marrow samples are neat and do not require a dilution. The initial CD34 cell dose reported was 10 x higher than the actual value. Emailed Consultants with the incorrect cell dose. There was no Collection report available from the Centre (NMDP donor).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Wilson,  Sarah		Incident being managed locally		No Harm						Double checked all calculations in Synergy by performing manual calculations. Sought advice from Lab Manager who advised check the dilution factor. Once results were rectified and verified, emailed the Consultant with apologies and informed them of the correct cell dose. 4 bags of marrow were transplanted 1.8L with no incident.				Christie Pathology Partnership

		I17711		10/17/25		12:00		10/31/25		Ordercoms number 9385329  two Fluid electrolyte samples received for the same patient - one in a microbiology bag. Requested by Claire Edwards ext 7519  (Please note that Biochem/haem samples go in the clear bag and are processed here. Microbiology samples go in the blue bag and are processed at Salford.  Virology samples go in the red bag and are processed at MRI.) One of these samples could have gone to Salford in error as it was in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Incident being managed locally		No Harm						Error logged, booked in and both samples processed here				Clinical Support and Specialist Surgery (CSSS)

		I17712		10/17/25		12:00		10/31/25		Ordercoms number 9386141- Christie profile and magnesium, 9386144 - CRP - Two labels on 1 sample.  Requested by  ext 1081.   Please note that two labels on one sample cannot be read by the analyser.		To escalate to IT 
The Haematology team will visit the lab on Pathology day to understand the process of the lab and how error affect the workflow of the lab.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/31/25		Error logged, booked in and Christie profile and magnesium were added to lab number 9386144		To always use one label for one sample as analyser will not be able to read 2 labels on one sample		Network Services

		I17713		10/17/25		12:00		10/31/25		Ordercoms number 9386016 Requested by Leah Parrott ext 1557.  2 x Samples received (1 Serum and 1 EDTA) with the same lab number for Christie profile.		All HCA's		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		11/5/25		Error logged, booked in, the serum sample was booked in and processed.  The EDTA sample was put in the spares rack.		Nurse involved informed of mistake for learning		Clinical Support and Specialist Surgery (CSSS)

		I17582		10/17/25		10:11		10/27/25		Staphylococcus aureus, Klebsiella pneumoniae and Enterococcus faecalis  in peripheral blood culture 17/10/25.  previous overnight stay on AAU, discharged 19/9/25. Within 28 days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				reported to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17381		10/18/25		10:00		10/21/25		Pt attended for Goserelin injection on 18/10/25- pt was administered ward stock 3.6 mg instead of the named and labelled 10.8mg from main pharmacy.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Team informed via email.
Tried to call pt to inform her of the error- unable to get through.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		Network Services

		I17366		10/18/25		06:45		10/20/25		Reviewed patient on Monday after being cared for by an agency nurse over the weekend. Noticed that patient spiked a temperature on 18/10/2025 6:45 am. No documentation of escalation. No cultures were taken or paracetamol given at the time. Patient was not seen by a doctor and thus not assessed for infection.				The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Incident being managed locally		No Harm						Reviewed patient, obs and infection markers over the weekend. Fortunately no harm was caused to patient and clinically remained stable. No infection developed				Corporate

		I17331		10/18/25		10:35		10/18/25		After 1/4 rate completed, 19mls, pt's wife alerted staff with above.		Stopped tx immediately. Administered 100mg hydrocortisone. 
Obs taken, NEWS as charted- NEWS2 initially 2.
 Reviewed by ACP on ORTC. Symptoms resolved.
Repeat obs taken - NEWS2 - 1.
 Reported feeling well. 
ACP happy for pt to go home. treatment stopped as reacted on a rechallenge at a slow rate.. Safety netted with hotline. Emailed team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken, NEWS as chartered. Reviewed by ACP Sarah Wellsby on ortc. Symptoms resolved. Repeat obs taken. Reported feeling well. Sarah happy for pt to go. Safety netted with hotline. Emailed team.		Team documented - 
Reaction at reduced rate paclitaxel. 
Will need clinic for consent to nab-paclitaxel.

Clinic planned and patient booked in for nab-paclitaxel.		Network Services

		I17332		10/18/25		12:00		10/18/25		HCAs assisting patient with a wash this morning. Noticed broken skin ?C2 to patients inner thigh.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral sent. Datix completed. PurT completed. 
Added to the handover for medical illustration to be completed Monday. (Found on a saturday and med illustration do not work weekends.)

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for ?pressure damage to inner thigh.  

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own clothing, and hospital incontinence pad. Needed assistance x1-2 to move in bed and remove/replace clothing in order to enable examination.

Superficial area of healing skin damage 0.6cm x 0.8cm to inner area of her R thigh. Wound bed is almost entirely epithelializing tissue with small area of red granulating tissue to centre. Surrounding skin normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage – all skin and surrounding skin is blanching, and no mechanism can be identified through which pressure would have been present to this particular area.

Patient and family unsure how wound occurred, neither do nursing staff know aetiology of the wound.

Medical illustration obtained during consultation, please also refer to photographs. 

Plan of care:

To small healing wound on inner R thigh:

Clean with normal saline

Apply Kliniderm foam border dressing

Change each 3-4 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17333		10/18/25		18:50		10/18/25		Absconded patient. 
Patient transferred to W14 17/10 1700pm. Left ward around 1815pm. Informed HCA staff was returning books and would return to ward. Has not returned still, now 18:55 18/10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Discharge		Self discharge/ against advice		Caporn,  Alice		Incident being managed locally		No Harm						Duty manager and security contacted and made aware by day and night staff. 
Night nurse rang pt - no answer. Rang partner around 22:10 - 'she said she had been discharged, at the bus stop now bringing her back'. 
Night nurse tried partner again 1am - no answer. 
Escalated again day of 18/10 as pt still not back. Duty managers have being ringing pt and partner today - no answer and no sign of patient. 
DM rang police on 101 (LOG NUMBER: 1391 of the 18.10.25): 'who advised that they will not attend Michaela's property as we cannot confirm if she is going to be there. They advised that we go to the property to see if she is there and if she isn't then we can report her as missing to 101 or via the GMP website. I explained that we cannot leave the hospital to attend her house as there is a safety issue for the staff and we are busy caring for our current in-patients.'

DM advised that she still cannot get in contact with pt/partner. To pack up patients belongings and place them in a locked office (in Educators office on w14). 
If she is to come back she is to go through hotline.				Clinical Support and Specialist Surgery (CSSS)

		I17334		10/18/25		08:55		10/18/25		Patient admitted to AACU for repeat bloods.
On arrival blood sugar 18.1.  Patient had not brought his regular insulin with him, so prescribed a stat dose on EMPA of Trurapi 8units at 08:55.
Nursing staff contacted on call pharmacist as unable to source from wards.
At 12:00 insulin still not received from pharmacy.  Phoned and informed that vials had been requested and only stock pens, so awaiting this to be changed by pharmacist.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Stent,  Sue		Finally approved		No Harm		No harm		10/31/25		Had to prescribe pen on an outpatient prescription in order to source for stat dose.  Received on unit at 1pm, and dose given.  Delay of 4hrs

TCP - dispensed the OP Rx as above. No stock of vials as requested on EPMA and waited for ward pharmacist advice as mentioned in datix above to amend the Rx to insulin pen. Ended up dispensing the OP Rx and the EPMA Rx was still waiting to be changed.				Network Services

		I17336		10/18/25		20:30		10/18/25		Patient admitted to ward skin checked and found MASD to buttocks and Cat 3 to sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/20/25		Skin cleaned dressing applied to sacrum skin bundle completed informed patient Datix informed sister in charge of the ward

TVN assessment on the 20/10/25- found to have Moisture lesion to the natal cleft .No evidence of pressure damage.  ward manager to be informed and incident requires changing.				Clinical Support and Specialist Surgery (CSSS)

		I17337		10/18/25		22:00		10/19/25		Pt presented with Grade 2 to the sacral area.		Pressure ulcer present on admission. Nil action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		10/24/25		Air mattress
Drssing
Regular Turns
TVN referal
Datix

20/10/2025 Tissue viability service assessment 

Referral received due to query cat 2/MASD  to sacral area Present on admission.

On assessment there is an area of 2 cm x 1.4 cm,  Category 2 pressure ulcer to the natal cleft, He has originally started as MASD to the natal cleft due to location and now appears to be a combination of moisture and pressure which Allan informed, he had not been moving around as much,  He has had this at home.

No sign of infection to the area

Allan can mobilise but due to feeling poorly is also resting on the bed.

Mattress in place with Hybrid pump now switched on.

Plan of care.

1) Put a pressure relieving cushion on the armchair.

2) ensure mattress and pump are checked and working correctly.

3) Dressing advice

Cleanse with Medi derma s PH Cleansing spray

apply Flaminal forte to the area, apply a thick layer, this can be applied following personal care or episodes of incontinence.( ensure applied at least twice a day  morning and evening)

4) 2 hourly repositioning advised and discuss with Allan 

5) update wound care plan and wound care chart

6) update purpose T and Nutritional assessment.

7) Referral to the dietician

Ensure the area is monitored for signs of infection or deterioration, if this occurs escalate to medical team and swab the area for c and s.

8) On discharge home, please ensure, medical illustrations is taken and referral to district nurses for wound care- pressure area management.

Refer back to tvn team if any concerns.		Pressure ulcer present on admission
Assessment complete in a timely manner and appropriate care delivered.		Clinical Support and Specialist Surgery (CSSS)

		I17338		10/18/25		22:00		10/19/25		Checked patient's skin and on checking, MASD was on the patient's buttocks. Barrier ointment applied and encouraged the patient to reposition regularly. TVN referral sent and awaiting Medical illustrations. DATIX completed within 48 hours.		All correct actions taken at time of incident.
Staff reminded to check that bed pumps are insitu and working		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Barrier ointment applied.
TVN referral sent.
A/W medical illustrations
Datix done within 48 hours.  

20/10/2025 Tissue Viability Nurse

Referral received for MASD to buttocks.

Visited Ward 12 to review patient. TVN Helen Meakin also present during review. Handed over verbally to W12 RN India. 

On examination: 

In bed on her back, mattress pump in situ though switched off. Pillow beneath her bottom. Wearing her own clothing. Not able to roll onto her side for examination due to discomfort from abdo drain, but was able to get out of bed easily and stand at bedside for assessment. Has pressure cushion on bedside chair for when she sits out. 

Patient reports mattress pump not working therefore had been switched off. She dislikes mattress and prefers to sit on the pillow because this feels softer to her. Explained that mattress is intended to be in contact with the patient and it will not work to redistribute pressure effectively if pillow etc is placed between patient and mattress. Discussed that the most effective way to protect from pressure damage is regular movement, if she is not able to lie side to side she can elevate each hip in turn using pillow beneath sheet to a 30deg tilt, and also she needs to regularly spend time out of the bed either walking around or sitting out in chair on pressure cushion.  

To the inside of both buttocks, she has red excoriated skin with some superficial areas of skin loss, appearance of MASD. Surrounding skin is normal in appearance and texture. No signs of infection. 

Patient reports when she was unwell in previous few weeks she had problems with urinary incontinence where she was unable to reach bathroom quickly enough. Not a current issue for her, she is continent and has been able to get to the bathroom. Using barrier cream currently and applying each day. 

Plan of care: 

To MASD at buttocks: 

Apply Mediderma barrier ointment each day after washing and drying skin

Reapply after cleaning and drying skin following any episode of incontinence. 

Nursing care:

Please obtain working mattress and pump for her bed and utilise these

Continue with regular skin checks and repositioning and document on SSKIN bundle

Please refer to DN on discharge for ongoing skin assessment and care		Staff to check and ensure that bed pumps are working.		Clinical Support and Specialist Surgery (CSSS)

		I17339		10/18/25		14:00		10/19/25		On attempt to disconnect TPN line from PICC - Component of IVI line A broken within lumen - preventing further access and sterile appliance of a green chlorhexidine bung				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		out of hours services - unable to contact procedures team 
Unable to manipulate component out of lumen 
Secured lumen within sterile pack 
Cannulation for ivi access 
Request team to step down TPN management to reduce risk of infection 
For removal of PIcc 
? disconnection technique		staff reminded to ensure PICC line is accessed correctly		Clinical Support and Specialist Surgery (CSSS)

		I17340		10/18/25		15:00		10/19/25		Medical bank nurse supporting ward on early shift
Whilst by the bedside I overheard the patient's family report concerns of new oxygen demand, confusion and RR to nurse, Who was unsure the reason for this. Est time 15:00pm
I escalated this to clinical fellow and review of News - 11:00am observations not escalated ( News 5 / 3 - in one parameter)		action was taken at the time by the nurse in charge who spoke to the nurse - reminded her of the correct escalation process		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Asked individual why this was not escalated - expressed that they thought escalation was only required if a news of 6 
reminded staff of correct escalation 
- review of bloods / fluid balance / bladder scan/ CBG/ medications ? opioids / confusion screen				Clinical Support and Specialist Surgery (CSSS)

		I17341		10/18/25		13:00		10/19/25		Pt admitted to AAU by ANP, no senior review completed (or documented), discharged same day, no discharge summary				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Finally approved		No Harm		No harm		10/29/25		Discussion with treating consultant

20/10 - CSSS Governance; A Med-Onc Pancreatic patient. Incident referred to NWS HPB service manager ?why Pt didn't get a senior review.

Im closing this incident as patient was a self discharge with the agreement that they returned the following day, this was overseen by Consultant on call as it was a weekend admission.  Patient would not at this stage require a discharge summary as patient returned as agreed and is still an inpatient receiving treatment.		None identified		Network Services

		I17360		10/18/25		05:30		10/20/25		INCIDENT REPORTED BY MFT: - Patient was for emergency radiotherapy on 17/10/2025 in Christies hospital for the 1st slot 
- Patient booked for transport early in the morning and left unit with CSW staff escort at 06:30 in the morning. 
- She was transferred to a ward after reaching Christies
- The radiotherapy has taken place only around 17:00 and throughout the day patient had to wait in Christies during this time. 
- At 19:00 CSW staff called ward to say Christies will not book transport				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hawkes,  Iain		Finally approved		No Harm		Low harm		10/21/25		- Transport booked by ward staff promptly in the morning and for return
- Delay in treatment and transport has caused severe distress for patient and family and when returned on ward had to have PRN medications for symptom management				Network Services

		I17565		10/18/25		09:00		10/27/25		Platelet unit ordered for the patient, not used and wasted.

Donation number: G072 425 046 769 K		to monitor incidents for any other issues		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Unit discarded.		Alertive to always be used between the lab and ward team		Network Services

		I17676		10/18/25		00:00		10/30/25		INCIDENT REPORTED BY TCPC : 
Patient returned from CCU without any clinical handover doctor to doctor.
Information pieced together from drug chart, nursing handover.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						datix submitted				Clinical Support and Specialist Surgery (CSSS)

		I17726		10/18/25		08:00		10/31/25		Ordercoms number 9287448 & 9387449 - Requested by Louise Knox.  High Risk label on Biochemistry sample but not on the FBC.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Rejected		No Harm						Error logged, booked in and added yellow HR labels and processed both samples as High Risk				Clinical Support and Specialist Surgery (CSSS)

		I17342		10/19/25		00:00		10/19/25		it was handed over thar pt has C2 from old soft set which has been removed and there is dressing on it.  family member showed me the picture 0f it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral done and is for 20/10/2025. is for MEDD ILL for tomorrow. 

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for wound to abdomen following removal of SoftSet for routine replacement.

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own nightwear. Needed minimal assistance to move in bed and remove/replace clothing in order to enable examination.

1cm x 0.5cm irregular shaped wound to her lower L abdomen. Wound bed is entirely white/yellow slough. Surrounding skin is normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage.

Plan of care:

To sloughy wound on lower L abdo:

Clean with normal saline

Apply Flaminal Forte to sloughy area

Apply Kliniderm foam border dressing

Change each 2-3 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17343		10/19/25		12:06		10/19/25		request placed for mscc treat and return, if pt not able to be transferred before 12pm could come following day.
pt arrived in xrt dept just before 12pm, bed on w10.
pt has arrived with no handover from AMU at MRI hospital, no escort and unsure if pt has return journey booked.
W10 will get handover from paramedic crew and ask about a reference number.
tried to call bed manager for repats and tertiaries and also amu at mri but no reply/response.
DMOC informed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Safety,  Patient		Incident being managed locally		No Harm						Christie staff creating transfer request for this patient did specify that the patient should attend with an escort and handover, and stating that transport should be booked by the ward the patient attends from.				Network Services

		I17344		10/19/25		11:21		10/19/25		Due cytarabine BD, no SACT delivered for 20/10 6am dose from trials; changed on IQemo from 'accepted' to 'shipped at 11.21', attempted to ring baxters and trials pharmacy to see if someone present who could help with the issue,  haem reg aware, on call pharmacist contacted for guidance, unable to give cytarabine in accordance to Iqemo prescription, patient aware of large gap between doses,		20/10 - Staff escalated to relevant medical team, pharmacy team made aware so chemos arrival could be prioritised for Monday morning. Ward manager spoke to trial pharmacist and an agreement was made with ward pharmacist that baxters would be asked to provide the Monday morning chemo on a Friday evening in future.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Brennan,  Naomi		Incident being managed locally		No Harm		No harm		10/20/25		On call pharmacist contacted for advice, haem reg and patient made aware				Network Services

		I17345		10/19/25		23:00		10/20/25		At 23:00. Skin assessment conducted. Suspected Deep Tissue Injury (DTI) noted on the bottom.
Assessment: This appears to be a new development; no prior documentation or observation of this condition noted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		No Harm						Escalated to the Senior Nurse in Charge on Ward 14. Patient repositioned safely in line with care plan. Pillow placed under affected area to offload pressure and prevent further skin damage. Patient's pressure-relieving bed pump is being monitored to ensure optimal function.
TVN comment: Not appropriate to review as she is too unwell and on end of life pathway.				Clinical Support and Specialist Surgery (CSSS)

		I17427		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		as per reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if their medicine has been re-dispensed.
Emailed the team and received a reply to say they will contact the patient to review.		Patients do not collect medicines from royal mail collection centre		Network Services

		I17429		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare Team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if the patient has had their medication re-dispensed.
Patient has picked up a further 3 cycles since.  Team made aware		Nil		Network Services

		I17380		10/20/25		12:00		10/21/25		A tumour block transferred to central lab for a clinical trial was not returned and, investigation revealed, has been 'discarded'. There is no evidence available to say that we gave permission for this to occur (at this time).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/21/25		Originating hospital were informed. Internal records updated.				Research and Innovation

		I17391		10/20/25		18:30		10/21/25		TSRT9 level 5 4k cf1d md12i
Radiotherapy prescription dose/# different to that on referral form and OP annotation with no updated information as to rationale of change/confirmation of change in dose/#
Patient attended for treatment (target patient) but no treatment delivered as clarification from clinician could not be sought.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Clinician was contacted at time of data prep when discrepancy between px and referral found and asked for annotation/clarification via email with no response
Patient attended department for first # of radiotherapy. B7 and B8 alerted 
B8 discussed with clinician via switch the issue and to seek clarification of whether to proceed on current plan however unable to confirm. 
B8 updated patient and apologised for delay and to attend the next day following confirmation of treatment plan 10# or 15#				Network Services

		I17367		10/20/25		12:48		10/20/25		21mls drug infusion
Started feeling faint/ 'Stars' in vision
Started coughing as was part way through eating which had now gone down incorrectly.		Actions and result of actions taken	
Infusion stopped
Emergency call bell actioned
Cold cap removed
Colleagues in attendance including Doctor
Hydrocortisone administered
Obs taken and stable
Further obs showed decrease in BP 250ml saline actioned.
all symptoms Settled within a few minutes.
Obs remained stable discussed with ORTC medical team to re-start as per hypersensitivity rates.
Patient fully aware of events, Will inform medical team via email and complete IRF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Drug stopped
Emergency buzzer called
Colleagues in attendance
Cold cap removed
Hydrocortisone given
Obs taken and recorded
Noted BP drop in later obs IVF commenced		Actions taken quickly - patient came to no harm.		Network Services

		I17368		10/20/25		19:00		10/20/25		**extravasation - no option to choose this
Patient had iv thiamine running through cannula to right hand - patient buzzed and reported some pain. Infusion stopped, hand appeared to be swollen around cannula site.		learning identified and to be added to next LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Tried to aspirate with 10ml syringe but unable to aspirate anything. Got extravasation kit and followed protocol. informed NIC, removed cannula. applied cold pack following guidelines, drew around the swelling site. explained to patient what had happened and elevated hand. Informed doctor on call for advise and to come and review.		to maintain good IV access, make sure careplans are being updated to ensure IV access is not being used post 7 days and following extravation protocol.		Clinical Support and Specialist Surgery (CSSS)

		I17369		10/20/25		18:00		10/20/25		2x oxycodone instant release capsules found in a cup on a epma trolley. Notified NIC. Spoke to nurse who had patient taking oxycodone IR capsules, confirmed that was what the capsules were. 
Wasted alongside nurse. Marked in CD book. Count remained correct despite drugs found. Concerned that a) CD drug discovered on ward, b) that potentially patient missed a dose, as count was correct, so drug was signed out and needed to be given to patient but wasn't				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Expiry date - passed/omitted/wrong		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/28/25		Escalated to NIC. Checked that it definitely was the drug. Safely wasted the drug.				Clinical Support and Specialist Surgery (CSSS)

		I17370		10/20/25		19:00		10/20/25		TSRT 9 level 3 13L, SB 13hh, MD13AA, CF1a,1b,1c,2c
Patient was initially set up (brain) with extension on harmony bed, origin position set but then realised after CMA moves loaded but before sent that the patient needed to be set up without extension on bed, patient reset up without extension on bed however the Harmony workflow screen was not reset so when the CMA moves were sent this resulted in an incorrect start position on the software resulting in the scan being taken at an incorrect isocentre position.

This was picked up on XVI scan as notable discrepancy in the sup/inf (longitudinal) direction

Patient reset up and rescanned.Apologised to patient and explained the set up was incorrect. Patient was very understanding				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Staff informed B7.
Repeat image authorised.
Apologised to patient.
Reset up and treated accurately.				Network Services

		I17371		10/20/25		16:30		10/20/25		Verbal abuse to nursing student by patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Abuse to staff from patient		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		NIC witnessed end of situation, patient flung sats probe towards the student, mouthed 'stupid b****' at her. Student said the patient asked her to throw away rubbish from his table then became upset and asked for it back.
NIC asked patient to stop speaking inappropriately and took student away from the situation, immediate debrief and support provided by supervisor and ward team.
Discussed again later on with patient to reiterate this was unacceptable - he apologised and asked to pass the apology on to the student, he stated he felt unwell today.				Clinical Support and Specialist Surgery (CSSS)

		I17372		10/20/25		12:10		10/20/25		Unwitnessed fall, patient fell out of bed, landed on knees. No footwear or socks on. Patient reports to have hit head. Pt safely got up out of bed with assistance of staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Learning response required		No Harm		Death				CBG checked 
NEWS2 checked 
1:1 nursing care put in place 
CBG checked
Medical team notified 
Family aware				Clinical Support and Specialist Surgery (CSSS)

		I17373		10/20/25		22:00		10/21/25		Stat oxycodone prescribed for pain as could not yet a subcutaneous PRN (prescribed 6 hourly). 
Stat oxycodone prescribed as oral, administered the same dose as subcutaneous in error.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Doctor made aware. 
Subsequent doses prescribed as subcutaneous. 
Datixed				Network Services

		I17374		10/20/25		00:00		10/21/25		TSRT 9 

Table compensation loss occurred due to other interlocks. 
Additional 2DkV pair imaging required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR aware, B7 informed and additional imaging authorised prior to exposure.				Network Services

		I17375		10/20/25		13:45		10/21/25		TSRT9 / EL3 / 13Z / CF1C / MoD 13I / SB 12C 13HH
Upon CBCT acquisition, radiographers realised that the incorrect pre-set had been prepped and used for acquisition.
4D M20 Abdo pre-set was used instead of a 3D.
The dose difference between the presets is an additional 0.1mGy. This is non-reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Radiographers escalated to band 7 during acquisition.
Band 7 reviewed image as it was still clinically useable.
The pre-set was immediately corrected afterwards in the imaging field.

Discussed with the treatment radiographers the importance of pausing & checking the image preset prior to initiating acquisition.
Also discussed with the radiographer that completed the image prep, had not intentionally chosen 4D preset & knew standard 3D was correct.				Network Services

		I17376		10/20/25		16:00		10/21/25		Patient due 1 pool plts. Arrived on ward checked with porter nil issues noted. Went to do bedside check with second checker and when we went to hang the bag noted ?small blood clots in bottom of  plt bag. Did not start transfusion (although on CWP care plan could not override this section).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Transfusion incident		Contamination		Component/product contaminated		Stansfield,  Emma		Incident being managed locally		No Harm						Returned pool to lab. Lab did not think any issues but re issued a new pool. Pool transfused with nil issues. Traceability completed on CWP and datix completed. Nil harm to patient and nil products wasted.				Christie Pathology Partnership

		I17393		10/20/25		12:00		10/21/25		Daily crash trolley checks not done				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Dawidpaluch,  Caroline		Incident being managed locally		No Harm						Check performed on crash trolley following day, relevant staff notified				Network Services

		I17346		10/20/25		06:50		10/20/25		Patient expressed discomfort at sacral area upon examination C2 formed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Incident being managed locally		No Harm						dressing applied Purpose T updated

20/10/2025 Tissue Viability Nurse

TVN service review following DATIX submitted reporting PU to buttocks.

Attended Ward 15 to review patient. TVN Helen Meakin also present during consultation, as well as patients spouse who was present throughout at his request.

On examination:

Lying in bed on his back, on a dynaform pro mattress with pump in situ. Wearing his own nightwear. Noted that he was sitting on several folded towels and a stack of dry patient conti wipes – wife explained that this was due to pain in his bottom and they were using these to make it softer for him to sit. Myself and Helen explained that the mattress surface is intended to be in contact with the patient and explained how it works, demonstrated the alternating air cells. Mattress pump switched from ‘firm’ to ‘medium’ which improved his comfort level. They agreed not to put towels etc underneath pressure areas.

NS report that he is continent at present, using urinal bottles/bedpan with assistance.

Initially he had declined an assessment of his skin as he wished only males to do this – escalated to WM Alice who will speak to other wards to facilitate male staff for personal care, skin checks, repositioning throughout today, and will also look at night staffing. Medical Illustration contacted by TVN and will send a male photographer later today as Mr Kamran not happy for female photographer who attended this morning.

As he was uncomfortable and sheets were creased, myself and TVN H Meakin asked if we could reposition him in the bed, which he agreed to. Sheets changed and moved up the bed using a slide sheet. After this, he said that he would be happy for us to see the wound on his bottom, which we examined in presence of his wife.

At the top of his inner buttocks, areas of irregularly shaped superficial skin damage to R and L side, in ‘kissing’ pattern. Appearance of Moisture Associated Skin Damage. No pressure damage visible at buttocks or sacral area. Did not consent to further skin checks at this time so other areas not visualised.

 

Plan of care:

To MASD on buttocks:

After washing and drying skin, apply barrier ointment to area of damage, and to surrounding skin at risk of MASD.

Following any episode of incontinence or if any other additional moisture, clean and dry skin and reapply barrier ointment.

Please obtain medical illustration when possible today, and repeat each 7 days.

Continue to use air pro plus mattress.

Continue with 2-hourly skin checks and repositioning.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17361		10/20/25		15:45		10/20/25		Noticed patient had cuts beneath their chin prior to fitting. 3 point beam directional shell used for treatment. Once shell had been fitted, it was identified that it was the mask potentially causing these cuts. Confirmed this with patient also as they stated they did not harm themselves outside of department. Shell made at Salford				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		10/28/25		Confirmed with treatment superintendent radiographer that mask was cause of the cuts beneath patients chin. Patient was happy to receive treatment at this time with mask in current shape and form and agreed to have mask reshaped and smoothed near affected area of chin to avoid this issue with future treatments.				Network Services

		I17359		10/20/25		08:30		10/20/25		tsrt9 level 5 5a cf1d md11a
Discrepancy noted at radiotherapy planning checks between 3 documents on CWP dated 3.10.25. Incorrect laterality had been highlighted and corrected at a previous stage. However, previous SACT, treatment history and staging were inconsistent with prior CWP entries. Incorrect laterality and treatment history duplicated on Patient Letter entry of the same date. Correct treatment history and laterality for the right breast documented correctly on Outpatient Clinic Outcome note.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5A Completion of referral for treatment (including incomplete referral or insufficient data or failure to communicate referral)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Highlighted the discrepancy to consultant's secretary via email and asked for correct documentation to  added to CWP - Outpatient annotation and Patient Letter entry to be updated. Christie Clinic patient.				Network Services

		I17363		10/20/25		14:25		10/20/25		Enteral tube type confusion - nil (medical) annotation of xray review.
Ward staff advised treating NGT as NJT - nil indication of Xray or medical review to support this - unclear where or by whom this was communicated.
No NJT monitoring chart at the bedside - NGT monitoring chart has only X1 record documented from 17/10/2025 - despite reference to checking aspirates
Nil evidence in medical notes of review of xray carried out 17/10. No evidence therefore that the tube tip is gastric vs jejunal				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						High risk ward staff have been using a NGT as NJT, not gaining or monitoring aspirates and therefore not monitoring safe gastric position. Could have precipitated a never event.

Patient declining feed, but nurse annotations on 18th/19th/20th clearly state NGT administration of medications - this does not correspond to verbal advice and handover annotation that tube was reviewed as NJT. Nil supporting documentation of aspirate monitoring to state safe to use NGT.

Discussed with PA agreed to treat and manage tube as NGT today, if on going issues to then reconsider need for formal NJT tomorrow.

Ward staff aware of need for bedside NGT monitoring chart and to record every aspirate both failed and successful.

Ward manager has removed reference to NJT in nursing handover.				Clinical Support and Specialist Surgery (CSSS)

		I17364		10/20/25		13:30		10/20/25		Contacted patient to pre-asses prior to chemotherapy tomorrow and she informed me she did not received her desensitising medications that she has to start today prior to her chemotherapy tomorrow. She is unable to collect them and does not have anyone else to do so either. She was told last week on the unit that they had not arrived from pharmacy and they would be posted out to her but they were not. 

PostedMeds (added to enable identification of similar incidents)		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		I apologised to the patient for not receiving them and informed her that unfortunately she would not be able to have her treatment tomorrow without having taken these medications. 
I consulted with pharmacy and a PEF on the unit and the plan was to defer the treatment until the patient had received the medication and had time to take them. The patient has asked to be deferred by 1 week so coincide with a clinic appointment with her team next week. 
I have deferred the script, asked pharmacy to post out the medications using our cost code and emailed the schedulers to give her a new treatment appointment

Pharmacy - as per the attached prescription, the patient was due for treatment on the 14/10, on ward 3. The medication was collected by a member of staff (see attached sign out sheet), at 10.44am (3 hours and 16mins before the patient was due treatment), along with medication for other patients who were due to receive medication on ward 3. 
Was there a reason the patient was not handed the medication then, instead of needing it posted out? Also, the prescription came back down to TCP on the 21/10, to then be posted out. However, the patient should have been given the pre-meds when they attended for treatment on the 14/10, as the were on the ward at the time. Transferred over to handlers at ORTC/W3		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		Network Services

		I17365		10/20/25		15:00		10/20/25		Patient on AACU booked for nephrostomy insertion, blue radiology care plan sent up to ward specifying IV access required for procedure.
Patient brought down to IPU radiology by radiology nurse as no porters available- blue radiology careplan had been left completely blank by ward staff and patient not cannulated. Caused significant delay to start of procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						Pre-procedure checklist completed by radiology nursing staff and US Guided cannula inserted by radiology nurse to allow sedation to be administered during the procedure.				Clinical Support and Specialist Surgery (CSSS)

		I17356		10/20/25		10:30		10/20/25		Wrong Details put onto CWP		Staff member realised this at booking in and re-requested, they asked IT to amend the report.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Asked IT for redaction.				Christie Pathology Partnership

		I17353		10/20/25		12:00		10/20/25		Patient arrived with hickman line not being flushed or bloods taken 3 weeks from the date of today according to him. I rang day unit to ask for advice and manager coordinator Ruth told me to proceed using the line, After following the guidelines and cleaning the area, when took out the dressing I noticed the line was bend so was decided and consent to not put a plaster as it needed to be straight, as I draw back first nothing was coming. However, when I tried to flush the line popped.		HCA referred to OH
Line removed from IPU		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Virology incident		Virology incident		Safety,  Patient		Incident being managed locally		No Harm		No harm				Escalated to Manager Hanna and was told to ring IPU in which I did and they ask to one of the nurses to fill a form so the line could come off. IPU came and clamp the line and after taking bloods peripherally patient went to IPU to get the line removed.
I am not sure if I should get bloods done immediately, I took a shower straight after it happened, it didnt came in my eyes but was in my face slightly, I washed straightaway		30/10 - appropriate steps and precautions taken  IPC measures were in line with policy, and to refer to stoke (Royal Stoke University Hospital) to haem outpatients to review incident and their practice in assessing lines.		Network Services

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities

		I17350		10/20/25		06:00		10/20/25		Nurse reported needle stick injury post administration of insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/28/25		Night staff handed over to day staff needlestick injury occurred on night shift ?escalated to duty manager overnight. 
Nurse washed injury site at the time 
NIC consulted policy on HIVE
Bloods taken from nurse 
Drs updated and asked re capacity as patient confused under 1.1 supervision - to review today and ask consent for blood sampling if possible/appropriate 
Nurse given Occ health details to contact and NIC to send over risk assessment to OH				Clinical Support and Specialist Surgery (CSSS)

		I17351		10/20/25		09:59		10/20/25		The patient attended outpatients for their appointment. No Request for a BSL Signer was sent to the interpreters email to request a BSL signer for the appointment. Received a call from the consultant in the department to say that the patient is in the department and awaiting a signer. I checked on Care flow to check whoever made the appointment should have sent a request for a BSL Signer. The member of staff who booked the appointment no longer works at the trust		- Unable to address error as staff member no longer at the trust.
- Reporter acted urgently to arrange a last minute BSL via teams.		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Interpretation issues		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		The consultant asked if we could do it over a video link. I sent a request to our Interpreter providers who came back with a linguist over teams. I let the consultant know in the department, and gave him the link.		- All interpreter request are shown in the outpatient outcomes. It is vital to be vigilant and book as requested for the next appointment to avoid situations such as this.
- Patients have active alerts on Careflow to highlight communication issues.		Network Services

		I17348		10/20/25		05:30		10/20/25		Attended to a noise heard from Janet's room. Found Janet sitting on the floor stating that she had slipped while trying to go to the bathroom. Pt had taken off anti slip socks, these were at the end of her bed. Observations recorded, Blood glucose taken 6.8mmols, GCS 15/15.Medics made aware and attended to bedside within minutes. Janet denies that she had not hit her had and had just slid on to her bottom. Patient denies any issues or pain just wanted to get back bed.		72 hours review completed.
Staff followed SLIPS, TRIPS AND FALLS POLICY. 
Medical reviewed: no head or any injury. 
Actions to come out of falls thematic review.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/21/25		Observations and blood glucose recorded. 
Medical team notified and reviewed.
GCS monitored.
Reassured patient.		Staff followed SLIPS, TRIPS AND FALLS POLICY.  Reviewed by medical team; GCS and NEWS performed; datix completed; care plans including falls and bed rails done.		Network Services

		I17503		10/20/25		17:07		10/24/25		Patient received a unit of RBC’s and the pre transfusion vital signs were completed one hour and 12 minutes prior to its commencement
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.		To escalate with ward manager
To follow up with transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		Reported to transfusion practitioners		NEWS and vital signs are to be completed accurately and on time		Network Services

		I17504		10/20/25		15:15		10/24/25		Patient received a x bottle of Albumin and the request number was documented instead of the batch number. 

Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/24/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04K049411				Clinical Support and Specialist Surgery (CSSS)

		I17459		10/20/25		16:50		10/23/25		Received a referral in the inbox on Monday 20th October from secretary. the email stated "Hi Gerben
This letter was on my desk on my return.  I’m not sure if you’ve already seen it or not, it does not seem to have been Christie registered yet it is a referral.
Please advise what you would like me to do with it."
Letter was dated 11th August and was not added on. Not sure if referrer sent it late or if was seen late.		- Secretary queried with consultant.
- Referral team processed urgently due to delay.
- Datix was submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Registered and actioned the referral as urgent and confrimed to the secretary that it has been added on and a DATIX has been done.		- Do not send referrals to the Christie via post.
- All external referrals should be sent via email to the-christie.new.referrals@nhs.net		Network Services

		I17451		10/20/25		10:50		10/23/25		Patient developed an urticarial rash approximately 10 minutes following the completion of a platelet transfusion.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/23/25		Medical review sought and chlorphenamine administered IV with effect.				External Other Trust

		I17456		10/20/25		12:51		10/23/25		Incorrect DOB on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17470		10/20/25		08:42		10/23/25		This patient's referral was triaged to a consultant in May 2025, and this patient's referral was then discharged from that consultant, and re-directed to another consultant, and this patient referral had still not been accepted, or appointed, nor had their referral been discharged in October 2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Forwarded email from Support Manager to my Deputy Service Manager to investigate and respond

RP - SM for DG1 to review -  It looks like this patient remains unaccepted so in a received state which would mean the patient has been sat on the consultant list without action. Bookings would have only seen this if it was accepted with comments added.
Please can you review ASAP and action. Then a plan on how these are managed going forward.

New Referrals raised datix as requested.				Network Services

		I17721		10/20/25		00:00		10/31/25		TSRT 9 
#8/10 electron
Picked up during switch on that only 1/3 calculations had been completed by a B6+, should be 2 as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11U Identification of responsible staff (appropriate training, competency, entitlement)		Shardlow,  Jemma		Incident being managed locally		No Harm						- B7 informed. 
- Calculation checked and correct.
- Proceeded to treat. 
- PDF document amended. 
- Discussion with staff involved. 
- DATIX submitted.				Network Services

		I17599		10/20/25		11:00		10/28/25		tsrt9 level 5 4i sb4b cf1d
paediatric patient from Ireland referred for CSI radiotherapy. Patient and family asked to attend the christie hospital for pbt planning asap prior to MDT meeting. At consultation family where informed that there was a query regarding weather patient was standard risk or high risk prognostic group. Depending on the grouping this would change treatment pathway. Family consented to pbt prior to MDT. MDT decision high risk so indicated chemotherapy not pbt.				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor / Oesophagogastric Research Team						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4I Choice of other concurrent treatment or interventions and their sequencing or timing (including patient selection criteria or referral criteria not met)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dad informed via phone call in Ireland by consultant after mdt. Arranged to have a meeting with consultant, Irish consultant and Family following day to discuss. Second radiology opinion sought from RMCH who did not agree with MDT decision and on balance of probability patient was to be treated as standard risk. Communicated this to family and planning scans delayed by 1 day.				Network Services

		I17486		10/21/25		10:30		10/23/25		Asked to speak to patients friend /NOK on the phone by IPU admin as she was concerned that patient  hadn’t showed up for her booked pre assessment appointment at 3 pm today to prep for her booked Nephrostomy Procedure on 23.10.2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Cox,  Margaret		Incident being managed locally		No Harm						Patient  was unable to come to the phone. Her friend described her as semi responsive and too unwell to come to hospital anymore. I reassured her friend I will try to get a plan in place and ensure patient  was reviewed. My concern was to establish urgently if this was because of her Hydronephrosis( moderate on discharge 2 days ago) or was she now approaching EOL? I noted Macmillan had tried to speak to Med reg earlier today.

16:47-Rang Consultant to discuss case and ask for advice was asked to ring Med onc Reg on call.
16:48- Allertive sent to Med onc on call -Message sent outlining concern re non attendance of appointment and unresponsiveness. Explained she hasn’t seen her Gp this week has severely deteriorated plus her bloods are trending severely downwards. I asked for advice.
17:30- I then called the GP practice to ask for an urgent visit to establish if we needed to expedite her appointment as the GP hasn’t been to review in approximately one week so I called the practice to request an urgent visit to establish if she needs to come in sooner or indeed focus on comfort measures. I left my mobile number, and they agreed to call me back.
17:39-Telephone call to DN team who know patient well. They said she is now approaching her final hours of life and is no longer appropriate to come to the Christie. Macmillan have called the Christie to discuss pain relief increase. The DN team also agreed to call her GP. DN team attend daily for syringe driver oxycodone. Carers QDS and her friend was staying 24/7.

17:44-Subject: Nephrostomy request message 
Sent To:  to Consultant re all of the above asking if we should cancel her request or not?
17:57-Response from med reg on allertive -explained she had to attend to a poorly patient. Explained she  had spoke to Macmillan this am and that she planned to  review her when she came in today at 3 pm. I then suggested we speak in person as it was urgent. Call initiated – I explained the above situation and the fact I needed to know what to do and unfortunately cwp had no plan outlined re 3pm assessment and nothing was communicated to Radiology. The Doctor explained patient  was not semi-responsive earlier today and she was concerned about her and stated she really needs to come in asap.I was then asked to ring the hotline to arrange admission but I asked if the Doctor could take over at this point. She agreed to ring the hotline to arrange blue light ambulance and admission.
 
18:18 HOTLINE call -called NOK due to altertive from MED onc to say patient needed urgent blue light ambulance arranging for nephrostomy ? ureamic encephalopathy patient semi conscious spoke to GP who was in attendance with Patient doing palliative care home team visit patient deteriorated ? app EOL GP feels comfort measurements are the priority at present GCSF 15 doesn't feel she has ureamic encephalopathy, feels not appropriate for her to come to the Christie patient has community teams in place, macmillan team and DN involved in ensuring comfort goals are met GP is going to discuss with patient and NOK goals for comfort SPR informed and happy with the plan
18:20-Still no reply from her GP at this point.

22.10.2025-7.58-Message response from  Consultant-Subject: RE: Nephrostomy request 
Sent To: Radiology Nurse
 It is very sad to hear of her decline. I believe the procedure should be cancelled for now though I think this query should be redirected to the medical oncology team  since patient  was being considered for 2nd line chemotherapy.
22.10.2025-7:58-Hi Dr ,
 I have been messaged about patients  decline. She was due to come in for nephrostomy change but is too unwell.
Based on this I believe she will not have second line treatment . She was supposed to be going back to med onc clinic on 28th for consideration of this.				Network Services

		I17455		10/21/25		12:34		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Samples should be properly labelled before sending to the lab		Network Services

		I17465		10/21/25		12:00		10/23/25		TSRT9/level 5/13F/CF1c/SB13F/ MD 13f

Left Breast #4/5
Pt for cardiac monitoring.
Radiographers did not wait for Medical team to arrive to monitor pt prior to switching on beam.
1 XRT beam delivered prior to starting monitoring.		monitroing in place for second beam
no harm to patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Pt checked by medical team and monitoring switched on for 2nd beam.
Pt medical review following XRT.
Pt clinically well, no concerns regarding pacemaker.
Medium risk on cardiac risk categorisation 
Radiographers educated on importance of following departmental procedures.		follow policy		Network Services

		I17493		10/21/25		17:50		10/23/25		Patient had a Cholinergic reaction to irinotecan; sweaty and stomach cramps		Symptoms resolved - treatment continued.

Will email team to change duration of treatment to 1hr30mins and to have atropine as default not optional..

Safety netted patient with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped treatment and administrated 0.25mg atropine		Nurses are all taught on UKONS how to treat this reaction.		Network Services

		I17514		10/21/25		15:36		10/24/25		Incorrect patient letter attached to an overseas patients email to request the immigration share code. I have attached the email and attachment to this datix.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Bryan,  Dwain		Finally approved		No Harm		No harm		11/5/25		Raised to management and completed Datix.		To be more careful when attaching files to emails.		Network Services

		I17394		10/21/25		15:40		10/21/25		TSRT9/ EL3 / 13I / CF1a CF1c / MoD13BB / SB13aa SB13ii

Offline review #1-3 stated to repeat imaging for remaining 2#'s.

Resetup required #4.
B7 did not realise resetup #1 meant that more than 2 additional KV images had been acquired over the 4#'s treated currently.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Whilst annotating additional image note B7 realised additional imaging exceeded 2.
Clinician emailed for authorisation.
Ensured annotation input from clinician before next treatment/image due.

Spoke to radiographer that completed offline review. It should have been escalated at the time of offline review that additional imaging due to resetup #1 would exceed 2 over the course of treatment.				Network Services

		I17395		10/21/25		11:50		10/21/25		Whilst checking on the patient it was noticed that his hands and palms were red.  He then reported that he felt hot and nauseous.  On closer examination his chest and upper arms appeared blotchy.		treatment stopped Chlorphenamine 10mg, administered under PGD
Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken
patient reviewed by acp J Booth;

- iv paracetamol and metoclopramide given after rescue medication.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		chemo stopped; clinical observations were taken; rescue medication given ( 10mg piriton and 200mg of hydrocortisone).  Unit acp was notified to review patient and give plan of care.				Network Services

		I17396		10/21/25		15:50		10/21/25		TVN review - classed C2 pressure damage				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Langstaff,  Alexandra		Incident being managed locally		Low Harm		Low harm				Nursing staff referred to TVN on identification of damage blister/C2 to left heel
TVN reviewed and classed as C2 and advised ward staff to datix. 
L heel blister was present on admission - NS state has burst during admission.
Also has blister to R heel and C1 marking to thigh ?from catheter.
Currently hoisted astx3, nursed in bed majority of the time, high BMI, lymphoedema. 
Added to turns chart and nursing handover, heel pro boots in situ, added to SSKIN bundle, medical illustration taken yesterday.				Clinical Support and Specialist Surgery (CSSS)

		I17397		10/21/25		08:20		10/21/25		Patient had a fall by M&S this morning, as I just happened to arrive a nurse was already helping her. I fetched a wheelchair and when the patient felt ready the nurse and I helped her into the chair and I brought her up to radiotherapy. She informed me her legs 'just went' and this has happened before.				The Christie NHS Foundation Trust / Other / Hospital Grounds						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		I passed this information onto the treatment staff on suite 2 and they agreed she needs obs and review as she knocked her head when she fell. The patient was happy with this plan				Other

		I17398		10/21/25		12:43		10/21/25		Patient had had 273mls of docetaxel administered as per hypersensitivity protocol due to previous reaction, complained of abdo pain radiating into back, lightheaded		Treatment stopped, appropriate medications given.  observations recorded, safety of the patient priority.
treatment re started, with further reaction.  treatment stopped 
 reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/22/25		Treatment stopped, observations recorded, 100mgs of hydrocortisone given under PGD, symptoms appeared to settle, pain improved. Reviewed by tACP, 1g paracetamol PO given under PGD.
Around 20minutes later patient reported symptoms returning, pain and nauseous. Further 100mgs IV hydrocortisone given. C/O chest discomfort - ECG completed and reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.				Network Services

		I17399		10/21/25		17:30		10/21/25		evidence of contrast on bolus tracking, scan triggered. Patient did not complain of pain during scan. PV scan suboptimal to checked patients arm after scan and there was evidence of extravasation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/29/25		apologised to patient, drawn around, cold compress given, picture taken, attempt was made to aspirate but very little came out. Checked images with HULA as patient was anxious over the diagnostic quality of the images. HULA assured repeat imaging with a new cannula was not required. 
Camera will be sent to medical illustration tomorrow, and will call patient tomorrow to check on status of swelling. No immediate concerns		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17400		10/21/25		14:00		10/21/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after.		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD
Patients symptoms then eased.

Actions and result of actions taken	
Sister  and staff nurse  first to attend, quickly followed by ACP and other ORTC staff.
Initial NEWS 9 (o2 89% = 3 using O2 = 3) - within minutes this had come down to 1 so outreach not contacted.

Nurse emailed team to prescribe desensitising medications for next treatment. Bloods and clinic booked for next week 27/10/25 so team can review prior to next cycle of chemotherapy.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after		More detail could of been documented regarding how many mls of treatment went though before he reacted and what the plan was regarding 
No updates on Iqemo to say that drug was partially administered.		Network Services

		I17401		10/21/25		16:00		10/21/25		RN needlestick injury after administering insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		Low harm		10/23/25		First aid to RN, washed and bled site 
Occ health referral made
Policy followed - patient low risk 
Escalated to lead nurse 
Bloods to be taken from RN and patient with informed consent				Clinical Support and Specialist Surgery (CSSS)

		I17402		10/21/25		19:00		10/21/25		TSRT9 Level 10J 5 SB10l 10J CF1c
Bladder pressure for abdomen belt not provided on scan sheet, assessment tab or patient site set up by pre-treatment staff. The ant Tattoo to belt measurement of 1cm that was provided did not match the 4cm difference on the acetate.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		Issues raised to superintendent.  Clinical judgment used to set bladder pressure with help from partial picture of pressure gauge from pre-treat on site setup.  B7 present for set up after and CBCT.				Network Services

		I17403		10/21/25		20:05		10/21/25		Incorrect Christie number entered on blood gas machine (patient KM). Unable to change number as machine had locked in result. Patient name deleted from test on gas machine- consequently test has not currently appeared on CWP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Digital Services / Transformation				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/30/25		Sample re-entered with correct Christie number (patient MW).

Out-of-Hours labs called. Confirmed they could also not see result on CWP. Not possible to add comment to result as it has nt appeared on CWP.

IRF submitted				Clinical Support and Specialist Surgery (CSSS)

		I17390		10/21/25		13:30		10/21/25		Cannula causing pain, 10 ml flush showed swelling when pushed slowly.		Extravasation managed appropriately, follow up call made, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Chemical		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/27/25		Infusion stopped 
Checked for flashback and flashback seen 
10 Ml flush used to check cannula, small swelling noted
Treatment clamped off and disconnected 
Aspirated cannula, blood seen.
Area marked and photographed with patient consent 
Flow chat D followed 
Heat pack applied for 20 min 
No swelling seen and area not red and patient expressed no pain. 
safety netted patient to contact Hotline A+E  if develops pain/ swelling or is concerned. 
Arranged to contact patient tomorrow AM to check on patient status.		Extravasation managed appropriately, follow up call made, no further issues reported.		Network Services

		I17388		10/21/25		14:00		10/21/25		Patient experienced symptoms like Warm and flushed during the Treatment infusion.		All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.
Treatment given
Medication given for drug reaction
Hydrocortisone 100mg, administered under PGD		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment stopped immediately. Clinical Observations were taken timely. All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.				Network Services

		I17405		10/21/25		14:00		10/22/25		94 year old admitted to IPU at 14:00 for excision of lesion of forehead under LA Plastics list. Known Type 2 on insulin. BM on admission unrecordable - high. Bloods (VBG) taken by IPU nursing team. Escalated to diabetic team (serum osmolarity, Christie Profile HBA1c requested) . Escalated to Plastics team and theatres. Reviewed by Plastics Registrar and 8 units of Novarapid prescribed. 
Second VBG taken - awaiting result. Plastics reg instructed IPU B6 to discharge patient as he "was stable".		Wider work ongoing regarding: who takes responsibility for surgical pts when their presenting issue is medical. Mr Oudit is in communication with Eva and Sekar regarding this. New SOP to be created in regards to the management of surgical patients going to medical.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Smith,  Lydia		Finally approved		No Harm		No harm		11/4/25		IPU B6 team disagreed with management plan and stated they were not discharging the pt.  

No results obtained from 1st VBG - results failure on machine. Escalated to IPU B7 (interviewing at time). 2nd VBG  - lactate 2.2 K+6.2  Glucose recorded as ?. Capillary BM recorded now at 32mmols. Ketones 0.6 on AAU machine. Plastics Reg stated he had consulted Surgical Reg on call and he would review these results. Plastics Reg left duty. Surgical Reg on call unaware of pt after being consulted by IPU B6. Management plan obtained from Surgical Reg on call - escalated to Consultant, escalated to CCU and patient transferred to AAU at 19:45 following further novarapid, calcium gluconate and IV fluids. BM 29.7 on transfer.				Clinical Support and Specialist Surgery (CSSS)

		I17377		10/21/25		08:44		10/21/25		TSRT9/ 13AA/ Level 5/ SB12G/ MoD 13I/ CF1c/
Systematic review not scheduled for after Ph2 #1 as per PR3.69.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 regarding no anno, proceeded to use 2D as per B7 authorisation
Systematic reviews scheduled correctly apart from missing post #1 as Same ISO as Ph1- incorrect process.				Network Services

		I17382		10/21/25		10:00		10/21/25		Out of date PPE Supply in the out of hours store cupboard by Department 40.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Estates and Facilities Department						Incident affecting the organisation		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Escalated to head of estate department.				Capital, Estates and Facilities

		I17383		10/21/25		10:45		10/21/25		TSRT9 / EL3 / 13I / CF1B / MoD 13BB / SB12C 13HH
Incorrect image preset selected at treatment prep stage.
Head and neck S20 should have been used, M20 selected.

1.7mGy dose from H+N M20 compared to 0.8mGy for S20, additional dose of 0.9mGy.
This is not reportable		The radiographer that completed the image prep has been involved in a similar incident regarding another image prep. They have been undertaking a lot of treatment preps recently & therefore this should be closely monitored. I have spoken with them about both incidents & educated them on the selection of appropriate image preset selection.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 after #1
Image preset changed in imaging field after assessing treatment volume on CBCT.

Discussed with treatment radiographer the importance of pause & check that appropriate imaging preset selected prior to initiating exposure.
Discussed with radiographer that had completed image prep, they believed an M20 would be better for TV visualisation inferiorly. Reviewed CBCT & discussed that S20 would still have been sufficient. We would standardly select S20 & then review if not sufficient to escalate for consideration of M20.				Network Services

		I17384		10/21/25		11:48		10/21/25		Patient had a rate increase retuxamab infusion. 
Second rate was given @ 692ml/hr instead of 112ml/hr due to human error, I incorrectly put the time in the pump and after correcting this did not double check the rate (which had been changed due to the automotive system on the pump). 
Communicated this to the pt who reported feeling well in self, he was understanding of the situation and was incredibly understanding.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Donovan,  Helen		Incident being managed locally		No Harm						Started treatment at increased rate @ 11:30, noticed incorrect rate @ 11:48. 
Stopped treatment and communicated to pt what happened and apologised. Checked if pt was feeling ok, which he reported he was.  Spoke to NIC TP who advised me to call the research team. Called CRN Joanna who said for me to keep an eye on the pt and repeat obs. Obs repeated and all ok, so go ahead with treatment.
Recorded timings and will record on SACT careplan and IQEMO				Research and Innovation

		I17386		10/21/25		10:00		10/21/25		tsrt9 level 5i cf1d md12a sb5i
PPM not acknowledged on booking form				The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Email to cardiac devices for more information
Phone call to Bolton cardiology for further information and highlight end of treatment check
Pacing dependent therefore treatment site switched to allow for monitoring

Patient Safety - please reassign not for R&B - is for DG1 as clinician would have completed radiothx form?				Network Services

		I17379		10/21/25		09:30		10/21/25		2 x surgical patients discharged from inpatient ward. Both required TWOC appointments on IPU. No booking requests sent and patients just arrived onto IPU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Dale,  Emma		Incident being managed locally		No Harm						Patients clinically required TWOC on the day of arrival onto the Unit and therefore patients had to be added onto the TCI for IPU despite already high activity for that day. TWOCS performed.				Clinical Support and Specialist Surgery (CSSS)

		I17411		10/21/25		16:44		10/22/25		Lab number 2666298. Incorrect hospital number on form. Sample rejected on synergy  accidently put -1 in CEA field.  -1 result wasn't realised until a day later.  Consequence result went over to CWP patient record.   Training error.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Incident being managed locally		No Harm						Error logged.  Fbc already on analyser so results remove from analyser - hadn't gone over to CWP. Serum removed before it went on analyser. Duty biochemist informed.  Results redacted from CWP.				Christie Pathology Partnership

		I17424		10/21/25		12:00		10/22/25		TSRT9/level 3/ 13L/ CF 1C/2C;/MD 13i/ SB 13i

*Patient set up to isocentre using SGRT then moves to isocentre applied again via CMA
*Geographical miss requiring repeat XVI
*Additional dose to pt =5.3mGy
*Non-reportable		corrected prior to treatment

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		*B7 called to review XVI
*Treatment radiographer realised error from imaging
*Repeat XVI approved
*Pt set up again
*Picked up due to daily imaging		staff to be aware and folllow protocol		Network Services

		I17416		10/21/25		16:35		10/22/25		Consultant surgeon - presumed needlestick injury from high risk patient during theatre case				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Staff		No Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Jones,  Tracey		Incident being managed locally		No Harm						Needlestick protocol followed. Reported to occupational health. Patient informed and consent obtained for bloods to be taken.				Clinical Support and Specialist Surgery (CSSS)

		I17417		10/21/25		13:30		10/22/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Come out of the room to image the patient. Patient in breath hold for CBCT and needed a break mid-scan. Interrupted the beam as normal at 14.6 degrees gantry angle. XVI returned a treatment error and give us the option to review the image as though the entire scan had been acquired (image due to end at 20 degrees). Patient therefore needed another CBCT.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Band 7 and engineers contacted. Engineers photographed error message and closed out of XVI. Chose to do a test scan to see if the same issue happened again. Patient was able to get  back on the bed and had treatment without any further issues.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		Network Services

		I17443		10/21/25		11:45		10/22/25		TSRT9/ level 4/ 10j/ CF1c/ SB 10l/ MD 13g
Treatment team identified that a patient's site setup did not include the lung board. A picture of the patient was included with their treatment plan, clearly showing the patient with their arms up on the lung board.		corrected pre treat patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		A superintendent radiographer was informed, and a lung board was used for treatment. The site setup has been amended and approved with a lung board included.		ensure all documents are fully completed		Network Services

		I17616		10/21/25		14:30		10/28/25		Had appointment booked on 21/10 14:30 at Macclesfield, was phoned the day before and given the appointment details. Arrived at Macclesfield and there was no appointment on the system to book into as this had been cancelled by the team at main site who had phoned the patient the day before with the appointment but the patient had not since been told this was cancelled.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Incident being managed locally		Low Harm						Macclesfield reception team spoke with the clinical team and the secretaries, explained the situation and they agreed to see the patient in clinic. The patient was very distressed to find out the appointment was not on the system at first so appreciated the Macclesfield team being able to solve the problem and be seen.				Network Services

		I17575		10/21/25		12:00		10/27/25		Endoscopy report had to be edited after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report on CWP- one is correct and one is incorrect and needs redacting. Completing datix for tach bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						Endoscopy manager aware.				Clinical Support and Specialist Surgery (CSSS)

		I17444		10/22/25		17:50		10/22/25		TSRT9 level 5 SB10l10J CF1c
civco matress omitted from RTP site setup information				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		b7 asked to attend setup for patient. #2/10 right knee. Discrepancy in table height from planned height and had to adjust ~1.8cm to set ANT FSD. On review of RTP information and plan it was noted that patient should have been on a civco matress. patient resetup with matress in place and civco added to site setup				Network Services

		I17428		10/22/25		14:30		10/22/25		Seen pt at 15 min checks. Obs stable.  PVC area checked and intact. Pt buzzed around 10 mins later that arm was hurting. Saw pt had a big lump from where it has extravasated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Scott,  Sabrina		Incident being managed locally		Low Harm						Blood stopped. Senior nurse and dr made aware. Area drawn round. Dr reviewed. Blood aspirated by colleague. Transfusions nurses made aware. Advised not to put heat on. Labs and blood bank made aware due to needing another unit.  PVC was inserted by ultrasound guide. IPU called for urgent picc line. Pt being admitted for monitoring. Extravastation careplan completed.				Clinical Support and Specialist Surgery (CSSS)

		I17446		10/22/25		17:45		10/22/25		Dressing around cannula noticed to be wet whilst IV SACT running. IV SACT paused. Slight swelling noticed to round cannula site.		All appropriate actions taken once incident was identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/28/25		IV SACT paused. Informed NIC & ward dr. Extravasation flowchart for specific chemotherapy obtained & followed. On call Dr informed. Attempts to withdraw from cannula with nil output.  Cannula removed and sterile gauze applied and surgical marker pen used to circle area. Cold pack applied as per protocol and will.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17447		10/22/25		16:00		10/22/25		TSRT9 level 5 19a sb19a cf2d md13a
Noticed #1 IRMER dose/# not christie protocol. Dr informed us that the CL3 07 document is just not updated yet and it will soon be protocol, however for now old IRMER voided and new IRMER completed by consultant. This was missed during prep checks. Patient was in the department for 3 hours before getting treated although this was mostly due to waiting for her consent.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1				Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Band 7 informed. Doctor had just consented patient. therefore, amended IRMER appropriately.				Network Services

		I17448		10/22/25		19:00		10/22/25		pt had MASD- unfortunately now developed to c1. doesn't often mobilise as feels ++dizzy when walking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Incident being managed locally		Low Harm						dressing applied. informed NIC. assisted pt to lie on side. informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17449		10/22/25		20:00		10/23/25		Admitted with cat 1 pressure sore x3 2 on left buttock and 1 on right buttock with red sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Informed sister in charge
On an air mattress
Patient declined dressing to be put on
Referred to TVN
Datix				Clinical Support and Specialist Surgery (CSSS)

		I17450		10/22/25		20:30		10/23/25		Patient found on floor in side room, had an unwitnessed fall. Large haematoma to forehead, fractured nose, bleeding from nose, forehead and ex cannula site - cannula fell out during fall. 
Patient reported she had tripped from the bathroom and crawled out to the bedspace. On the floor for approximately 15 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Perry,  Liz		Learning response required		Moderate Harm						Fast bleeped on call doctor for review. Applied pressure to patient's nose and bleeding settled. Observations taken, NEWS2 score 8 at time of fall. Clinical Night Practitioner, On call Dr and nursing staff assisted patient into bed. Neuro obs completed as per policy. CT head and facial bones completed. Confirmed nasal bones fracture. Bloods taken as requested.				Clinical Support and Specialist Surgery (CSSS)

		I17430		10/22/25		12:00		10/22/25		TSRT9/level 3/13R/CF1d/SB13i/MD13i

#18/20 VMAT Prostate M10 filter
Additional dose to pt = 7.9mGy
Blue triangle immobilisation cushion used under knees for XRT set up instead of Orange knee bolster.
Radiographers realised during Image review due to poor XVI match (large corrections)
Escalated to B7

Additional dose to pt = 7.9mGy
First Occurrance - Non-reportable		correct immobilsation used 

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Unable to achieve satisfactory PTV coverage
Site Set up checked - immobilisation incorrect.
Pt re-set up & re-imaged.
Additional XVI approved under protocol.
Treatment delivered correctly.		staff to ensure they use and communicate the use of th ecorrect immobilisation		Network Services

		I17431		10/22/25		11:50		10/22/25		Patient experienced facial and chest flushing 10 minutes into Paclitaxel infusion.
Patient also complained of abdominal discomfort/bloating. 

Incident at Bolton Churchill Unit				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Paclitaxel infusion stopped. Observations checked and satisfactory. 
PGG followed- 10mg chlorphenamine and 100mg hydrocortisone IV administered. 
Patient monitored for half an hour and all symptoms settled and resolved. 
Paclitaxel infusion completed following reaction protocol at titrated slow rate and with no further issues.				Network Services

		I17432		10/22/25		15:32		10/22/25		the patient was on a slow rate docetaxel on his 1/2 rate when he suddenly started feeling hot and became flushed.		Patient reviewed  on ORTC as reacted to slow rate docetaxel, similar to previous reaction he felt hot and became flushed. No pain noted.

Treatment stopped and 100mg of hydrocortisone given, Not for further treatment today. Will need to go back through clinic to see about a change in treatment. Only 5 days of filgrastim given to take home as he only had a small amount of the drug. Not given dexamethasone pre meds to take home.

When symptoms settle can go home. Team and schedulers to be emailed to arrange clinic appointment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		treatment stopped, 
100mg hydrocortisone given 
ANP on unit informed		Processes followed and ANP reviewed on unit swiftly.		Network Services

		I17433		10/22/25		11:50		10/22/25		Patient's partner alerted a nurse walking past that the patient had sudden back pain during SACT infusion.		Reviewed by doctor on the unit - no concerns - rechallenged on hypersensitivity protocol and was stable.

 Team emailed to amend the script for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/31/25		Infusion was stopped and hydrocortisone administered. Observations were taken. Dr was informed and came to review the patient.		Thank You for reporting this incident. All process followed and patient safely finished their treatment. 

Team made aware so changes can be made to script.		Network Services

		I17434		10/22/25		11:00		10/22/25		Discovered DTI located to left heel.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Spooner,  Jennie		Learning response required		No Harm						TVN referral, pressure relief provided. Elevated heels. Patient requires a pump for mattress. Medical illustration done. 
TVN review 22/10/2025
On assessment, she has a small DTI to her left heel, approximately around 1cm circumferential. She herself was positioned on her side during assessment.

Management plan

Elevate the heel on repose wedges/if no repose wedges to use pillows to elevate the heel.

Attach the mattress pump to the mattress 

Medical illustration photo today

Datix the incident as DTI.
29/10/2025: TVN update
Reviewed Photo on PACS from the 27th prior to discharge.
DTI is resolved and downgraded to Cat 1.				Clinical Support and Specialist Surgery (CSSS)

		I17435		10/22/25		14:08		10/22/25		During Paclitaxel infusion, the patient reported he got a little bit hot feeling and light headache after 25.2 ml infused.		Team emailed to change script.

NEWS2 - 0 throughout.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		The infusion was stopped immediately and observations were taken and marked at CWP. hydrocortisone 100mg given on 1409. The patient remained alert and claim.		paclitaxel reaction managed well 

Patient went on to have her next treatment at a slow rate and managed fine.		Network Services

		I17436		10/22/25		13:10		10/22/25		Patient became more flushed than baseline after having 82mls of Docetaxel.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		Low Harm						Patient had arrived flushed as a side effect of steroids. Nonetheless felt she had became more red and when asked said she felt hot but this could sometimes happen even when at home. Infusion stopped, hydrocortisone and chlorphenamine give, observations taken, and patient rechallenged successfully following sensitivity protocol.				Network Services

		I17437		10/22/25		15:45		10/22/25		Contacted by patients sister who claimed her brother had requested pain relief at 9am this morning and had not received any until 1430pm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Scott,  Sabrina		Finally approved		No Harm		No harm		10/23/25		Spoke with nurse who was caring for the patient, who explained that regular medications had not been prescribed, hence why he had waited so long, she had asked for the medications to be prescribed and had asked 3 times before an ANP had prescribed some.				Clinical Support and Specialist Surgery (CSSS)

		I17438		10/22/25		09:00		10/22/25		Leighton staff not having access to QPulse after QPulse transition		Quality team aware to pass on dates to satellite sites.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton						Incident affecting the organisation		No Harm		Non-clinical incident		IT issues		Software Failure		Fox,  Samantha		Incident being managed locally		No Harm		No harm				Datix raised, ongoing - discussed at monthly satellite quality management meetings		Ensure that dates of planned outages are communicated widely alongside BCP that is in place.		Network Services

		I17439		10/22/25		11:30		10/22/25		Called ward at 08:00am  to notify patient’s platelet count was 43 (FBC at 4:54 am). Informed them that patient urgently needs platelet transfusion before procedure and to recheck platelets, as consultant agreed procedure only if platelets >50. Ward confirmed platelet transfusion expected at 10:30 and was advised to start immediately. Later called ward again; patient was being transfused 11:30 but bloods still needed checking. Consultant cancelled procedure as platelets was not stable.		Reallocate to JR		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Robertson,  Jane		Incident being managed locally		No Harm						The ward was contacted to inform them that the procedure was cancelled because the patient was not ready on time and the consultant was occupied during the afternoon session. It was explained that the clinical decision to cancel was made by the consultant and had been previously discussed with the haematology consultant a week earlier regarding platelet requirements. 
The endoscopy manager, nurse, and consultant had all repeatedly emphasised to the ward the importance of completing the platelet transfusion as early as possible on the morning of the procedure day and was consistently following up with the ward throughout the morning of the procedure. 

The ward was advised to speak to the on-call consultant if they wished to proceed with the procedure on the same day, as there was an afternoon list available; however, it was managed by a different endoscopist with other commitments. The on-call consultant later confirmed that no endoscopist was available that afternoon and instructed the ward to submit a new request using the endoscopy booking form.
The ward was reminded of the importance of timely platelet transfusions to avoid similar issues for future scheduled endoscopy lists.		Recommendation - if a specific threshold is required, they not only need to prescribe/hand over to the nursing team, but they need to communicate with blood bank to assure they have the required blood products available on site.		Network Services

		I17440		10/22/25		15:15		10/22/25		Initially pt reported that pins and needles in his arm - heat pack and a warm drink provided.  Then pt told me that pins and needles are spreading to his feet and in the right arm as well as left arm. Another heat pack and warm drink provided. As no effect -Treatment paused at 549mls infused (40mls left).		NEWS2 3 - then decreased to 1 
Registrar from patients team contacted patient following  incident during last treatment. 

Contacted by chemo nurses re symptoms during last treatment.

Reviewed Sx and d/w Consultant - impression is of cold related dysaesthesia and laryngeal dysaesthesia rather than a hypersensitivity reaction. Advised to increase oxaliplatin duration to 4 hours.

D/w patient - explained update as above. He is currently feeling well, managing three meals a day. No skin toxicities from capecitabine. Remains independent with ADLs. Paraesthesiae now only intermittent upon touching cold surfaces. He is aware to wear gloves.

He is aware of his next F2F f/u on 11/11		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Concerns escalated to ACP who came to review pt on ORTC. As per ACP symptoms to be treated with reaction medications. NEW2 completed. At 15:17 Hydrocortisone 100mg IV administered under PGD by RGN. At 15:18 IV Chlorphenamine 10mg administered under PGD by RGN. At 15:24 pt complained of laryngospasm in the neck, tingling in lips.  At 15:25 another IV 100mg Hydrocortisone given under PGD by Sister. Heat pack applied to the neck. Warm drink provided. NEWS2 completed. 
At 16:18 - pt reports that now symptoms have resolved. NEWS2 completed. Please see NEWS2 chart. I have asked ACP to review pt prior to him going home. ACP has also acknowledged the NEWS2, happy for the pt to go home. ACP indicated that pt does not require to stay on the ORTC for any longer. Pt aware and happy to pick up desensitisation medications from the dep 14. Aware to call the hotline if feels unwell.		Thank you for reporting this incident. Patient was followed up and treatment plan made. Patient has clinic appointment on 11/11. Desensitising medications posted out. Team will confirm if patient needs these or not.		Network Services

		I17441		10/22/25		17:30		10/22/25		TSRT9 / EL3 / 13Z / CF1B CF1C / MoD13I / SB13AA
#3 it was noticed M15 would have been sufficient but image was prepped with M20.
Additional dose of 2.4mGy over 3 CBCTs. Not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Image prep changed to M15.

Feedback provided to radiographer that had completed image prep & staff that had treated/imaged #1-3.				Network Services

		I17419		10/22/25		13:00		10/22/25		TSRT9 / EL 2 / 13AA / CF 1C / MoD 13BB / SB 13AA
Escalated to B7, during offline review #1-3, disagreement with match applied #1.
#1 match applied +0.4 on Y.
Offline match -1.7 on Y.
This is a difference of 2cm compared to the correct match.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to physics who advised that as the difference is less than 2.5 times this is not classed as a geographical miss. Therefore not reportable.
Asked radiographer to rematch image and discussed offline.

Clinician informed. Likely to have some clinical impact as the treatment was planned with tight margins, therefore the inf aspect of the TV will not have been included in the treatment field #1.
Clinician will follow-up with the patient as per standard follow-up post treatment. Clinician will inform the patient of error at this appointment as per Duty of Candour.				Network Services

		I17420		10/22/25		08:00		10/22/25		tsrt9 level 5 4j md13a sb4j cf2d
Patient was consented in clinic for radiotherapy on 7/10/25 as annotated in CWP but consent form had not been scanned in. This was noted during treatment prep process and				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Patient was contacted to ask him to bring his copy in. The patient advised that he probably wouldn't be able to find it. Message was sent to the consultant and attempt made to call the secretary who to see if form could be retrieved with no success. Clinical team were contacted on patient arrival and patient was re-consented before #1 commenced				Network Services

		I17425		10/22/25		10:00		10/22/25		tsrt9 level 5 5k md12 sb5k cf1d
During the data input for the patient it was noticed that the annotations on CWP stated 5 fractions of radiotherapy when this was cross referenced with the IRMER there was a mismatch. The IRMER stated 15 fractions this was later clarified with the Dr who confirmed the patient was for 5 fractions however this caused a delay to the patient as they were originally planned for 15 fractions so the treatment had to be replanned.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dr was notified of the mismatch between fractionations, pt plan was replanned for correct dose and fractionation.				Network Services

		I17423		10/22/25		13:00		10/22/25		Fall at lunchtime today, mechanical fall, says he slipped on slippers and lost balance. assisted back onto chair by x3 nursing staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Scott,  Sabrina		Incident being managed locally		Moderate Harm		Low harm				Observations taken. Dr has reviewed. No visible trauma to head or bleeding. Slight bump to R side of head. Alert and orientated, no loss of consciousness, GCS 15/15 PEARL. Attending CT head. To transfuse platelets later this afternoon.				Clinical Support and Specialist Surgery (CSSS)

		I17414		10/22/25		11:42		10/22/25		TSRT9 LEVEL 5 19A sb19a md12g cf2a
At treatment prep- clinical treatment protocol "Wilms"  not evident on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		PX, RTQA forms, annotations are accurate, therefore proceeded to treat.				Network Services

		I17410		10/22/25		10:30		10/22/25		TSRT9

Patient setup on D-Max couch top (should have been KVUE couch top).

Identified partway through XVI acquisition - scan manually interrupted.

Additional dose to pt = 0.7mGy. 46/650 frames delivered.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Image acquisition manually interrupted by treating rads.

Escalated to B7.

Pt resetup.

Additional image justified in MOSAIQ. Pt reimaged + treated correctly.				Network Services

		I17406		10/22/25		08:05		10/22/25		TSRT 9 
2DkV pair attempted to take, no image produced, confidence tone heard.
MCR aware				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Rejected		No Harm						MCR informed, another image acquired				Network Services

		I17407		10/22/25		03:00		10/22/25		At approximately 03:00, patient was found on the floor beside the bed attached to IV pump, no dislodgment observed  The patient was alert and conscious and seen in a seated position on the floor.  I asked what happened and the patient reported that she had attempted to go to the toilet and had slipped. I accessed and asked patient if in any pain, patient denies pain, observation taken. a commode pan was provided passed urine and patient was assisted back to bed and made comfortable.		learning identified and will be updated on the next LFI.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		A full set of observations was taken and recorded,  NEWS score of 1. The patient denied any pain when questioned. I accessed for signs of bruising or swelling and non observed.  NIC informed of incident. Patient was reminded to use call bell for assistance when needing the toilet.		follow post falls protocol accurately. 
document footwear
check CBG post fall 
Alert medical team for review asap		Clinical Support and Specialist Surgery (CSSS)

		I17408		10/22/25		09:21		10/22/25		I received a phone call from a patient which contained questions that needed to be passed onto the team. I included them correctly as recipients but the patient was also querying his radiotherapy treatment. I CC'ed in the radiotherapy bookings team but accidently miss selected the correct email address and so I CC'ed the radiotherapy bookings team from Royal Marsden rather than the Christie.		I have advised the staff member to help reduce the risk of sending emails to the wrong recipient, staff are encouraged to change their default address book in Outlook from the Global Address List to The Christie. The details of how to do this is on HIVE and i have signposted her to these instructions.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I resent the email including the correct radiotherapy bookings team and urgently emailed the team at Royal Marsden to advise that the email had been sent to them in error and to please disregard it immediately.		to check all email addresses when sending an email.		Network Services

		I17404		10/22/25		03:30		10/22/25		Patient AX1 due to being unsteady on feet. On the way back from the bathroom he held onto the door handle, making the door open quickly, which made him loose his balance. He was assisted the the floor with member of staff assisting him. He landed on his bum, did not hit his head.		Importance of repeating Moving, Handling and Falls risk assessment post fall and completing lying and standing blood pressure on admission to be fed back to all staff on AAU.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		AX3 to get him standing up from the floor, walked back to bed with assistance. 
Skin on back/bum checked, no new damage to skin (Has existing C2)
Drs informed, not concerned - to recheck L/S BP in mane. 
Pt knows to use call bell if he needs assistance.		From findings appears a mechanical fall (accidentally leaning on unlocked door handle) occurs. The patient risk assessment is completed with 6 hours of admission and is deemed a significant falls risk. Previous falls, low sodium, visual impairment, fatigue+++. Patient is nursed in highly visible bed space. Patient required assistance to mobilise across admission and uses the call bell. The patient is supervised at time of incident, no harm to patient. Patient does not hit head and receives a medical review within 12 hours as per Management of an Inpatient following a fall algorithm.  

Learning to be disseminated to AAU staff regarding repeating Moving, Handling and Falls risk assessment post fall. Lying and Standing blood pressure not taken on admission due to fatigue+++ and mobility issues.		Clinical Support and Specialist Surgery (CSSS)

		I17512		10/22/25		15:04		10/24/25		Patient received a transfusion and no 1st or 2nd independent checks, starting information or outcome completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17466		10/22/25		17:45		10/23/25		tsrt9
Mechanical error with the machine. Patient was lying on the bed waiting for the beam for a long period of time, pt was struggling and asked to come off the bed while engineers were sorting error within the machine. Once the error had been fixed patient resumed remaining treatment but this required an additional image. Additional image was authorised by band 7 and image review form was completed - pt completed remaining treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Patient was taken off the bed and allowed to sit up and have pain relief. Once fault was fixed pt resumed remaining treatment with extra imaging authorisation from band 7.				Network Services

		I17467		10/22/25		09:00		10/23/25		Donor letter not completed on 21/10 which was the clearance deadline for the anthony nolan paper work (including letter) to be returned to the registry.
Clinic letter not authorised on 22/10
Clinic letter not ready on CWP until 23/10

NM 27/10/25 this was a medical delay, doctor refusing to complete it when it needed to be done, which requires review.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Robertson,  Jane		Incident being managed locally		No Harm						Apologised to anthony nolan for the delay				Network Services

		I17468		10/22/25		16:00		10/23/25		TSRT9
mechanical issues with the machine, multiple interlocks and no beam available resulting in patient coming off the bed and requiring additional imaging 
(2 x 2D pairs)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		called MCR and requested estimate of timings to resolve the issue, large amount of time provided, B7 informed and patient informed and decision made to get patient off the bed				Network Services

		I17452		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		Low harm		10/23/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17453		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		11/3/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17460		10/22/25		18:00		10/23/25		tsrt9
Breakdown across all gantries - problems with energy? 
Pt off bed as ++time in mask, paed, #3. Had already had CBCT and 2D pair. 2 beams out of 6 delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Assessed need for CBCT as due to be on weekly pathway after #3 however sinus filling etc issues present, opted to repeat both CBCT and 2D w/superintendent. Auth'd by band 7.				Network Services

		I17461		10/22/25		10:35		10/23/25		TSRT9 / Level 3 / 11j / MD13jj / SB11t / CF1b / CF1c
Due to a large lateral shift; the gantry doesn't have clearance to get to the G195 beam. 
Additional 2DkV will be taken each fraction as treatment couch will need to be move to achieve clearance.		Email sent to team on 24/10/25 and to be discussed in physics meeting on 31/10/25 highlighting the importance of considering gantry rotation in isocentre placement.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Planning room (second floor)						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Lowe,  Matthew		Finally approved		No Harm		No harm		10/24/25		Superintendent/ planning informed. Plan of action formed to continue treatment,		Treatment planning staff should be vigilant about gantry rotation when planning treatments with isocentres away form the centre of the patient.		Network Services

		I17462		10/22/25		13:20		10/23/25		TSRT9
Transcribing error on PTP scan record, measurements for setup do not match the patient setup photos. Noted and updated prior to any imaging. #1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		B7 informed, both documents checked and correction made on PTP scan record to match the setup photos, when setting up patient the measurements from the setup photos were used.				Network Services

		I17463		10/22/25		09:00		10/23/25		Clinic letter not ready to send with DKMS donor clearance on 17/10/2025. 
Clinic letter was not available on CWP to send until 22/10/2025				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Robertson,  Jane		Incident being managed locally		No Harm						Consultant asked to complete the letter ASAP
Apologised to DKMS for the delay				Network Services

		I17487		10/22/25		20:20		10/23/25		When calculating Pregabalin dosage this morning for patient (should be 170mg in 8.5ml) I noticed that the previous dose written in the controlled drug book was incorrect and it was written 170mg in 7.5ml. 
Concentration of Pregabalin is 20mg in 1ml hence patient has been given an incorrect dose (less than prescribed).		learning identified and added onto next LFI to ensure RN double check when doing CDs.
conversation carried on with RN who previously gave incorrect dose.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Duty of candour completed. 
Correct dose of Pregabalin administered this morning. 
Spoke to CPE on the ward regarding the medication error.		x2 RN to check dosage properly and to do calculations together.		Clinical Support and Specialist Surgery (CSSS)

		I17489		10/22/25		15:36		10/23/25		Treatment expired prior to administration to patient
Patient reviewed in clinic 09:10
Green hand completed on iqemo @ 09:50
Go ahead given 11:02
Patient handed over to CRF 11:30
Treatment ready at aseptics 12:00
Research team called CRF to highlight treatment ready and 4 hour expiry at 14:45
Call from CRF that treatment had reached expiry 15:36				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Pearson,  Sally		Incident being managed locally		No Harm						Discussed with aseptics to enquire about capacity to make same day - no time available - added to Thursday PM list
Spoke with patient to apologise and arrange rebooking appointment.
New treatment chair and transport arranged. Requested new prescription.
Patient attended 23/10/25 for treatement.
PI notified.				Research and Innovation

		I17471		10/22/25		13:00		10/23/25		Dysphagic patient was discharged from SALT after he opted to 'Eat & Drink at risk'. AAU 
22/10/25 Nurse attempts to re-refer patient to SALT but this was rejected so I emailed SALT team to request they give guidance to ward team on safest textures/feeding strategies & swallow exercises to aid patient's rehabilitation .
SALT declined further input this week & highlight that AAU Doctor is making decisions about Pt's oral intake believing his swallow is safe following his own assessments				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Delay/ failure		Bushell,  Lyn		Incident being managed locally		Moderate Harm		No harm				Lead AAU consultant noted on 22/10/25 CWP:I note SALT team feel little further they can add but support with optimal consistencies and exercise would be beneficial to his care.
SO ongoing review is needed form SALT but their email to me states: Having two separate teams independently completing swallow assessments for a patient and giving contradictory advice does not feel like good (or safe) management for the patient, for the family, or for us as a team when correct processes are not being followed. 
For that reason we made a decision to discharge the patient in order that the AAU doctor can continue to manage his dysphagia. 
We have significant staffing issues in SLT this week with more than half of the team not in work therefore are unable to get back to John until after the weekend. AAU lead Dr has given his advice about oral intake for this patient but if the team wish to follow SLT advice, please see SALT's last entry from 20/10:

23/10 - CSSS Governance; This is not a Moderate Harm incident as no harm has come to the Pt yet; Hence not sent to DPSIG & needs to be downgraded when finalised.				Clinical Support and Specialist Surgery (CSSS)

		I17472		10/22/25		08:54		10/23/25		On fraction 11, a cable was treated through from the general anaesthetic monitoring equipment. 
This was identified at the weekly checks after treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Superintendent and treating radiographers notified.				Network Services

		I17476		10/22/25		10:00		10/23/25		TSRT9 13CC SB3i MD13CC CF3a
XVI scan faulted (partial scan). Escalated to engineers. Patient taken off bed, test scan performed. Test scan OK. Machine handed back over to treating radiographers. Additional image authorised by B7.		Completed 2 x test scan - Tested accidental 'Done' button press theory and found it replicated fault - Handed back - User error determined as fault.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Patient taken off bed, test scan performed.		XVI scan stopped midway through - No error message - Checked logs and found 'Scan terminated by user' - Suspect rads clicked 'Done' button on pop-up when scan is acquiring by mistake		Network Services

		I17554		10/22/25		15:52		10/27/25		Concerns raised by district nurse team.
Patient has TB.
District nursing team requested patient remain a inpatient until they could ensure they had enough staff fit tested and trained to replace the syringe driver.
Patient stayed a additional night.
MDT arranged to discuss discharge.
Ward staff did not attend MDT.
District nursing team still could not facilitate discharge and asked to stay a additional night. Information relayed to IPCT matron.
Despite this ward discharged patient.
cont.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Langstaff,  Alexandra		Incident being managed locally		Low Harm						District nursing team were not aware pt had been discharged.
Therefore they did not attend patient until pts wife contacted the dn team. This resulted in the syringe driver being 6 hours late in being replenished.
Syringe driver contained metoclopramide				Clinical Support and Specialist Surgery (CSSS)

		I17668		10/22/25		08:00		10/30/25		Member of pre-op staff contacted line manager to inform that cash was missing from purse which was in staff member's hand bag.
Money was drawn from cash point in oak road tuesday morning and left in said purse all day. When staff member went to retrieve money wednesday morning it was missing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op						Incident affecting Staff		No Harm		Security incident		Property loss/ damage		Personal property stolen		Boulton,  Sean		Incident being managed locally		No Harm						Checked area where bag stored to ensure not mislaid there.
Reported to matron and also to security.
CCTV looked at but unable to get any further helpful information.

Team made ware and advised to be mindful with property and bringing large amounts of money to work.
For keypad lock on the cloakroom door for added security				Clinical Support and Specialist Surgery (CSSS)

		I17581		10/22/25		13:28		10/27/25		E.coli in peripheral blood culture 22/10/25. Recent discharge from ward 12 29/9/25, COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DVCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I17478		10/23/25		11:30		10/23/25		Abdul attended for C2 rechallenge oxaliplatin.
Had 67mls and started c/o of feeling hot,sick and chest pain.
He also presented with red patches and itchy feeling all over his upper body.
Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV met given also due to feeling sick.
Observations taken, see news 2 chart.
ECG completed and scanned in, dr sue advised patient to go to his GP and ecg shown signs of hypertension.
Treatment discontinued.		Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV metoclopamide given also due to feeling sick.
Observations taken, see news 2 chart. NEWS2 score between 0-1.
ECG completed and scanned in, doctor on unit advised patient to go to his GP and ECG shown signs of hypertension.
Treatment discontinued as already on a rechallenge regime.
Symptoms resolved
Patient sent home and safety netted.

Clinic appointment on the 12/22/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Treatment stopped.
Iv reaction medications given alongside antiemetics.
ECG done for chest pain.
R.V by Doctors.
Monitored until back to baseline.
Sent home and safety netted.		Situation dealt with swiftly and follow up booked.		Network Services

		I17479		10/23/25		09:37		10/23/25		Incorrect date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		10/23/25		New sample requested from department at 09:48 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17473		10/23/25		11:30		10/23/25		While working in Department 41 (“PACS Office”), a shelving unit above the desk detached and fell onto the staff member, causing injury. The reporter had previously identified this shelving as a potential hazard during a DSE/workspace assessment and raised it with the clinical lead for Estates review. The staff member required ambulance attendance and hospital assessment.

Information from additional Datix I17475 that has been rejected: 
Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Complementary Therapy						Incident affecting Staff		Harm		Non-clinical incident		Estates		Joinery		Nichols,  Jessica		Incident being managed locally		Moderate Harm		Moderate harm				The incident was escalated to the line manager, clinical lead, and Health & Safety team. The staff member received on-site assistance while awaiting ambulance transfer to hospital. A DATIX report was initiated immediately. Documentation evidencing that the shelving hazard had been raised previously through the DSE assessment.

Information from additional Datix I17475 that has been rejected: 
Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17474		10/23/25		12:00		10/23/25		Upon carrying out a full audit for the TRF team within ECMT. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample consent and trial ethics. The audit is still ongoing and hasn't been completed, however preliminary findings have highlighted instances where a sample has been obtained without appropriate consent, samples still on site after trial ethics has expired and HTA team not informed, unknown trial the sample was requested for.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Rees,  Amanda		Incident referred to DPSIG		No Harm		No harm				Datix submitted for awareness, as audit is still ongoing. Once completed and the root cause of issues has been identified, CAPA will be implemented followed by a intermediary audit to ensure CAPA has effectively addressed the issue.				Research and Innovation

		I17475		10/23/25		10:30		10/23/25		Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues		Harris,  Andy		Rejected		Severe Harm						Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17490		10/23/25		11:08		10/23/25		Patient due Polatuzumab vedotin on Portal trial on 24/10/25. 
When picking vials it was discovered all vials expired at the end of 09/25.
New drug hadn't been ordered as September end of month IV expiry check hadn't been done.		Discussion with lead technicians about planning end of month checks. Days are now blocked out on the calendar from monitoring visits to enable multiple staff to concentrate on the expiry check. Re-training will take place and a new checklist for staff undertaking the check to ensure all tasks are completed. Incident and outcome will be highlighted in next departmental meeting.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Foden,  Gillian		Finally approved		No Harm		No harm		10/30/25		New supply of drug ordered from the trial sponsor.
Research team informed that patient couldn't be treated on 24/10/25 as drug takes 3-5 working days to arrive.		Expiry checking is a critical task and must be completed on a monthly basis as per SOP without fail. In this instance, human error in a pressurised environment led to a miscommunication and the task being overlooked. The importance of the task needs to be re-iterated to the team and ensure that rotas are completed correctly and staff allocated enough time to complete the task.		Network Services

		I17491		10/23/25		15:45		10/23/25		Gantry unable to all-axis, MCR in room and table lost compensation due to necessary fix by engineers. bed re-compensated and additional 2DKv taken to confirm bed position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Datix submitted				Network Services

		I17492		10/23/25		12:20		10/23/25		Informed by staff nurse that she had found sweets containing marijuana. It was a full packet of four.		correct process followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		We locked them in the controlled drug cupboard. 
Explained to the patient that he is not allowed to bring illegal drugs into the hospital and he also must not take any himself. Asked if he had anymore on him which he denied. He asked if his mum could take them home for him however, I told him that they would need to be destroyed.
Duty manager and matron informed. They advised me to contact pharmacy to have them destroyed and complete a datix. This has now taken place and the datix has been completed.				Clinical Support and Specialist Surgery (CSSS)

		I17464		10/23/25		10:00		10/23/25		Upon carrying out a full audit on the systems, training and working practices for the TRF team within the ECMT Phase 1 trials team. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample traceability. The audit is still ongoing and hasn't been completed, however preliminary findings have shown there are instances of lost samples, samples in the wrong location, samples received but not tracked within the system.				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Hunt,  Basia		Incident being managed locally		No Harm						Escalated to team senior management and informed HT licence holder. Audit still underway, so DATIX submitted for awareness but issues are currently still being investigated. Once root cause analysis has been identified then CAPA's will be put in place and a follow up audit will be carried out to ensure CAPA implementation has been successful.				Research and Innovation

		I17469		10/23/25		10:45		10/23/25		Patient due to start Nivolumab and Relatlimab on 24/10/25 request submitted on 09/10/25 for patient to start at macclesfield "The Christie at Macclesfield
Treatment appt requested by prescriber 23-Oct-2025 24-Oct-2025 Group".
The patient had been booking in however had not been consented. Our schedulers had arranged a blood test and SACT chair and informed the patient who attended today for bloods. I had emailed the consultant regarding consent, not due to be consented until 29/10/25.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Whilst prepping it was picked up, informed consultant and asked when they would be consented. The patient is not booked in until 29/10/25 for consent therefore had to be deferred to 03/11/25 due to capacity.  Patient attended for blood test as he had an early app. Explained to patient what had happened, apologised and provided with new appointments. He became anxious worrying the impact waiting for treatment might have and if there was something wrong that's why he wasn't having it tomorrow. Reassured from our perspective we cannot go ahead without consent.				Network Services

		I17526		10/23/25		16:00		10/24/25		It was reported to me that staff seem to be unclear on the correct way to work out the IV dexamethasone doses. They are unsure where to get the correct dose as the vial states 3.3mg/1ml but the equivalent dose is 4mg,  which is outlined on Medusa.  The drug is often prescribed as 9.9mg.
There are also 2 different types of IV dexamethasone on the ward, both different doses and both equivalent to different doses.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Pealing,  Jessica		Finally approved		No Harm		No harm		11/3/25		I have spoken to pharmacy to see if they have a table we can circulate and I have asked for a note to be added to the handover. I will also try to talk to as many staff as possible about using medusa to see the equivocal doses.				Network Services

		I17528		10/23/25		13:15		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17494		10/23/25		17:20		10/23/25		Patient noted after scan that there was a swelling on their left arm just above the cannula area.
Kim assessed the area and noted that it was most likely an extravasation of about 15mls of contrast. The contrast enhancement in the scan was optimal and triggered as normal.
Kim followed the extravasation protocol, tried to aspirate but nothing came out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/28/25		Area photographed, cannula removed, cold pack placed and skin marked. Aftercare and post care leaflet given to patient		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17495		10/23/25		08:30		10/23/25		TPE requires 6 units of blood ordering as standard. Only 2 were crossmatched.
2nd group and save sample not sent on time. Nurse from dosa came to theatre for a signature at 08:30. the patient is supposed to be in the anaesthetic room by 08:30. delay to start of list				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Ryan,  Kathryn		Learning response required		No Harm						requested the additional units of blood be cross matched and informed blood bank that they were required.				Christie Pathology Partnership

		I17496		10/23/25		15:00		10/23/25		? extravasation pain, colleague reported swelling but none on inspection, still getting flashback		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		treatment stopped 
extrav kit 
protocol followed 
no swelling for medicine
hydrocortisone given for home but not required 
heat pack applied
drawn round 
med illustrations been		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		Network Services

		I17497		10/23/25		12:55		10/23/25		patient had docetaxel infusion running, i noticed patient was red and immediately stopped the infusion, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given. no other concerns during that time, observations stable. flushed and cannula taken out, safety netted with hotline				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Finally approved		No Harm		No harm		11/3/25		infusion stopped and team came to assist with the reaction, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given				Network Services

		I17498		10/23/25		17:15		10/23/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain.		Reaction happened on 23/10/25 
on the 29/10/25 - CWP notes suggest this lady has reacted twice to Paclitaxel. Team emailed and ORTC Nurse in Charge . CC'd in for reply. 
Day staff, please defer this patient until we have heard back form the team 

Team documented on 29/10/25 - patient will need change of treatment. Nab -paclitaxel - cannot start until consented.

30/10/25 - nurse in charge contacted by prep team
Following previous reactions to Paclitaxel, the prep team noted that patient needed switching to Nab Paclitaxel. Due to this only being spotted yesterday, There was limited time to arrange a new prescription, and consent with an interpreter today. There is no capacity for tomorrow.
It has been agreed with the team for her be deferred one week, and go back through clinic for consenting.

Spoken with patient to update her, she fully understands and knows new appointments will be sent out.

I have also spoken Jenna to organise appointments		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain. Treatment stopped and taken down as per protocol. Team informed.		There was no documentation from the nurse who submitted the datix to whether they emailed the team highlighting the incident and the fact that a new regime of treatment would need to be prescribed. This may have caused the delay in new prescription and subsequent appointments being made.		Network Services

		I17481		10/23/25		12:38		10/23/25		C1D1 Docetaxel today
23.5 ml gone through
Patient appeared red in colour
reported dizziness and chest tightness				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
Informed Dr On duty
Followed hypersensitivity protocol
Iv Chlorphenamine 10 mg stat given 
IV hydrocortisone 100 mg stat given
Patient felt better with in 10-15 mins
Obs stable after 30mins- patient re started on tx with slow rate.
 emailed to team to update IQemo for the rest of the cycle				Network Services

		I17506		10/23/25		19:00		10/24/25		TSRT9 Sb3i 13CC CF3a
Incomplete scan acquired. kV long fault after 155/348 frames. Approximate dose 3.0mGy. Additional scan acquired. Total additional dose 3.0mGy.		email shared to engineering team		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Contacted engineers and treatment b7
Fault investigated
Additional scan approved
Complete scan acquired 
Treatment delivered without issue				Network Services

		I17507		10/23/25		00:00		10/24/25		virology results not reported onto CWP causing a delay in donor clearance		To follow up actions re virology risk assessment.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/27/25		emailed virology at MRI to chase results		Risk assessment action plans are ongoing with virology results.		Christie Pathology Partnership

		I17508		10/23/25		19:00		10/24/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a

XVI image taken but image did not reconstruct and accept/review image window did not appear.
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		Network Services

		I17509		10/23/25		09:00		10/24/25		PostedMeds 
Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		McCaughey,  Joanne		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team have checked for any relevant background and CMM to establish if patient had their medication re-dispensed.
Record of datix will be sent to the team to make them aware that cycle 15 was returned by Royal Mail		Nil		Network Services

		I17533		10/23/25		15:00		10/24/25		Incorrect results released		To follow up feedback from NC from lab
Incident grading to be review re feedback		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Finally approved		No Harm		No harm		10/27/25		Results amended and clinical staff informed of result changes.		To identify learning re feedback from NC		Christie Pathology Partnership

		I17652		10/23/25		16:15		10/29/25		Patient reported hot flushes
Face appeared red in colour		Stopped infusion
Followed hypersensitivity protocol

Observations stable - 3 sets of observations done - NEWS2 between 1 and 0.
Patient felt ok with in 10-15 mins
re started on with slow rate after 30 mins
I will email the team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped infusion
called for help
ANP Hilary informed
Followed hypersensitivity protocol
Patient felt better within 10-15 mins				Network Services

		I17569		10/23/25		13:17		10/27/25		TSRT9 LEVEL 3 13AA  
Operator error, mismatch of vertebral level discovered in retrospect on acquired CBCT. 

Initial CBCT acquired, match/ set up appeared not a planned, reset up and reimaged as per superintendent. Second CBCT acquired and mismatch of vertebral level detected, correction applied, treatment delivered as planned. 

Retrospective review of initial CBCT highlighted mistake.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Booth,  Adam		Incident being managed locally		No Harm						Review of set up and processes taken. 
Governance contacted for clarity in regards to additional imaging.   
Decision amongst governance, principal radiographer, superintendent regarding number of images and CQC reportability.
Due to definitions of datasets, and some images were additional for clinical reasons- decision that this is not reportable				Network Services

		I17563		10/23/25		12:09		10/27/25		Transfusion sample not dated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17579		10/23/25		11:25		10/27/25		TSRT9 -
 Bed lateral 16.4. Clearance not checked prior to leaving room, scan interrupted when treatment radiographers realised gantry clearance not possible. B7 bleeped. Reset up, record lateral origin, check clearance, additional image approved by B7.

Additional concomitant exposure of approx 0.2mGy 39/200 slices (Fast H&N S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Q Setting of couch position, angle (including incorrect setting of couch following movement to allow gantry clearance)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Reset up.
Record lateral origin at which adequate clearance could be achieved - added to yellow box in attempt to avoid this happening again.
B7 approved additional image.
Treating radiographers realised and said they know to check clearance.				Network Services

		I17580		10/23/25		05:55		10/27/25		C.diff PCR positive, toxin positive 23.10.25. Previous overnight stay on AAU, discharged 13/10/25. Within 28 day window COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				requested 72 hour review. Medical team aware. Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I17604		10/23/25		12:50		10/28/25		TSRT 9/level 5/9C/
Patient immobilization shell made with large hole over nose when this is the location of primary tumour.  Needed bolus making for area where shell has hole, therefore making process harder and attachment of bolus to shell less secure.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						Width of lower part of bolus slightly increased to increase attachment area / allow marks on shell for bolus placement				Network Services

		I17534		10/24/25		18:10		10/24/25		patient came across from Leighton for mscc treat and return. arraged by on call reg the night before. 
no return journey booked.		Discussed with transport and patient flow team to discuss with staff at other hospital when inter hospital arranged, to prevent patient waiting longer than neccessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Non-clinical incident		Transport		Planning failure		Gudger,  Amelia		Finally approved		No Harm		No harm		11/3/25		ward at Christies unable to book return journey with Cheshire ambulance or NWAS.
Ambulanz are booked and unable to do journey. Pt will be required to be admitted overnight-to send back tomorrow.
Transport will need to be booked early. Ward 2 staff aware. 
Ward 2 staff will d/w sending hospital in getting their member of staff back.		To ensure transport arranged back for patient attend for XRT and return, to prevent delay for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17535		10/24/25		14:08		10/24/25		Patient pressed her buzzer as she became SOB, hot and generally felt unwell. She looked red and described some chest discomfort.

22.3mls of paclitaxel had been given				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped. Called for help from colleagues. Reaction kit obtained and 100mg hydrocortisone given. Already given chlorphenamine as part of pre-meds so this was not given again. Observations taken and BP raised.

Once treatment was stopped and hydrocortisone given, she began feeling better and appeared less red.

We have proceeded with treatment at a reduced rate with no issues. Will send an email to the team to inform them.				Network Services

		I17536		10/24/25		18:39		10/24/25		patient moved out of bed 6 on w15 due to ?tb-no results as yet but pt is tb contact and symptomatic.
moved to sr on w14.
amber clean requested for b6 w15 due to symptomatic pt. un able to uv as in bay but other deep clean carried out.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17537		10/24/25		14:00		10/24/25		Told about blanching redness to sacrum- checked skin and skin is broken to sacrum, red but blanching.		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		No harm		10/28/25		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.				Clinical Support and Specialist Surgery (CSSS)

		I17538		10/24/25		09:00		10/24/25		C1/MASD deteriorated to DTI - L heel and coccyx during admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Langstaff,  Alexandra		Incident being managed locally		Low Harm						RN assessed, had MASD natal cleft 23/10, referral to TVN and medical illustration taken 24/10/25.
Patient high risk for pressure damage/deterioration, oedema, limited mobility due to dizziness and low mood, for fast-track discharge prognosis less than 3months, previously declined pump on mattress due to dizziness.
TVN plan actioned, patient now agreed to improved mattress, added to handover for 2 hourly repositioning. 
CDT updated DN referral and ordered improved pressure relieving mattress for use at home post discharge. 
TVN review 25/10/2025:
On assessment, there are 2 areas of DTI to the base of coccyx top of natal cleft area, 1 cm x 0.4 cm and 1 cm x 1 cm area- purple discolouration none blanching, a small slit to natal cleft in keeping with MASD.

New DTI to the right heel 1 cm x 0.5 cm dark purple discolouration. Please Datix

No issues with continence , has nephrostomy bag and informs nurses should he require a bowel movement.

Paula nurse informs David is reluctant to have a hybrid mattress with the pump, Rediscussed with David and will try the pump on the mattress .

Pressure relieving cushion applied to chair today.

I have discussed with David the risk of pressure damage and getting a pressure ulcer which can deteriorate if pressure is not relieved, 2 hourly repositioning discussed and rolling onto the side off the area with 30 degree tilt.

1) Datix new pressure damage DTI to heel and coccyx/natal Cleft area.

2) medical illustrations

3) Monitor the Coccyx and right heel DTI, if the areas breaks down apply a dressing such as kliniderm silicone border dressing review daily and contact TVN team for review if breaks down or concerns.

4) Monitor for signs of infection Escalate to medical team if this occurs and wound swab.

5) Offload pressure to the heel using a pillow to offload.

6) Pressure area management guidelines to be followed- 2 hourly repositioning,  sitting in the chair ensure cushion is in place and stand regularly 1-2 hourly and return to bed to offload pressure to the area.

Ensure skin bundles are updated, Risk Assessment purpose T and updated and wound care plan , wound care chart.

TVN review in 1 week.				Clinical Support and Specialist Surgery (CSSS)

		I17541		10/24/25		15:25		10/25/25		2 medical gas CD oxygen cylinders on confidential waste bin untethered. 2 additional CD oxygen cylinders untethered on floor

Picture attached of the 2 on top of the confidential waste bin
MGC (medical gas committee)		27/10 - NB emailed housekeeper AG to order some wall mountable cylinder holders, staff to be reminded of correct storage.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting the organisation		No Harm		Medication incident		Medical gases		Medical Gases		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Spoke to nurse in charge of ward and explained the requirement for the medical gas cylinders to be attached to wall as health and safety risk and explained that they could topple over and hurt staff				Network Services

		I17510		10/24/25		09:30		10/24/25		The pre-procedure call took place on 17th October. The patient had already requested an in-person interpreter prior to this call. During the call, the colorectal secretary was notified that the patient would require an in-person interpreter. This was reiterated in a CWP message, emphasising that the interpreter would be needed to assist with signing the consent form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Finally approved		No Harm		No harm		10/27/25		The Endoscopy Manager spoke with the receptionist to explore arranging an interpreter; however, the interpreting service requires at least 24 hours’ notice, and no interpreter was available on the day. Fortunately, a colorectal registrar who spoke a similar language was able to communicate effectively with the patient and complete consent. Otherwise, this would have been a cancellation. 

An email has been sent to the Endoscopy Booking Service Manager, who oversees the secretarial team, requesting that this issue be raised and discussed at the next team meeting to prevent recurrence.
Moving forward, all patients attending for procedures must have an in-person interpreter present to ensure the consent form is signed appropriately and that the risks and benefits of the procedure are fully explained. This is essential for patients to have a clear understanding of what the procedure entails.				Clinical Support and Specialist Surgery (CSSS)

		I17505		10/24/25		05:56		10/24/25		Cardiac arrest call at 05:56. Full crash team in attendance. 
Found in cardiac arrest by nursing staff. Unsure of patient downtime. Nursing staff report patient well before hand. Last checked obs at 01:00am and NEWS 4. Large coffee ground vomit.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Learning response required		Death		Death				Patient remained in Asystole despite 6 rounds of CPR and 3mg of IV Adrenaline administered. Pupils fixed and dilated. Notes reviewed, no clear reversible cause. All team in agreement and decision was made to stop CPR.				Clinical Support and Specialist Surgery (CSSS)

		I17502		10/24/25		00:20		10/24/25		Patient had cannula to Left forearm with Dex and Saline Fluids running, this had caused swelling to her arm, she used her buzzer to inform us		Patient buzzed just after midnight to inform us of swelling Left forearm when fluids running (IVI running - Dex and Saline). Stopped infusion, Informed Dr and Resited cannula to other arm. Elivated arm to help swelling.
Blue cannula now in Rarm (ACF)

All correct actions taken at time of incident. Reviewed by the doctor and for continuing monitoring of site whilst on the ward. Staff have drawn around site to monitor		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/24/25		Stopped infusion, removed cannula, elevated the arm, Informed the Dr, provided verbal information to patient. Added to SKIN bundle and safety huddle. Re cannulated on other arm to recommence infusion safely		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I17529		10/24/25		13:10		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock. 				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17530		10/24/25		11:00		10/24/25		Endoscopist edited endoscopy report after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report of CWP- one is correct and one is incorrect and needs redacting. Completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						New report completed by endoscopist with correct information. Recovery nurses aware of correct report and provided to patient. Tech bar request completed to remove incorrect report.				Clinical Support and Specialist Surgery (CSSS)

		I17531		10/24/25		16:13		10/24/25		SACT reaction after 66.9mls infused of paclitaxel. 
itchy throat, shortness of breath, no chest or back pain, tongue at back of throat slightly swollen, patient airway still patent and able to talk. progressed to wheezing and short sentences with cough in between breaths, shoulder pain, itchy throat and sob.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		Moderate Harm		No harm		11/3/25		SACT stopped. obs taken and recorded
ANP informed and crash team alerted ?anaphylaxsis
100mgs hydrocortisone administered as per pgd at 16.13
further 100mgs hydrocortisone administered as per pgd at 16.15
Adrenaline given as per policy 0.5 IM into right thigh
Adrenaline 0.5 + NaChl given via nebuliser with 5L O2 as per medical advice.
IV fluids 1000ml started as per medical advice for over 4-6hours at 16.32.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		Network Services

		I17532		10/24/25		15:40		10/24/25		TSRT9 level 1 13i cf1c/cf3a md13aa sb3i/sb13hh
- kV drop during 1st scan (570/694 frames, additional concomittant exposure of ~4.8mGy). Additional image approved and acquired. Patient then had coughing episode part way through Arc1 and sat up, additional image approved and acquired. Upon reviewing 3rd image, large anatomical shift was seen, patient scanned at origin position, CMA moves not applied during set up. Decision made to apply shifts in room and repeat image to confirm treatment position. Practioner approval gained, anno added.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm		10/27/25		Engineer attended for kV drop, B7 contacted to authorise additional image following kV drop and then another following coughing episode. B7 present for image review of third scan, set up error noted. , large CMA move needed to achieve acceptable isocentre position and had to be applied manually in the room.  Discussion with fellow B7 and principal radiographer
Call to Practitioner prior to acquisition who provided authorisation and added a note to CWP. Shifts applied and fourth scan acquired, position acceptable. Proceeded to deliver remaining treatment. Total of 4 scans (1 of which not completed) acquired during this # - reportable.				Network Services

		I17527		10/24/25		13:00		10/24/25		Patient admitted to Endocrine dept for 2 unit blood transfusion. Cannula sited and initial observations taken by 09.20. Unit of blood showing as ready for collection, requested via teletracking at approx 09.20. On receiving unit of blood, noted prescription required lifelong irradiated blood. Blood being received noted not to be irradiated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay due to specialised blood required		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Sent porter back to blood bank with unit of non-irradiated blood. Contacted Med onc melanoma reg to inform and seek advice. Informed transfusion practitioner by phone. Spoke to bloodbank  to inform of reason for returning blood. Spoke to blood bank again approx half hour later and was advised that irradiated blood would be ready for collection. Teletracked again, this time another unit of non-irradiated blood was delivered. Sent back to blood bank again. Unit of irradiated blood ready at approx 12.45. Vital signs retaken and blood requested. Commenced transfusion at 13.00, 3.5 hours later than initially planned. Apologised to patient and his wife who were also due to go on holiday later today.				Christie Pathology Partnership

		I17513		10/24/25		12:00		10/24/25		Received a forwarded email from the secretary to add a referral on. the referral letter is dated 09/05/2025. We received the referral on 22/10/2025. The patient was already registered and the referral letter we received was scanned on 14/05/2025, I'm not sure who scanned this. 

I also investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.

The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		-Referral sent to sec to add on on the 09/05/2025 but this wasn't actioned.
-The New Referral team received this on the 22/10/2025.
-Patients referral was originally sent directly to Dr Colaco (with attachment) and then sent to his secretary for 'filing' and ask to pencil the patient in for Wed 11/06.
-Investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.
-The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		11/4/25		I have added the referral on as urgent for the consultant and included the email trail. I will also get in touch with the secretary and ask if she has previously received this.		- All referrals should be sent to the main new referrals inbox.
- All external mail should be stamped/scanned and processed within 24hours of receipt.		Network Services

		I17515		10/24/25		11:50		10/24/25		patient complained of feeling hot, sweating, and nausea. Infusion stopped and atropine administered.		to email team for second atropine dose to be added to script

correction to previous annotation.
10mg metoclopramide from patient TTOs also self administered at time of second atropine dose (12.20PM)
Irinotecan cholinergic reactions are quite normal and usually managed well with atropine		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/3/25		Hot sweats settled. quickly but nausea persisting. After discussion with ANP desk second dose of atropine 0.25mg prescribed and administered. After this symptoms completely resolved. Obs stable. Patient sent home and safety netted to hotline
to email team for second atropine dose to be added to script		Thank you for reporting tis incident.
patient managed well and medication prescribed for next cycle		Network Services

		I17516		10/24/25		12:00		10/24/25		Patient attended medical clinic pre cycle 1 yesterday. Remembers being consented and signing consent form in clinic but did not receive a copy and no digital copy uploaded to CWP. Significant delays to treatment today as patient has waited over 2hours over original appointment time whilst nursing staff attempted to find where the original consent form ended up.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Berman,  Danielle		Incident being managed locally		No Harm						Staff visited clinic area (Main OPD) and spoke to staff present who also could not find the consent form and not present in 'scanning in' folder. Secretary for disease group had also not received a copy to be scanned in.
A member of staff from main OPD found the consent form in the confidential waste bin and brought it back to Oak road treatment centre. 
Patient now treated but extremely frustrated at delays				Network Services

		I17517		10/24/25		08:40		10/24/25		Patient arrived to theatre with an escort nurse from BMRU without a complete consent form. The WHO preoperative  checklist is completed  stating that the consent concurs with operating list. The anaesthetist and anaesthetic practitioner noticed that the patient signature not present on the consent form , the clinician who had assessed/listed  the patient for the procedure has stated that the procedure is explained to the patient over the phone and written consent will be obtained on admission.		relevant action has been taken in terms of raising with the  ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Morgan,  Karen		Finally approved		No Harm		No harm		11/3/25		Advised the ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise. Informed physics team and the radiologist . The radiologist arrived promptly and used the same consent form and obtained the patient's consent. Procedure performed accordingly.		preoperative checklist should be preformed according to policy and protocol and not used as a tick box exercise		Network Services

		I17518		10/24/25		13:30		10/24/25		TSRT9

Band 7 bleeped to review image, SC position out of PRV, opted to reset up, Upon entering the room it was noted that civco was overlapping 5 point board, not abutting as planned, causing shift in SC. Reset up with civco in correct position, additional concomitant exposure approved, rescanned, position now acceptable and proceeded with treatment.

Additional dose of 0.8mGy (Head and Neck S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Approved additional concomitant exposure.
Reset up patient with civco positioned correctly.
Spoke to radiographers treating patient and reminded them civco should be abutting and not on top of civco, unless stated otherwise in site set up.				Network Services

		I17522		10/24/25		12:55		10/24/25		Nurse asked for help with patient who was feeling hot and dizzy and needing the toilet.		ACPs reviewed patient. Email sent to team to alter prescription - needs slow rate for next time as per protocol.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Treatment had been stopped. Obs completed, scribe sheet commenced. Hydrocortisone administered as patient had already had chlorphenamine pre treatment. Patient needed the toilet so I went to get commode, on return patient vomited small amount of clear fluid on the floor. Symptoms then subsided. Described a 'blockage' sensation to her chest. Reviewed by ACPs - for ECG. ECG reviewed by on call - ok to go ahead with reduced rates.		Situation managed well and ACP reviewed and ensured patient safety.		Network Services

		I17523		10/24/25		11:10		10/24/25		Patient attended for her first treatment today. Herceptin and Paclitaxel. Herceptin administered sub cut to L thigh by myself over 5 minutes – no concerns throughout. 2 minutes post Herceptin the patient became unresponsive – eyes rolled back, very red in face.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		Low Harm		No harm		11/4/25		Obs taken BP 91/50, HR 31, Sats 99%, RR 12, Temp 36.6.
10mg Chlorphenamine IV bolus injection & Hydrocortisone 100mg IV bolus injection given – Patient now alert but appears very pale - HR still 34 – very weak – barely able to feel – patient then started to vomit. Called 2222. 500mcg adrenaline given. HR increased to 46. Obs became stable and patient started to feel well - see NEWS for further details. Dr Blake present – decided not to go ahead with paclitaxel today as we have given adrenaline – deferred by 1 week. Sent patient to SDEC for monitoring.				Network Services

		I17524		10/24/25		12:21		10/24/25		Pt came to Tameside very breathless, and upset, sat her in the chair. Observations done: Resps 29 oxygen saturations 87%.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Put on oxygen 15L NRB mask. When stable reduced down to 2 litres nasal got the acute oncology nurses at Tameside to review. Discussed with team at christies recommended a and e, Porter transferred over to A and E with oxygen. Will update team. Treatment deferred				Network Services

		I17525		10/24/25		15:55		10/24/25		Patient had reaction to paclitaxel slow rate. Chemo team documented correctly and informed parent team (UGI).
Patient attended for clinic to consent for nab-paxlitaxel. Dr attempted to change prescription but cannot as DTC form needed to be completed. Dr asked tech bar for access.
The following day, form still hadn't been completed. I emailed doctors to complete. Pharmacy team sent over form. All whilst alertive going on between chemo prep, myself (CNS) and team pharmacy trying to sort (cont).				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pabial,  Suneil		Incident being managed locally		No Harm						(cont) Still not sorted at 2pm (Baxter's cut off time for on hold treatments on a Friday). Script deferred a week.
Call to patient to explain and apologise, extremely unhappy and wanting to complain.
Dr completing form ready for next week, needing a pharmacist's telephone support to do so and taking a considerable time.
Schedulers emailed to contact patient with chemo time for next week.				Network Services

		I17595		10/24/25		15:32		10/28/25		TSRT9 / Level 4 / 13M / SB 13M / MD 13M / CF 3a
Moving from G70 T330 beam parameters to G290 T30 parameters. Using a Go To workflow to move gantry to zero before applying floor twist (Go To method should prevent floor movement) but floor also started moving unexpectedly. Occurred at 15:32 on Gantry 2 on the PTC, for purposes of checking logs.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Incident being managed locally		No Harm						Paused all motion. Cancelled Go To and re-started using all the same parameters: motion enable only moved gantry, as expected, the second time. No additional imaging for bed movement, as imaging required as per protocol after floor twist anyway.				Network Services

		I17574		10/24/25		15:00		10/27/25		TSRT9

Pt mask taken off in error following delivery of first treatment beam (1 arc still remaining).

Additional scan required following resetup.

Additional dose to pt = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Escalated to B7.

Pt resetup; reimaged (additional XVI justified in MOSAIQ) + treatment completed.				Network Services

		I17566		10/24/25		09:00		10/27/25		A platelet unit ordered for the patient, not used and wasted.

Donation number: G095 625 053 577 0				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Safety,  Patient		Incident being managed locally		No Harm						Unit discarded.				Network Services

		I17557		10/24/25		07:01		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17558		10/24/25		10:15		10/27/25		tsrt9
Nozzle fault on PTC before taking 2D GEC. Called MCR, unable to resolve, was instructed to continue until ready for beam and if not cleared by then to call back outside. After initial and re-setup 2D, was about to continue to CBCT but second guessed as interlock was still not cleared, despite being told to continue until beam. Called MCR who ended up needing to go behind the gantry, lost comp. No additional imaging as before CBCT but near miss as ?instructed incorrectly in the first instance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Spoke to superintendent and reported as near miss				Network Services

		I17559		10/24/25		07:01		10/27/25		No year on date on the second sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed and new sample requested via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I17560		10/24/25		00:32		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward to request a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I17561		10/24/25		00:32		10/27/25		No year on date on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward				Clinical Support and Specialist Surgery (CSSS)

		I17562		10/24/25		13:26		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Turner,  James		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Research and Innovation

		I17550		10/24/25		07:00		10/26/25		Medications safety walk round at 05:30 am to capture night shift activity/culture/practice.
Noted treatment room door open when checked
Noted x 3 alcohol wipes taped to the door mechanism.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/31/25		Immediately removed.
Asked all staff on shift if they had any involvement or awareness  this was insitu.
Strongly and clearly reinforced MPOP guidance and medications management safety and this being a serious breach in practice.
Asked for this to be added to huddle to nurse in charge
Later returned to ward to check treatment room door again - locked and discuss with Ward Manager.  Informed bank HCA knew who member of staff was who afixed the wupes to keep door open but was not willing to identify.  Reinforced this is for learning and important to disclose.  Refer to temporary staffing team for support and action.				Clinical Support and Specialist Surgery (CSSS)

		I17648		10/24/25		14:00		10/29/25		Consent form in CWP for prostate treatment, patients details on form, however all patient notes indicate patient having Pituitary treatment. 
Patients information printed on consent form in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Shardlow,  Jemma		Incident being managed locally		No Harm						IT contacted to remove consent form from CWP.
Patient contacted has a copy of correct consent form brought it for treatment and correct consent scanned into CWP.				Network Services

		I17641		10/24/25		10:07		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.

On investigation x1 Additional 2d image-Mechanical.
Additional imaging dose imparted to patient.
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional AP image (pre-set HEAD)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational manager- feedback to Varian at TIG.				Network Services

		I17621		10/24/25		22:00		10/28/25		Pt a/w pain
Prescribed Gabapentin 300mg TDS on admission (had been taking previously)
Pt had recently (within the past month) been tapering down and on 100mg TDS by time of admission. 
Continued on 300mg TDS during inpatient stay, pain improved. 
Highlighted by pharmacy team on Monday 27/10 re error - advised by cons on WR to continue on current dose as is effective for pain 
On d/c TTO prepped with Gabapentin 300mg TDS - patient unaware of change on admission, very unhapp				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Discussed with pt - confirmed had been tapering down and wishes to continue on Gabapentin 100mg TDS. Confirmed with pharmacy safe to resume dose immediately. D/C with Gabapentin 100mg TDS				Clinical Support and Specialist Surgery (CSSS)

		I17674		10/24/25		12:00		10/30/25		Patient referral for 2nd opinion from Stoke surgery received dated 10 August 2025 but  was only received by New Referrals on 22/10/2025
Referrals & Bookings clerical officer contacted the referrer regarding the delay (see documents).				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		Moderate Harm						Urgent triage to Consultant and asked referrer re the delay in our receiving this patient referral.

R&B - RP - 04/11 - Patients referral was received into new referral inbox on 24/10 - the new referrals team queried this with the referrer who noted they have sent this on to the incorrect inbox, when we have asked for evidence of this they have provided an email that was sent directly to the secretary MH - New Referrals have added this on and the patient is for triage under Dr AL. I have escalated it to KCD and JPB to action. KCD/JPB - please can you review and complete a rapid review for next Monday 10/11 as requested by the governance team. No delay from R&Bs behalf on this occasion. Patient is still awaiting triage so please raise with the consultant.				Network Services

		I17542		10/25/25		06:20		10/25/25		Patient found struggling to walk out of bathroom in significant pain. Assisted on to chair experienced vacant unresponsive episode. Patient stated experienced a fall in bathroom - toilet seat found to be broken.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		Low Harm		Moderate harm				Assisted to safe position by staff in chair. Vacant episode passed very quickly. Observations checked and recorded. On call Dr informed. Patient in significant pain and analgesia given.  Patient in too much pain to complete lying and standing observations for moving and handling risk assessment. patient refused ECG due to pain. VBG completed. Neuro observations commenced.				Clinical Support and Specialist Surgery (CSSS)

		I17543		10/25/25		11:50		10/25/25		C1D15 Slow rate Paclitaxel
Patient felt Hot flushes and reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
ANP Informed
Followed hypersensitivity protocol 
Patient felt better with  in 10-15 mins
.				Network Services

		I17544		10/25/25		11:30		10/25/25		The patient appeared flushed/red and reported lower back pain. Reported that she felt hot and generally unwell.		Email sent by RN re G2 HSR to paclitaxel

Scripts amended accordingly as per protocol by doctor from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		chemo stopped; clinical observations taken; 100mg of hydrocortisone administered; patient monitored.  Documentation maintained.		documentation could of been clearer in the sense that there was no comment that patient continued on a slow rate and finished the rest of her treatment on that day.
Will feed this back to nurse who completed the incident report.		Network Services

		I17539		10/25/25		03:00		10/25/25		Patient states ringing hotline for advice regarding capecitabine. States that she did have an hour or so post taking the tablets she felt flushed and nauseous so rang hotline to check she had taken tablets at right time. Upon ringing hotline states her one question was not answered and the hotline advisor began to ask questions to which at the time she did feel a little unwell. She was then advised to come for assessment on AAU. When patient arrived she immediately stated feeling a fraud. cont				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Roberts,  Rebecca		Finally approved		No Harm		No harm		11/5/25		cont. as she expressed feeling back to herself, just a little tired as had had IV chemo yesterday. Patient states her norm temp is approx 35.8 as frequently checks due to having chemo before. Advised we would need to take bloods, and a/w review from Dr which could take approx 1 hour. Patient declined to stay stating she felt fine, she didn't want to wait to see a Dr as she felt fine. She states she did not feel listened to on the phone and she does not want to ring hotline again. Apologised for the way she was feeling and explained protocols do have to be followed however, should feel listened to and patients own parameters taken into account. Hotline advice given +++ and explained she must not feel like she does not want to ring as it may be important. Patient left ward. PALs contact offered but declined.		For the hotline nurse to listen to the recording of the call and discuss the call and the datix with hotline team lead. To identify any areas of learning from the datix.		Clinical Support and Specialist Surgery (CSSS)

		I17540		10/25/25		03:40		10/25/25		Patient was assisted into a designated toilet. The nurse waited outside the toilet to allow privacy and hear a noise .The toilet door was locked  and this was opened  by the nursing staff .The patient was found sat on the toilet .
The patient stated that she slipped on on PJ leg which was underfoot on the floor over her left foot she states that she slipped back onto the toilet catching her fungating anal tumour on  the back rim of the toilet .		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		Patient taken back to her bed .Observations were recorded and the area was examined .Blood was noted on the pad but the area was not observed to be actively bleeding .Medical staff informed to review  the patient and the patient was given prn analgesia on returning to her bed .Refused to have lying and standing blood pressure falls risk assessment		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17691		10/25/25		09:00		10/30/25		Hotline sent through A+E department from another Trust asking for caller to be transferred to on- call Med Onc (W.K.).

Details entered into Alertive. On-call Med Onc refused to accept call saying he was "too busy". Caller remained on hold by Switchboard meaning they were unable to take similar calls in the meantime.

Switchboard staff attempted again. W.K. said he was now doing the rounds with a consultant and asked switchboard to tell them to call in the afternoon instead.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Switchboard		The Christie NHS Foundation Trust / Medical Oncology		Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Failure to answer alertive		Foxley-Hine,  Julie		Incident being managed locally		No Harm						Caller contacted Switchboard directly and offered their mobile number. W.K. did not respond to this request. Unsure whether caller eventually connected or hung up.				Network Services

		I17552		10/25/25		21:00		10/26/25		Pt was admitted at 6pm with pain++ ?SABO no pain relief prescribed. Pt was in 10/10 pain and this was not escalated or acted upon in a timely manner - medication oxycodone was prescribed as an under dose when pt was meant to have 10mg/1ml s/c but was px 2.5mg then  5 mg and pt was in pain this whole time. very distressed and uncomfortable and not happy with the care - medication was then pxd in am and I administered this at start of shift at 0800. and continued strict 4hourly and this settled pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Caroline		Finally approved		No Harm		Low harm		11/3/25		Administered the correct dose once drug available when dr px this after a full shift				Clinical Support and Specialist Surgery (CSSS)

		I17545		10/25/25		14:15		10/25/25		Category 2 discovered by RN to right upper arm. Presented with category 2 on admission, patient reports he had this pressure ulcer in community for weeks and community RN's were aware of this. Patient himself put a plaster over the category 2 in community. 
Category 2 has developed from previous subcutaneous line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Drgas,  Wiktoria		Incident being managed locally		No Harm						Site inspected, cleaned and dressed appropriately- flaminol forte applied and acquacel dressing applied over the top. 
Medical illustrations to be ordered first thing on Monday morning. 
TVN referral completed. 
Handover and huddle updated to reflect category 2 and for RN's to routinely check this site and inspect if pressure damage is healing. 
Duty of candour completed for community nurses. 

Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer to R arm.  Attended Ward 15 where I reviewed Mr Minshall alongside RN Alfi & Student Nurse Shauna. Patient consented to consultation.

On examination:

Sat out in chair at bedside, wearing his own clothing. Able to remove/replace clothing and move around independently in order to enable examination.

Syringe driver running via soft-set to top of his L arm, and a second soft-set just below this to be used for PRN meds. Currently resited each 72hours, or more frequently if sore/dislodged, as per Christie policy. Per patient, at home his subcut infusion sets were resited each 7 days.

To the top of his R arm, covered by a Kliniderm foam silicone border dressing (removed for examination), a small wound measuring 1cm x0.7cm with irregular edges. No depth. Wound bed is dried slough. Surrounding skin is normal in colour and temperature. No exudate. No pain. A lump is palpable beneath the area, and across both arms there are multiple of these lumps, with appearance of lipohypertrophy associated with subcut injection sites, some have associated surface discolouration. Per patient, these are at areas where previous subcut ports were used. Wound does not appear to be pressure damage.

Plan of care:

To wound at top of R arm:
Clean wound and peri-wound area with normal saline & gauze and allow to dry

Apply Flaminal Forte to dry slough area of wound

Apply Kliniderm Foam Silicone border 5x5 or 7.5x7.5 dressing

Change each 3-4 days, or more frequently if dictated by clinical judgement

2. Medical illustration today please for his clinical record

3.To avoid any areas with lumps or discolouration when inserting subcutaneous infusion/injection sets. Monitor these closely and resite at first signs of any pain/lumps/discolouration etc. Continue to change each 72 hours as per Christie protocol, as this has been working well for him so far. Can discuss with Supportive Care Team if issue continues, TVN happy to support with this if needed – please re-refer if further support required.				Clinical Support and Specialist Surgery (CSSS)

		I17546		10/25/25		11:00		10/25/25		I was preparing the Pembrolizumab 200 mg . After successfully drawing up the first vial, the syringe detached from the second vial during withdrawal, resulted in  SACT leakage.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Incident being managed locally		No Harm						Followed cytotoxic spill procedure.				Network Services

		I17547		10/25/25		10:00		10/25/25		Due SACT today, noted alert and CWP anno regarding contact with TB, staying the pt potentially contracting TB. Requiring isolation and maybe medical review				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Other		Outbreak - other		Jones,  Sophie		Incident being managed locally		No Harm						I rang the pt in the morning to see if they were symptomatic of TB, the pt was very confused that I was asking, as no one has mentioned this to them. They were not symptomatic and felt well. 
I contacted the duty manager about this who advised to raise it with the on call. I also messaged the IPC nurse who annotated on CWP asking if this is the correct pt as there has been no mention of this to the pt. 
Informed ACP on the unit who looked and discovered there was contact with someone who is TB positive when on AAU . Explaining where the contact came from. 
I alerted oncall who came and reviewed the pt, confirming okay to go ahead with SACT today as not symptomatic. On call informed pt of the contact on AAU, they understood the information and will let their family know who they has been in contact with.				Corporate

		I17548		10/25/25		11:00		10/25/25		Patient SCSD found to not be infusing at the beginning of the day shift and no checks or documentation to show it was infusing overnight.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Patient SCSD found to not be infusing at the 10am with first driver check. Patient voiced that she dropped SCSD in bathroom previous night at approx 8pm and had buzzed and let nurse know.
Patient was left without SCSD infusing overnight, no checks completed for driver on EPMA or driver form overnight so therefore was not picked up by nursing staff. SCT team aware regarding driver not running overnight and pain 7/10 this morning without any analgesia for 16 hours. 
SCSD replenished this AM and PRN given to ensure pain is controlled until SCSD takes affect.				Network Services

		I17549		10/25/25		17:00		10/25/25		Patient being discharged, therefore medication pod in room opened to check if any of their drugs in there. 1 medication in pod but belonged to previous room occupant, meaning drawer had not been emptied and cleaned after prior patient discharged.		27/10 m- unable to ascertain of patient before had transmissible infection, however all levels of cleaning process on palatine ward require the cleaning and emptying of medication draws, this case will be fed back to the housekeepers and nursing team, 

Band 6 development day scheduled for Thursday 30th and 6th November, during which the band 6 team will create a check list with info to hand over including the cleanliness and reediness of rooms.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Storage		Storage - wrong		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Drug removed and disposed of.				Network Services

		I17555		10/25/25		14:56		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17556		10/25/25		14:56		10/27/25		Transfusion second sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17553		10/26/25		15:00		10/26/25		Right ear scab, right heel ungradable DTI, sacrum grade 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/27/25		cream applied, dressing to heel, cream on sacrum.				Clinical Support and Specialist Surgery (CSSS)

		I17551		10/26/25		15:00		10/26/25		Unwitnessed fall. Was alerted to fall by another patient who heard a loud noise. The patient who had fallen was on the floor next to his bed sat upright. He had been on the commode and stood up by himself. He was attached to 2 IV infusions, reports getting tangled in these and then slipping to the floor, landing on his buttocks. Had non slip socks on at time of fall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Incident being managed locally		Low Harm						Attended with another RN and NIC. Ascertained details of fall. Assisted with hygiene needs and helped back into bed. Observations completed. Reports no LOC and did not hit head. Assessed for visible injury (a patch of redness to back visible at the time of fall, has now formed to a bruise), patient reported some pain upon impact of fall to buttocks and back but non ongoing. Medical team informed, reviewed by ANP. Wife updated over phone. Falls risk assessment repeated including sitting and standing bp. Fall incident form on CWP completed.  Reiterated use of call bell.				Clinical Support and Specialist Surgery (CSSS)

		I17567		10/27/25		08:50		10/27/25		Delivery to Moya Cole hospice of chemotherapy. Cisplatin found in fridge box when the treatment is a room temp.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Patient Safety and Risk Team		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Safety,  Patient		Incident being managed locally		No Harm						Treatment removed from box. Contacted pharmacy who where unsure if it can be used. Contacted Baxter's who where also unsure. Discussed with pharmacy and asked to re-order to be safe. 

Re-ordered treatment and disposed of original. 

Datix completed.				Corporate

		I17571		10/27/25		11:50		10/27/25		J. Kiely is a vulnerable adult who was admitted to Palatine Ward. A family member who has not seen John for 20 years was granted access to the ward and allowed to go into Johns room and sit alone with him. Mum has now found this out as the family member contacted her via facebook to let her know that he had visited John on the ward. Noreen (mum) concerned that he was allowed in the room and he was not a named visitor.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Eboiyehi,  Oseyaede		Incident being managed locally		Low Harm						Mum concerned if it was to happen again and John unable to voice concerns as he is vulnerable adult. Is not wanting to take it any further. I have reassured that we will ensure this does not happen again and investigated appropriately. Escalated to Palatine Managers and Matron. Password now in place. Description of visitor given to Palatine Management. Datix.				Network Services

		I17572		10/27/25		11:00		10/27/25		Endoscopist edited report after it had been sent to CWP therefore incorrect report on CWP completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						endoscopy manager aware and correct report sent to CWP				Clinical Support and Specialist Surgery (CSSS)

		I17573		10/27/25		00:00		10/27/25		TSRT9.
Pt having SCF field treated, beam switched on before portal image was acquired. 11 mu delivered, Beam interrupted and B7 called.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Beam terminated, 
Image acquired and in tol,
complete partial done with 11mu and 5mu for image taken off beam. 
Treated correctly.
Discussion with staff re vigilance when treating.				Network Services

		I17576		10/27/25		13:15		10/27/25		Stung by wasp in office.  We have previously made at least two reports regarding wasps coming into the Trade Union offices.  This was very unexpected given the time of year.  I did open the window in the hope the wasp would leave but instead it got into my top and stung me on the arm.				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues				Incident awaiting allocation		Low Harm						Left window open for wasp to leave.  Applied vinegar to neutralise the sting.				Corporate

		I17577		10/27/25		12:50		10/27/25		Referral was delayed over 1 month				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added and reported to Datix				Network Services

		I17578		10/27/25		10:00		10/27/25		I accidentally scanned the wrong patient's CT scan results onto a patient's record. The NHS number provided in the email was incorrect and so I scanned the attached document to the wrong person.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record. The document has been removed and added to the correct record.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I have asked for Tech Bar to redact the document on CWP to avoid any confusion. I requested this as soon as I realised the mistake.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record.		Network Services

		I17596		10/27/25		16:51		10/28/25		New patient to blood transfusion. Both G & S sample s takes at the same time.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shepherd,  Sophie		Incident being managed locally		No Harm						New sample requested.				Network Services

		I17597		10/27/25		11:24		10/28/25		G & S sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17583		10/27/25		14:30		10/27/25		Accidently staff nurse got needle prick injury(myself)

This incident occur after cannulating a Patient in the busy day care unit, while disposing  the sharp contents into the sharp bin . Pricked by an exposed needle  already in the container.

Needle prick safety measures  carried out.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Staff		Harm		Clinical Event		Known complication		Known complication		Calvert,  Sarah		Incident being managed locally		Moderate Harm						washed  the affected area multiple times in running water.

Informed ward manager and OH.

Required bloods taken and sent.				Research and Innovation

		I17584		10/27/25		15:30		10/27/25		Incorrect consent form scanned into incorrect patient's CWP.

When scanning in a radiotherapy consent form, the document was scanned into the wrong patient's CWP. 
Consent form was scanned into Patient A in error, consent form is dated 09/10/2025. The consent form was for Patient B; the document was correctly scanned into said patient's CWP immediately afterwards.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/30/25		IT help desk informed to correct error- for deletion of incorrect consent form
-correct consent form scanned into correct patient in cwp
-Band 7 made aware
-datix completed				Network Services

		I17585		10/27/25		15:33		10/27/25		At 16:10, my colleague queried if patient's treatment had been administrated too fast. I checked iQemo script and according to iQemo script it had not been overtranfused -however, there was a mistake in the script. Irinotecan was prescribed to be administrated over 30 minutes but, patient has had reaction in past and has 0.5mg of atropine to prevent cholinergic reaction from occurring again. Patient said she felt twitchy, flushed and strange taste in mouth.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		Stopped transfusion of rest of Folinic Acid  - checked on patient and completed observation - NEWS 0. Reviewed by doctor on the unit and was advised to wait 30 minutes. Waited 30 minutes and patient was feeling better - symptoms had been relieved. Folinic acid has been continued and patient is still feeling well. Safety netted with hotline.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		Network Services

		I17587		10/27/25		16:00		10/27/25		TSRT9
Administered IV contrast to patient during scan. Patient immediately started sneezing after injection finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						Obs taken and registrar called to review patient.
4mg Chlorphenamine administered via PGD
Patient given hotline number				Network Services

		I17588		10/27/25		14:00		10/27/25		12minutes into Carboplatin infusion
Sudden nausea and vomiting, complaints of scratchy throat and needing water. Bowels opened, diarrhoea. Clammy and flushed. Obs stable.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Drug stopped and medications given as per reaction protocol. After 30minutes symptoms had resolved and rechallenged at 50% rate. Treatment complete without issue at 50% rate. Did not have time to escalate to initial rate.				Network Services

		I17589		10/27/25		11:51		10/27/25		Patient reported heavy breathing, lower back pain. Visibly very flushed		Doctor on unit asked to review. reaction to Paclitaxel on hypersensitivity protocol.

Flushing of face, SPO2 gone down to 80%, chest tightness.

Hydrocortisone given. Slow wean of O2 needed.

Plan:

Team review for changing to abraxane


Lorraine will call hotline if concerned or seek appropriate medical attention. 
Dr on ORTC happy for Lorraine to be discharged.
Team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Drug stopped 
Help called for 
Hydrocortisone 100mg administered
obs taken. 15L o2 via NRB commenced for < Sp02
Dr in attendance.		Reaction managed well, Doctor on unit immediately review and patient safety was maintained.		Network Services

		I17590		10/27/25		17:20		10/27/25		after 10 minutes of caelyx treatment infused, patient reported being unable to breathe and having backache.		Reaction identified and managed appropriately, scripts altered for future treatments.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		treatment stopped, hydrocortisone 100mg given, chlorphenamine 10mg given, team informed.		Reaction identified and managed appropriately, scripts altered for future treatments.		Network Services

		I17591		10/27/25		16:45		10/27/25		Communication failure - DNAR discussion with patient by medical team, not passed on to ward staff, nurse noted AAND on CWP 2.5hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/29/25		Updated nursing handover, communicated verbally to ward team.
Unclear if patient had family present for the discussion, ward nurses not made aware to support patient afterwards if needed.				Clinical Support and Specialist Surgery (CSSS)

		I17592		10/27/25		19:00		10/27/25		Emergency call to patient receiving platelets. ? Reaction.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Learning response required		No Harm						On arrival, platelets just finished. Patient complaining of chest and abdominal pain. Feels like she was struggling to breathe. Temp >38. Bloods taken from PICC. Aspirated from hickman line and flushed afterwards - nil concerns. Not required piriton or hydrocortisone. 

Post transfusion bloods take, Christie profile, FBC and VBG. PLT bag taken down and to be sent back to the labs.

Patient reported afterwards that she felt neglected by the nurse looking after her. Patient does not have a wristband on and patient is aware that she needed one before receiving blood products. When she alerted the nurse to report her symptoms she felt she wasn't taken seriously and her partner had to pull the emergency buzzer.				Network Services

		I17593		10/27/25		12:00		10/27/25		Patient in AKI1 handed over to day team reduced urine output via catheter, increased lac of 5.3, bolus given and IVF running over 6 hour + enhanced fluid balance monitoring
Fluid balance not really filled out during the day except from the first column saying sips and a few numbers on the output side but nothing totalled up
When asking nurse at handover what is the patients fluid balance is she said 'its inaccurate' because she drinks sips, but this was challenged as catheter gives accuracy				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Incident being managed locally		No Harm						cont.. therefore fluid balance had to be totalled up during handover, pt found to be only passing 12mls/ph which is way under target
Informed day nurse to inform doctor straight away, dr reviewed + IVF prescribed 
Repeat bloods taken including VBG and patient now AKI2 and lac 4.7
Doctor informed
Catheter drained 125mls since fluids commenced which is improved (writing this at midnight)				Network Services

		I17594		10/27/25		21:00		10/28/25		Unwitnessed patient fall when she leaned on the bedside table to balance herself, fell backwards query hitting head on cabinet, neighbouring patients say she fell heavily. On arrival there was spilt water, Fortisip and contents of bedside table on the floor with patient on her back				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Outreach nurse visiting another patient responded to calls of help/loud noise, pulled emergency call bell and ward staff responded. 

Obs taken, NEWS 2 with raised tachycardia noted (known tachycardic), CBG taken 4.2mmol/L, assessed head and skin with no obvious signs of injury noted before returning to bed once satisfied Patient was settled

Alertived oncall Dr, ECG taken, VBG taken, peripheral bloods taken

CT Head and Pelvic x-ray taken

encouraged patient to use nurse call bell when needing to stand				Clinical Support and Specialist Surgery (CSSS)

		I17607		10/27/25		00:00		10/28/25		Safeguarding information automatically pulled through to discharge summary. This could have put the patient in danger of further abuse. Ward pharmacist luckily realised this had happened and removed specific detail of the safeguarding concern to prevent any harm to the patient. This is not an incident which I believe is unique to AAU, I understand that it could potentially apply to other ward areas where safeguarding concerns have been raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Breslin,  Deirbhle		Incident being managed locally		No Harm						Ward pharmacist raised concern to safeguarding team to alert them that safeguarding information is automatically pulled through onto discharge summaries. 
Ward pharmacist agreed to take steps to remove specific information on this occasion.				Clinical Support and Specialist Surgery (CSSS)

		I17600		10/27/25		20:00		10/28/25		Patient collapsed at Oak Road entrance, possible illicit substance abuse. Patient brought back to the ward and outreach involved. Illicit substance was found next to the patient.		Incident escalated to lead nurse and pharmacy. Illicit drugs destroyed by pharmacy as per policy. Formal written warning given to patient with appropriate supportive measures in place. Patient agreed to psych-oncology referral and SCT involved already.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Illicit substance and what appears to be a "crack pipe" taken away and signed into CD cupboard on the ward.
Pharmacy and lead nurse informed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17687		10/27/25		14:30		10/30/25		Request received for diagnostic MR scan.  Referrer had clicked 'no' for implant device, however vetting radiographer noticed that CWP referenced a magnetic port for her breast tissue expander in situ.  Referrer was contacted who provided relevant information, however the port was found to not be MR compatible.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Morgan,  Karen		Incident being managed locally		No Harm						Referrer notified and MR request cancelled.				Network Services

		I17682		10/27/25		18:49		10/30/25		Query transfusion reaction to a unit of platelets. On completion of transfusion, patient stated feeling tight chested, SOB, nausea and mild abdo pain. Temp of 38.7, tachycardic. Crash team called.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Actions taken documented by RN in charge of patient's care, medical team and outreach:
Seen by crash team and stabilised. Reaction samples taken and sent. Sent platelet bag and line to labs. ?For pre-transfusion cover for future units of platelets (eg. chlorphenamine)				Network Services

		I17613		10/27/25		16:00		10/28/25		TSRT9 

Radiographer noticed treatment prep QCLs had not been appended after mark up stage and acetate and bolus had not been sent over to Macclesfield				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						Escalation to B7 who arranged for acetate and bolus to be delivered.				Network Services

		I17614		10/27/25		10:33		10/28/25		No DOB on sample, sample rejected.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed, repeat sample requested at 11am				Clinical Support and Specialist Surgery (CSSS)

		I17632		10/27/25		11:00		10/29/25		Patient transport not booked for Radiotherapy patient (day 1).

Informed by patient that transport hadn't arrived which led to discovering it was never booked - had been waiting since 9am (approx 11am).

Transport dept contacted multiple times (phone + email). Transport not arranged until approx 2pm.

Pt no longer willing to attend due to impact of issues on mental health (anxiety) - extremely distressed.

Treatment delayed by 1 day due to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						Escalated to senior members of staff in Radiotherapy and Transport.

Transport 'rebooked' but pt no longer willing to attend.

Treatment had to be delayed. Clinical team informed.				Network Services

		I17615		10/28/25		11:45		10/28/25		Chollergenic reaction to irinotecan after 186mls infused.

Handed over from colleague - pt presented with dizziness and nausea on way back from bathroom, abdo pain, hot and sweaty.		Reaction managed appropriately, treatment recommenced and completed following atropine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		SACT stopped, patient seated, 0.25 atropine administered as pgd
100mgs hydrocortisone administered
obs taken and recorded on cwp		Reaction managed appropriately, treatment recommenced and completed following atropine.		Network Services

		I17634		10/28/25		16:30		10/29/25		TSRT9

Linac MLC fault following XVI acquisition/review.

Resolved while pt was on bed - approx 15mins; repeat image required due to timeframe since initial XVI acquisition.

Additional dose to pt = 5.9mGy.

3rd additional image due to protocol failure/machine fault over total XRT course.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers/B7.

Fault resolved by engineer.

Additional image justified by B7 due to elapsed time since initial image.

Reimaged + treated correctly.				Network Services

		I17636		10/28/25		08:30		10/29/25		TSRT9
Patient scanned for radiotherapy to the testes with no mould care to elevate the scrotum.
Noted at vsim planning there was a 7cm depth difference between the two testes, therefore unable to plan treatment on this dataset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						At vsim planning consultant decided it was best to rescan, with a mould care, to try to achieve a better elevated position of the scrotal sac to give a more even dose to both testes.
Discussed with scanning radiographers, there was no mould care available at Salford at the time.
Patient's rescan booked for Withington site, no delay to patient treatment start date.				Network Services

		I17622		10/28/25		09:35		10/28/25		People involved : patient, myself and supernumerary nurse and physio
Accidental bolus of noradrenaline < 1ml. see below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Millington,  Kerry		Incident being managed locally		No Harm						I+V patient. Patient was cardiovascularly unstable with large fluid shifts upon mobilisation when BP is significantly affected. Patient had to be mobilised in order to insert CXR plate behind them. To do so required 3 people : 2 people to sit them foreward and 1 x to manage airway. As I was the only ALS provider in room I was on airway. Supernumerary nurse (SPN) and physio sat patient forward. However patient started coughing and became not in sync with ventilator due to body manipulation however also at the same time their BP began dropping also due to the reposition, therefore as I was behind bedspace I asked SPN if propofol can be bolused and if the noradrenaline can be increased.  However they misheard me and accidentally began bolusing 4mg/50ml noradrenaline by the time was noticed <1ml had been infused.
Immediate action: noradrenaline paused, Propofol 2ml bolus given, 2ml alfentanil bolus given, atropine brought to bedspace in case of noradrenaline induced bradycardia. clonidine running at 6ml/hr briefly for less hand 60seconds paused however recommenced to help bring BP down. CCU consultant immediately informed as well as ward manager.  Post these measures BP slowly but gradually trended down to acceptable range. Patient continuously monitored and has constant RN present at bedspace.				Clinical Support and Specialist Surgery (CSSS)

		I17623		10/28/25		09:00		10/28/25		Patient was incorrectly booked for endoscopy on 28/11/2025 instead of 28/10/2025. The colorectal secretary admitted she had confused the months when making the booking and did not notify the nursing team of the addition. This additional patient add on was notice by nursing team who attempted to contact the patient but received no response. During clinical work, the consultant confirmed the booking error with the secretary.  patient contacted who confirmed incorrect booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Incident being managed locally		No Harm						The endoscopist contacted the colorectal secretary to confirm the booking error. The colorectal secretary acknowledged the mistake and confirmed the incorrect booking. The endoscopist instructed the secretary to rebook the patient onto the his next available list. The patient will be rebooked appropriately to ensure the procedure occurs without delay.
An email was sent to the Endoscopy Booking Service Manager to inform the secretaries of the error and prevent recurrence.				Clinical Support and Specialist Surgery (CSSS)

		I17624		10/28/25		17:00		10/28/25		Pt due C1 mitomycin 27/10/25- pt was not informed of any appnt times so DNA. Pt attended for a blood transfusion on 28/10/25. Spoke to endocrine dept on the phone who agreed to take FBC and christie profile upon cannulation. Later found these bloods had not been taken.
Pt then went to radiotherapy asked for them to bleed pt however they were unable to bleed pt. 
Pt then attended ortc post radio @1800- unable to bleed pt due to poor access.
Bloods from 30/09- show HB of 70. Nil further bloods.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Medication incident		Waste		Avoidable waste of medication		Bostock,  Louise		Incident being managed locally		Moderate Harm						Treatment wasted 27/10/25 due to short expiry date as pt went home and was not aware of appnt- then was unable to come back. Date changed script to 28/10- treatment re-ordered. Treatment to expire @2200 28/10, so will also be wasted. 
Not able to bleed pt due to poor venous access- therefore unable to give IV and po treatment today.
Team informed via email.
Apologies given to pt for the miscommunication and lack of communication from the team.

CSSS Governance; Unacceptable comm breakdown + moreso the unreasonable attendances expected of Pt, all over the hospital, with no room for error (ie: missed blood appt), however not a 'moderate harm' incident. Can be downgraded to a 'no harm'				Clinical Support and Specialist Surgery (CSSS)

		I17625		10/28/25		12:00		10/28/25		Bloods done on 17/10/2025. Not pending this am . Pt tells me that definitely had bloods yesterday. Bloods pending from 28/10/2025 @08:44. Pt tells me that has not had them done this am.
Spoken to the labs, who have advised me that bloods cannot be processed from 27/10/2025 because they were left out on the side overnight?				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Berman,  Danielle		Incident being managed locally		No Harm						I have called the pt and explained the situation. Pt aware that needs bloods repeating at dep 35 prior to the treatment. Repeat bloods completed and back within range.				Network Services

		I17626		10/28/25		17:50		10/28/25		Completed x-ray for NGT position and saw that NGT was coiled in the oesophagus.				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Safety,  Patient		Rejected		No Harm						Removed NGT in x-ray department after discussing with patient and gaining consent., as per our SOP.

Noted on CWP informed requester of x-ray via message attached to request and informed to Nurse in charge on Ward.				Network Services

		I17627		10/28/25		18:16		10/29/25		RN handed over that IV Mero changed to IV Co-amoxiclav and that dose was due shortly after pm handover.
However - IV Co-amoxiclav was signed for at 18:16pm, Pt adamant that she had not received new ABX.
Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				Clinical Support and Specialist Surgery (CSSS)

		I17640		10/28/25		21:00		10/29/25		Incident submitted on behalf of patients named nurse today due to time pressures of ward 

Cat 3 pressure ulcer to buttock present on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		PURPOSE T complete 
Dressing applied
SKINN bundle maintained 
TVN referral sent and reviewed (29/10/25) 
Medical illustration complete (29/10/25)				Clinical Support and Specialist Surgery (CSSS)

		I17638		10/28/25		12:02		10/29/25		TSRT9

Midway through acquiring a 3d CBCT scan of the patient the machine (linear accelerator) unexpectedly finished scan early (roughly halfway through rotation) producing an image with insufficient image quality to be used clinically.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers and superintendent therapeutic radiographer were contacted. Superintendent therapeutic radiographer agreed image was of insufficient image quality to be used clinically. Patient taken off bed and moved to different machine to be treated. Team on this machine made aware of what happened also. Engineers decision to run test scans on machine which faulted. These came up clear with no issues so machine returned to clinical status once this was confirmed.				Network Services

		I17647		10/28/25		17:57		10/29/25		Received a referral on 28/10/2025, the referral letter was dated 1st august.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Actioned the referral as urgent and then responded to referrer to ask about the delay. have not yet received a response.				Network Services

		I17688		10/28/25		02:10		10/30/25		E.coli in CVBC blood culture. Inpatient since 20/10/25  on Ward 12. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17692		10/28/25		15:30		10/30/25		Reaction to Irinotecan		All appropriate actions taken once reaction was identified. No further actions necessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Administration stopped. 
Observations performed. sc Atropine administered as prescribed. 
Medical review. Bloods including Lactate obtained.
Administration recommenced once symptoms had resolved and completed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17663		10/28/25		14:36		10/30/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD RBC

Donation number: G095625769289W				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I17656		10/28/25		14:00		10/29/25		Patients mum has been stung by a wasp on her finger whilst walking down the stairs from relatives room to palatine ward. This has caused injury and swelling to finger.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Members of the public/visitors		Harm		Clinical Event		Unwell visitor		Unwell visitor		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Patients mum has been to pharmacy and received medication but feels well in herself.

Reported the next day and advised to datix by lead nurse.				Network Services

		I17601		10/28/25		09:00		10/28/25		Delay with referral being sent. clinic date: 18/03/25
Referral received: 28/10/25

Email from secretary: Please note patient cancelled our outpatient’s appointment and was then admitted for some time in hospital.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added referral as urgent and asked secretary if reason for late referral is the one given in email about patient being admitted in hospital for some time (No date given of discharge).				Network Services

		I17602		10/28/25		10:30		10/28/25		Julie reports her eldest daughter has beat her up a few times in the past. Most recently 4-5 years ago, she gave her black eyes. Julie did not report it to anyone.
1 month ago Julie and her eldest daughter had a argument and her daughter told Julie, she wishes she was dead.
Julie tells me her daughter has also askes her for money £30-50 a time every few days to weeks.		Safeguarding referral completed - safeguarding to see patient on 06/11/2025 to offer further assessment and support.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		10/29/25		Discussed with Julie, explained this is physical and financial abuse to her when she in vulnerable for her cancer and other health conditions.
Julie thinks she is unlikely to see her daughter any time soon and her daughter does not have access to her flat.
Julie has agreed to safeguarding referral		Safeguarding referral appropriately completed.		Clinical Support and Specialist Surgery (CSSS)

		I17603		10/28/25		10:00		10/28/25		We have now had 2 SACT medications prescribed without staff having any training on recognising or managing adverse effects. Tremelimumab and Osimertinib. Staff are therefore unable to assess or advise patients correctly.
With Osimertinib, the protocol states that these patients require a magnesium but this does not appear to have been added since cycle 1.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Incident being managed locally		No Harm						Rep for Tremelimumab contacted by senior PEF once identified. However, patients have already been treated with drug. Currently trying to source rep for Osimertinib.
Process needs to be changed so that educators are informed and given contact details for reps / drug companies to come and speak to staff before drugs are introduced.				Network Services

		I17608		10/28/25		10:30		10/28/25		tsrt9
Incorrect immobilisation setup (vacbag) for patient under general anaesthetic, realised after patient had been transferred to treatment couch. No imaging had been taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Booth,  Adam		Incident being managed locally		No Harm						Patient transferred back to trolley and bed re-setup with correct vacbag/immobilisation. Setup and RBV number crosschecked with PTP scan record to ensure correct vacbag/position used. Proceeded to imaging and treatment.				Network Services

		I17605		10/28/25		08:10		10/28/25		TSRT9 13CC SB3i MD13CC CF3a
MLC leaf stuck prior to treatment delivery. Patient already imaged. Escalated to engineers. Unable to reset in service mode. Patient taken off bed and to another suite for treatment. Additional image authorised by B7 Radiographer.		Confirmed error BMDM all leaves apart form one moved to position, entered service mode and tried driving Y2 76 no movement. patient taken off the bed, identified leaf in Y2 Iso decided to replace bank for speed, leaf had shaved the leaf key and jumped the key. cleaned out bits of the leaf key from the DLG and checked leaf all good. bank fitted, shape test ran both DLG's hunting for several seconds by a couple of mm, DLG drive board replaced, training provided to RK, shape tests re ran and passed, Lightfield QC completed by JW,		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Got patient off bed.  Patient treated as soon as possible on another treatment machine.		natural faliure		Network Services

		I17606		10/28/25		09:45		10/28/25		A healthcare staff member slipped and fell in the scrub room due to wet floor. while walking through the area, the staff member lost footing, slipped, and fell onto his right side, landing primarily his right arm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Wilson,  Kay		Incident being managed locally		Moderate Harm						The incident was reported to the coordinator and band 7
An incident report was filled out 
The staff member was sent to A& E
The staff members arm was bandaged 
The floor was immediately cleaned				Clinical Support and Specialist Surgery (CSSS)

		I17617		10/28/25		08:00		10/28/25		Patient attended IPU for PORT insertion .Clinical information -haemophilia B . Has been review in the clinic last thursday but unfortunately nothing been arranged for this patient for PORT insertion . Patient need facter IX infusion 30 min before procedure.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Team not prepared this patient for line insertion . Took me 5.5 h for organising one of the doctor from the team to wright request and prescription , checking with the blood bank that the product available and arrange blood transfusion team to administer . 

29/10 - CSSS Governance; A Clin-Onc Colorectal patient; Parent Team should be mitigating the issues above, it is not the responsibility of the radiology/ procedure team to organise, resulting to delays on Endoscopy lists.				Network Services

		I17618		10/28/25		14:00		10/28/25		Cycle 8 TTOs Cabozantinib :
contacted main pharmacy, satellite pharmacy and porter - tablets nowhere to be found  , alertive primary team for a separate stand alone script for this cycle (C8 Cabozantinib only) and done.

Latest update from pharmacy: 
pharmacy staff found the TTO in ward 4 and is sending staff to pick up in ward 4 and supply to patient. Informed prescriber and stand alone script has been cancelled.				The Christie NHS Foundation Trust / Network Services / Ward 3		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		10/30/25		NIC informed. Pharmacy contacted. Explained and apologized to patient. Datix.				Network Services

		I17619		10/28/25		14:30		10/28/25		TSRT9 Sb3i 13CC CF3a
XVI fault during XVI acquisition causing XVI to be terminated, rescan required so additional dose.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		10/31/25		Patient needed to move as uncomfortable, so required a re-setup and				Network Services

		I17620		10/28/25		12:00		10/28/25		During E/C treatment noticed red, blotches to patients' skin. At all times flashback noted on the canula and dripping well. 
Treatment stopped and escalated to NIC. cannula was reviewed and it was okay, not an extravasation as still dripping well, not hard swollen lump to vein and  flashback still noted. 
Discussed with acute oncology nurse who also reviewed. Cannula in vein and not an extravasation, and no pain to patient during infusion.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		No Harm						Patient re-canulated by A but as soon as treatment started the same reaction happened to arm therefore treatment stopped and only partially given recorded on iQemo. Around 30mls of epirubicin given. No cyclophosphamide or pembrolizumab given as I wanted to discuss with team prior to giving any further medications. Patient to be reviewed tomorrow in clinic. Discussed with pharmacist who also agreed not to give any further treatment today and patient does not require GCSF injections to go home with. 
Patient stayed on scalp cooling and when reviewing arm on discharge arm and redness and swelling had completely settled down. 
Team to be emailed and this to be discussed tomorrow at clinic appointment"				Network Services

		I17610		10/28/25		12:30		10/28/25		TSRT9 
At prep stage, radiographers identified the RLAT FSD was no calculated in the yellow box. As the plan is non-orthogonal, the RAO FSD provided on the plan cannot be used.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12 Treatment data entry, data preparation process		Holt,  Daniel		Incident being managed locally		No Harm						The RLAT FSD was calculated in the room and independently checked by 2 radiographers. Escalated from B7 online, happy to proceed as RLAT FSD calculated and checked.				Network Services

		I17612		10/28/25		13:00		10/28/25		Patient admitted to IPU for US guided abdominal aspira. 
During procedure, no fluid present in abdomen. Presence of pleural fluid, chest drain inserted instead. No communication with recovery area if this can be accommodated and no communication to bed managers to confirm if a bed is availability before inserting chest drain. 
DATIX completed at request of bed managers.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Royle,  Gregory		Incident being managed locally		No Harm						Spoke to US and informed them they need to check with bed managers in future if a bed is available before going ahead with procedure.
Patient aware of overnight stay now needed. Could be a long wait and apologised.				Clinical Support and Specialist Surgery (CSSS)

		I17598		10/28/25		09:40		10/28/25		Patient incorrectly booked into another consultant's clinic under my name. As per previous Datix and numerous emails the patients need to be booked under the name of the consultant who's clinic they have been booked into NOT the name of the consultant they have been referred to as that is often inaccurate.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/31/25		Team emailed and this form completed

RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		Network Services

		I17708		10/28/25		18:00		10/31/25		TSRT9 13CC D98 SB3i MD13CC CF3a
Linac MLC fault following XVI acquisition/review.
Pt taken off bed to resolve fault. Repeat XVI required.
Additional dose to pt = 7.9mGy.
1st occurrence - not reportable.		it happened again as Sohaib attended same fault eariler, tried BDMD few times, no luck, beam reloaded but no joy, patient taken off the bed. logged in on service mode, try to load shape in diagnostic windows, no jaw movements. Head PSU recycled and it worked for a second, then failed again. DIA PCB replaced.  (SCS) both jobs combined on this one, 

Perform Shape cycle test and dia shape test going from leaf limit 40*40 to 10*10 and vice versa to check all the possible shapes. 
Light field qc performed by physics afterwards spare part added..		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Escalated to engineers/B7.
Additional image justified.
Engineer resolved linac fault.
Pt reimaged + treated.		Natural Part failure.		Network Services

		I17716		10/28/25		12:00		10/31/25		Patient attended for clinical trial visit and had blood sample taken.
Usual process is to register patient on agreed portal and ship bloods to lab using pre-paid address labels.
After obtaining bloods, found I could not access said portal. Emailed study contacts but no reply and emails bounced back.
Contacted chief investigator who informed me that the company had been bought out by another company but this had not been communicated with the research or admin team.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		McCaul,  Damian		Incident being managed locally		No Harm						PI and CI informed.
Blood sample was discarded.
Managed to contact team at new company and they have given me access to their portal and I am waiting for them to issue new address labels.
Patient will be contacted and asked if they would like to come back to have blood test repeated.				Research and Innovation

		I17717		10/29/25		14:00		10/31/25		Radiothearpy review and consent clinic for CNS patients is on a Wednesday PM.
Both lyme park rooms blocked with MSCC patients.
Clinic busy and patients had long delays due to lack of rooms
Consultants waiting.
Those with mobility issues/wheelchair users waiting even longer due to other rooms being unsuitable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Rachael		Incident being managed locally		Low Harm						Ended up using mould room prep room to see patients in to try to minimise further delays				Network Services

		I17697		10/29/25		18:00		10/30/25		A B Braun Cyto-Set Infusomat line primed with saline appeared to have a small hole below the chamber as the saline leaked out. Saline contained in the blue tray.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Staff		No Harm		Equipment incident		Medical		Failure of device/equipment		Rush,  Sara		Incident being managed locally		No Harm						Line not used and put to one side to show Clinical Education team. New line used to administer				Network Services

		I17657		10/29/25		11:10		10/29/25		Patient called me to her chairside on ORTC as they "didn't feel right". On examination, they were flushed and in clear discomfort, SACT reaction suspected. Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				Network Services

		I17658		10/29/25		16:00		10/29/25		she had a unwitnessed fall this evening at 16:00hrs
she was in the toilet, kneeling down on the floor by holding the commode next to her,as she stated
her bridge of the nose was slightly injured and bleeding
she was desperate to go to the toilet, accidentally tripped and fell
kneeled on her legs by holding commode but her eye glasses got hit on the commode, that injured the bridge of the nose
slightly hurt on chest wound
she urinated on the toilet floor in a rush at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		Low Harm						pulled emergency buzzer
reassurred her
reviewed by the doctors
safely transferred to the bed with A02,as she was able to do it
GCS 15/15 all limbs normal
observations done and charted
CBG 7.9mmols
Moving and handling completed- no postural drop
PURPOSE completed -bridge of the nose slightly injured and bleeding, cleaned ANTT let air dry
Chest wound examined- a tinge of blood noted- redressed under ANTT as per TVN advise
post fall educated
she doesnt want to inform NOK, she stated she will tell when they come in
monitoring GCS				Clinical Support and Specialist Surgery (CSSS)

		I17659		10/29/25		09:19		10/29/25		I gave 500mcg of IV Digoxin instead of 250mcg. Stat dose was Px on EPMA - both doses were visible (500mcg in 2ml above the indicated dose). On the medication box it outlines dose is 250mcg in 1ml, however I withdrew 2ml - this was given in the correct bag and over the correct time. I double checked medusa prior to giving this drug with a second colleague so it was not completed in a rush. I noticed 6hr later (when 2nd dose of 250mcg was Px for as per medusa) that I withdrew 2ml instead of 1ml 

MSO note: Screenshot of prescription from ePMA uploaded to incident record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to medic and informed Pt had been given full dose in morning rather than split across day.				Clinical Support and Specialist Surgery (CSSS)

		I17660		10/29/25		15:00		10/29/25		Started Pembrolizumab as prescribed and noticed a leak on A line: drops of liquid dropping from A line in the "filter" area				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Martinspitacas,  Irina		Incident being managed locally		No Harm		No harm				Stopped the infusion. Changed the A line using ANTT and connected the B line with Pembrolizumab to new A line.		IMP (31.1025) ICU medical rep and Deputy Head of Engineering emailed.		Network Services

		I17661		10/29/25		16:20		10/29/25		hypersensitivity reaction that occurred during a patient’s final carboplatin infusion. The patient had received 285 mL of the drug when she returned from the toilet and reported a red, itchy rash on her right thigh and leg. Upon examination, a similar rash was observed on the left leg as well .		Actions and result of actions taken	

Treatment was stopped immediately.
- Administered **Piriton** (chlorphenamine) and **hydrocortisone**.
- Full set of observations completed. NEWS2 score 1 throughout.
- Informed the ANP.
- Patient was monitored for one hour post-reaction with no further symptoms.
- Patient was discharged with appropriate information and advice.
- The clinical team was informed via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		The infusion was stopped immediately, and the patient was treated with Piriton and hydrocortisone. Observations were completed and remained stable throughout. The Advanced Nurse Practitioner was informed promptly. The patient was monitored closely for one hour following the reaction, during which no further symptoms developed and rashes disappeared . She was discharged with appropriate information and advice regarding the reaction and signs to watch for.

emailed the team as well		Reaction managed well		Network Services

		I17662		10/29/25		20:16		10/29/25		Staff affected: Haematology Registrar on call - Ryan Robinson
Called by Leighton hospital medical team asking for general haematology advice. The Christie haem reg on call doesn't cover Leighton, they have their own haem consultant on call. This is part of a trend of the Christie haem reg being called out of hours to give advice to a hospital we don't cover.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Read,  Chloe		Incident being managed locally		No Harm						Directed the medical team on who they needed to contact for advice.				Network Services

		I17664		10/29/25		12:58		10/30/25		TSRT9
Background: 
Lateral couch shift required daily in order to achieve clearance for G195.
Couch then shifted back to isocentre to perform confirmation 2DkV and delivery of G195.
Incident:
On #6/15, couch not moved back to isocentre position to acquire confirmation 2DkV.
Incorrect patient positioning on 2DkV - image un-usable.
Additional 2DkV pair required as a result (operator error).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Incident being managed locally		No Harm						Additional imaging justified by superintendent and PR2.16 dose limits adhered to.				Network Services

		I17655		10/29/25		14:30		10/29/25		120ml infused. Noticed that Gail appeared pail/grey in complexion. Asked if she felt okay, she said no, said she felt very nauseous and faint. Felt that the room was spinning on her.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Treatment stopped immediately. Called for assistance. 2x 100mg hyrocortisone IV and 10mg metoclopramide IV given before symptoms resolved. Symptoms resolved after half an hour. Treatment recommenced on hypersensitivity rate once settled, no issues during infusion.				Network Services

		I17669		10/29/25		17:22		10/30/25		After SOU pharm tech was informed of switch of TPN for one night only by dietician, tech messaged TCP staff @16:00that TCP are to expect the new script needed for that night and ASA it's on EPMA, will be requested by tech. After doc prescribed, tech requested on EPMA, messaged pharmacist explaining/asking screening & confirming request.@17:22 tech messaged that TCP don't have the request/script. Tech checked on EPMA that is was already dispensed and sent photo with details to TCP, but TPN was delivered NEXT day.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Harm		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		Moderate Harm		Moderate harm		11/6/25		It was only discovered by the pharmacy staff covering SOU the morning 30/10/2025 that the patient did not get the TPN on 29/10/2025, as the bag, which on the EPMA was dispensed at some point before 17:22 on 29/10/2025, was not sent at the correct time to cover the patient from 29 to 30/10/2025. The bag has been delivered by the porters on morning 30/10/2025 and available for the patient from that time.				Network Services

		I17666		10/29/25		08:42		10/30/25		An audiology report was sent from MFT as requested for a patient and scanned on cwp.
It was only the day later the consultant noted it was for another patient, they had sent someone elses.
The consultant brought it to my attention.  I redacted asap and did a datix and emailed the nurse to send us the correct report to be scanned on.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Dyson,  Claire		Incident being managed locally		No Harm						As soon as this was noted I did a datix and redaction				Network Services

		I17667		10/29/25		19:00		10/30/25		Moisture associated skin damage noted on the sacrum, present on admission
Pt is incontinent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/30/25		Tissue Viability Nurse Referral, ointment in use, encouraged to reposition.				Clinical Support and Specialist Surgery (CSSS)

		I17646		10/29/25		14:18		10/29/25		Referral has been forwarded to referrals and bookings by Christie secretary with the date showing 02/05/25. No referral on careflow but letter has been scanned onto CWP on the 09/05/25.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Roxy who has emailed secretary and added referral as urgent.				Network Services

		I17653		10/29/25		18:00		10/29/25		TSRT9 
#1 xRT booked on 30/10, highlighted during data input that #1 xRT usually occurs on the same day as first GEM X treatment which is on 4/11. B7 alerted. Called Clinician who confirmed patient needs to be delayed until 4/11 to attend #1 xRT after GEM X. Clinician added note to CWP.
Called patient and apologised for the change, patient very understanding and aware of new start date. Change form completed,				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4G Choice of start date		Hudson,  Scott		Incident being managed locally		No Harm						Called clinician
Called patient
Change form submitted				Network Services

		I17650		10/29/25		13:00		10/29/25		Whilst dividing the mesentery during cytoreductive surgy for a Hipec with a Ligasure Maryland the jaw of the ligasure became stuck and was unusable.  No harm came to the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Madden,  Sarah		Finally approved		No Harm		No harm		11/4/25		The Ligasure was replaced.				Clinical Support and Specialist Surgery (CSSS)

		I17651		10/29/25		16:00		10/29/25		Incident reported on behalf of patients named nurse due to time pressures on ward 
Cat 1 to buttock on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/30/25		PURPOSE T complete 
Barrier cream applied 
SKINN bundle commenced				Clinical Support and Specialist Surgery (CSSS)

		I17639		10/29/25		11:29		10/29/25		Pt started to feel hot and red in the face, had a reaction to Paclitaxel.
Treatment stopped and called for help.
Grade 2 reaction 
100mg of Hydrocortisone administered under PGD.
Obvs done and recorded.
ACP on the unit has reviewed and stated a grade 2 reaction. When pt is okay to restart treatment.		Treatment stopped, called for help.
Hydrocortisone 100mg administered under PGD
Observations done and recorded.
Pt seen by ACP who was happy for treatment to be restarted at a slower rate, Patient was happy with the plan.


Grade 2 reaction as per ACP review.
Treatment now given at a slower rate as per taxane reaction protocol.

Team emailed. For slow rate next time.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		Treatment stopped, called for help. 
100mg of Hydrocortisone administered under PGD.
Observations done and recorded.		Reaction managed well - patient finished treatment at slow rate and team emailed to make them aware of incident.		Network Services

		I17642		10/29/25		09:15		10/29/25		Staff Blood culture result uploaded to ICNET system.				The Christie NHS Foundation Trust / Corporate / Workforce / Occupational Health						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality				Incident awaiting allocation		No Harm						Contacted occupational health with result.				Corporate

		I17643		10/29/25		08:00		10/29/25		Noted patient has worsening MASD to groin/sacrum/buttocks in last couple of days since TWOC				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Referral to TVN. Requested med il. Asked medical team to consider re-catheterising pt. However, patient isn't keen on this. Encouraged pt to use urine bottles to avoid excess moisture to skin. Regular skin checks and apply medi derma barrier ointment. MASD care plan updated.				Clinical Support and Specialist Surgery (CSSS)

		I17644		10/29/25		12:10		10/29/25		Security team rung the ward to inform that a patient had been found collapsed on a bench outside Oak Road & suspected of taking illegal drugs as appeared inebriated. Patient had previously been found unconscious outside Oak Road On Monday evening (27/10) &had been found with drugs in her possession.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking / Oak Road Car Park				Incident affecting Patient		No Harm		Security incident		Site security		Other		Paterson,  Ruth		Incident being managed locally		No Harm						Escalated to ward doctor to review - patient was rousable to voice & was not unconscious but appeared inebriated/drowsy from ?taking drugs outside - no drugs found on patient. 
Escalated to ward doctor. Nurse advised to take set of observations. Obs not completed straight away as patient went off to the bathroom shortly after return, completed when able & obs within normal range as per NEWS 2.
Safeguarding referral made. Matron informed. 
Asked medics to repeat a capacity assessment.
Medics reviewed pt on return to ward.				Clinical Support and Specialist Surgery (CSSS)

		I17628		10/29/25		03:20		10/29/25		Patient found by mum on the floor having hit her head. 
Patient hoisted back into bed.
CBG 3.9mmol glucogel given.
Bolus IVF given BP 93 systolic difficult to hear.
Neurobs shown pupils 3 and reactive to light, patient non-compliant with arm and leg strengths. 
SHO and reg informed.		Rapid Review completed and attached to incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		Not for urgent CT as not had anticoagulation in over 48 hours.
?escalated that recognition of dying may need to be put in sooner than thought, to be discussed with day team
Advised mum when she needs to fall asleep we need to 1:1 the patient, mum said she will inform us when this happens 
Unable to complete lying and standing BP as patient cannot stand safely				Network Services

		I17629		10/29/25		03:00		10/29/25		my patient who has intermittent confusion was incontinent of urine and in his confusion got up and got tangled in his feed line and fell on to the bed as far as i was aware he was not harmed and doctor was alerted. i had been checking on him regularly when this happened and i have advised that he be 1-1 overnight where possible.
Dr said there was no need for review but to monitor the patient through the night				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		No Harm						doctor alerted.
patient reassured and given care.
documented in notes and handover .
datix now being performed.				Clinical Support and Specialist Surgery (CSSS)

		I17630		10/29/25		08:30		10/29/25		this incident includes 2 patients. patient A's referral letter was added to patient B's careflow attachments. both referrals were added on correctly and both referral letters were scanned to cwp correctly.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						the secretary let me know that this has happened. i double checked both referrals and looked at where i went wrong.				Network Services

		I17631		10/29/25		08:00		10/29/25		Bank admin support booked for today to support department 35 blood room from 8-4 - no one turned up. No admin managerial staff onsite until 9AM - was told there was a miscommunication and someone sent down to support for 9.30 AM. 

Had to pull clinical staff out of numbers to support whilst awaiting admin support causing delays in the blood room				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				Incident affecting Staff		No Harm		Clinical incident		Resources		Staff shortage		Mcdonagh,  Claire		Incident being managed locally		No Harm						Spoke to service manager and manager at 9am when they come on shift

Tried to pull resources from other areas to support				Corporate

		I17637		10/29/25		10:00		10/29/25		She came in with an unstageable pressure ulcer of the left foot, stage 2 pressure ulcer of the sacrum with blanching buttocks and lesions all over her body.		03/11 - appropriately dealt with upon arrival.  Pressure sores were formed at home before admission.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Tissue Viability Service				Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Was referred  tissue viability nurse, who came and reviewed and prescribed a dressing that will be used. Medical illustration was called who took a pictures with patient's consent. skin bundle was done, Pump was attached to the foam and a repose wedge placed to relieve pressure from the heels.				Network Services

		I17635		10/29/25		09:09		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.  

On investigation x1 Additional 2d image-Mechanical.  
Additional imaging dose imparted to patient. 
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional lateral image (pre-set HEAD).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational team to highlight with Varian at next TIG meeting.				Network Services

		I17633		10/29/25		11:15		10/29/25		Rand Unit 164 (HIPEC) missing power lead. A 3 lad power plug similar to those often used but is distinguishable by a yellow catch that locks in place with the machine. Unable to locate in theatre department, hence Unit 164 out of action until we can source another one.				The Christie NHS Foundation Trust						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Co-ordinator infod 
Band 7 info 
Looked all around theatres
HIPEC Manager made aware

		I17672		10/30/25		09:00		10/30/25		Patient was seen in clinic on 29/10/25. iQemo script was amended and treatment regimen changed. The script location was Outpatient SACT so the patient was not scheduled on to the ORTC iQemo diary.
Patient has 0830 appointment on his blue card.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						Spoke with Baxters to ensure we could get his treatment delivered this morning.
Liaised with ORTC reception to update the patient. 
The patient was very frustrated as last time he was for treatment he was sent home, and didn't have it.
The patient felt that appointments/scheduling and the team had poor communication.
I apologised for his poor experience, and reassured him that he will get his treatment today. 
Explained to him that we would be able to treat him from 10am, as that is when a 'mid shift' nurse was starting. As the early shift staff all had patients booked in. 
Patient was happy with the information and update that I provided.				Network Services

		I17665		10/30/25		09:00		10/30/25		DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Clarke,  Catherine		Learning response required		Moderate Harm						DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				Clinical Support and Specialist Surgery (CSSS)

		I17693		10/30/25		11:00		10/30/25		Patient had a unwitnessed fall near bedside after coming back from toilet had shoes on not worn properly walking stick in site		All appropriate actions taken post fall. Falls risk assessment updated - remains independently mobile. The use of illicit drugs were escalated to the lead nurse. CT scan NAD.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Observations done, CBG done stable 
patient reviewed by doctor whilst on the ground
pupils checked equal and reactive 
responsive to voice and movement 
hoisted onto bed 
re reviewed by Dr 
had CT head NAD		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17694		10/30/25		14:00		10/30/25		patient admitted with x2 C2 to buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Barrier cream applied 
Dressed
Med ills to be completed 
Air mattress 
Can be managed on ward, TVN not required				Clinical Support and Specialist Surgery (CSSS)

		I17695		10/30/25		19:00		10/30/25		Patient stood to close curtains around bed - witnessed fall
Patient states she lost her balance and fell back on her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Moderate Harm		Low harm		11/3/25		Staff called
Observations taken
Doctor alerted				Clinical Support and Specialist Surgery (CSSS)

		I17696		10/30/25		19:30		10/30/25		Patient sat on the commode with constipation, due to discomfort, patient was trying to force bowel open and when straining accidentally bit her own lip causing a cut and bleed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Bite		Human bite		Spooner,  Jennie		Incident being managed locally		No Harm						Compressed lip with tissues/wipes. 
Informed Oncall Dr due to constant bleed. 
Repositioned px back to bed and supplied fresh nightgown. 
Morphine given for pain relief.				Clinical Support and Specialist Surgery (CSSS)

		I17689		10/30/25		15:00		10/30/25		Patient rang buzzer complaining of suddenly feeling hot and nauseated.		Team Drs emailed for next script to be amended
Involved in the event was;
Responsible medical team
Doctor
Chemotherapy nurse		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Moderate Harm		No harm		11/4/25		Infusion was stopped and patient was treated for a reaction. Observations were taken and hydrocortisone was given. Dr on the unit came to review. The patient's symptoms settled after 10 minutes. Reassurance was given to the patient and observations checked again. Treatment was restarted according to the hypersensitivity protocol after around 30 minutes		Written on CWP observations stable but no NEWS2 documentation on CWP. Will discuss with reporting nurse.		Network Services

		I17690		10/30/25		14:40		10/30/25		patient was receiving transtuzumab Entansine(Kadcyla). after administering 180ml of it at 14:40 patient felt nauseous, hot, and flashes. treatment stopped immediately and ACP seen the patient and given necessary meds				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						treatment stopped immediately and ACP seen the patient and given necessary meds. IV 100 mg hydrocortisone at 14:42 and 14:50 given. iv chlorpheniramine 10 mg at 14:46.
iv metoclopramide 10 mg at 14:53 given. 250 ml normal saline free rate given.				Network Services

		I17683		10/30/25		10:30		10/30/25		Due blood transfusion on endocrine department on 30/10/25.
X match and group and save taken on oak road on 27/10/25 but mislabelled. Returned to Oak road on 30/10/25 for second sample, however this was also mislabelled. 
Rebled again today on endocrine department. Patient will return tomorrow for 1 unit blood transfusion.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Apologies given to patient.
Rebooked patient in for tomorrow to have 1 unit blood transfusion.
Datix complete.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		Network Services

		I17684		10/30/25		12:00		10/30/25		Patient reviewed on AAU by trial team at around 11:00. 
Advised nurse taking care of patient to give IV Tociluzimab, prescribed on iqemo and epma (trial stock was available on the ward). 
Patient transferred to ward 2 late afternoon and Toci still not given, checked notes from AAU which stated - 'PRN Tocilizumab needed but not given as NIC states we do not give this on the unit, Pt informed.'
In this case the CRS was low grade but there was still a delay in patient receiving.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Clarke,  Catherine		Incident being managed locally		No Harm						Checked with ward 2 if they had been given the right stock and were able to administer. 

I believe this should be treatment AAU should administer as it could be an oncological emergency.				Clinical Support and Specialist Surgery (CSSS)

		I17685		10/30/25		13:00		10/30/25		The patient attended the nuclear medicine department for a Ga68 DOTATOC scan. She was given a cup of tea which she spilt down her left side.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Harm		Clinical incident		Spillage		Splash with hot/cold liquid (NOT chemical)		Harris,  Andrew		Incident being managed locally		Low Harm		No harm				The wet clothes were removed and replaced with scrubs and a cold compress was applied.				Network Services

		I17686		10/30/25		14:00		10/30/25		Patient had pre-surgery/pre-existing pressure sores.
1- Right foot was dressed so unable to assess fully, patient reports that it is necrotic pressure wound. 
2- Bilateral breasts, moisture associated skin damage. The skin was red and broken to the underneath area's.
3- Moisture associated skin red and broken skin to full apron of abdomen folds and groin area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Madden,  Sarah		Finally approved		No Harm		No harm		10/31/25		Post surgery, all areas cleaned and dried. 
Barrier spray applied.
Medical illustrations contacted and photos taken in theatre recovery.
All pressure area concerns documented and handed over from the theatre staff to recovery staff.

Tissue Viability Review :31/10/225

Reviewed the patient with the named nurse to review the wound on the right heel, which was dressed on admission.

On Assessment, patient has an unstageable pressure ulcer (Category 3) to her right heel, which she came in with, and the dressing was not removed before surgery. Category 3 pressure ulcer approximately measures about 6 cm in circumference with 80% of thick necrotic area. 20% of the necrotic tissue was debrided, and the tissue underneath is granulating well. The heel was not elevated, and the mattress pump was not switched on.

Photo of the pressure ulcer taken today.

She also has an insect bite on the top of the right leg.

 

She also has multiple areas of moisture damage under the breast, groin and buttocks, and she doesn't want me to check as she had photos yesterday and she has shown me the photos. I also reviewed the photos of the moisture damage on PACS.

Management plan

Clean the wound on the right heel with normal saline 

Apply Algivon honey tulle to the pressure ulcer

Use Zetuvit plus superabsorbent 

Apply Kliniderm foam adhesive for the insect bite

Bandage the leg from toe to knee with Wool and crepe, and apply a yellow line to keep the dressings in place.

Change this dressing twice a day.

The mattress pump was switched on and advised to keep the mattress pump on at all times due to the risk of PU.

Also advised to elevate the heel with repose wedges to offload the heel pressure.

For Moisture Damage

Clean all areas of moisture damage with normal saline

Apply Medierma barrier ointment twice a day.				Clinical Support and Specialist Surgery (CSSS)

		I17677		10/30/25		11:30		10/30/25		Patient commenced on rechallenge of Docetaxel (reacted last cycle but completed at slower rate), after 5ml at 1/4rate complained of feeling unwell, very flushed, chest tightness.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Treatment stopped. 
Hydrocortisone and Piriton given IV under PGD. 
Did not rechallenge.
Kept until symptoms settled. Obs stable. 
Discharged with safety netting advice. Email Dr and admin team for consideration of Nab Pac				Network Services

		I17678		10/30/25		11:30		10/30/25		Patient informed me of two red itchy hives on his right forearm around 20 minutes after the transfusion had completed. He had two units of platelets.										Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						His observations were took straight away and they didn't show any signs of deterioration. 10ml of chlorphenamine was given to the the patient by charge nurse Jamie. The patient reported feeling well in himself. he was kept here bloods were sent the both platelet bags back tot the lab as per reaction protocol.

		I17679		10/30/25		08:50		10/30/25		TSRT9
Lost comp as a result of unexpected motion error				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Additional imaging, authorised by B7				Network Services

		I17680		10/30/25		11:55		10/30/25		5 minutes into Paclitaxel infusion patient showed signs of drug reaction. Reported closing sensation in throat; chest pain; palpitations; dizziness; and had flushed face.		Reaction managed appropriately, treatment continued with no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Infusion stopped. 
Observations checked and satisfactory. 
10mg chlorphenamine and 100mg hydrocortisone IV given as per PGD. 
Infusion completed following slow rate hypersensitivity protocol.		Reaction managed appropriately, treatment continued with no further issues reported.		Network Services

		I17698		10/30/25		18:00		10/30/25		Pt was with daughter who took her to the bathroom - pt unsteady on feet and attached to drip IVI stand - pt then was walked back to the bed but bed breaks were taken off? patient fell over / assisted to the ground by daughter - RN came and pulled crash bell - all staff and medical team cam - checked bp observations, bms stable - temp ongoing - ha been escalated ++ tmes to medical staff see documented drs note d/w consultant- pt commenced oral abx - low thresh hold for abx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to DRs and Consultant and rechecked - escalated pt to bay tag and then 1:1 - dr said no need to alert Out reach team - I have allertived them and handed over 1:1 care				Clinical Support and Specialist Surgery (CSSS)

		I17699		10/30/25		19:45		10/30/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team. 
As per TVN August Newsletter, referral to TVN not required
Tissue viability assessment today 03/11/25 reviewed and verified as Moisture associated skin damage by Sarah Francis TVN- see CWP entry .				Clinical Support and Specialist Surgery (CSSS)

		I17700		10/30/25		23:40		10/31/25		Pt was C1D1 of trial, late stay due to aseptic delays and trial activity post infusion. Handover sheet stated "taxi was booked with transport" however as I am on the night shift I don't know if anyone informed transport desk that pt would stay late - verbally handed over for her to go to security for transport when ready to leave (not the normal process). When ready to leave I called Veezu to arrange her taxi but they were not aware of her.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Donovan,  Helen		Incident being managed locally		No Harm						Called security to ask if they can arrange transport, they confirmed they can but only with approval from duty manager. Alertive sent to Tracey Wood and also spoke on phone who explained to complete transport request form for her to give the go ahead. Completed and emailed and she confirmed taxi can be arranged for this patient. Thankfully pt lived in Manchester, otherwise would have had to stay overnight. Confirmed with security that Tracey had given the ok for the taxi and pt left the unit at 23.35.				Research and Innovation

		I17701		10/30/25		21:19		10/31/25		Checked soft-set on patient and there was redness around the site of the soft-set. Soft-set removed and on removal small amount of bleeding occurred, pressure applied. After bleeding stopped a black dot was left where soft-set had been removed. Doctor informed and circle drawn around affected area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin redness (non pressure related)		Spooner,  Jennie		Incident being managed locally		Low Harm						Pressure applied to area
Doctor informed
Circle drawn around affected area
DATIX completed within 48 hours of incident.				Clinical Support and Specialist Surgery (CSSS)

		I17702		10/30/25		22:13		10/31/25		Checked patient's morphine sulphate 10mg/5ml oral solution on PRN and had no dosing interval only stated "when needed". Informed doctor, who corrected dosing interval to every 3 hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Doctor informed
Datix completed within 48 hours.				Clinical Support and Specialist Surgery (CSSS)

		I17703		10/30/25		11:30		10/31/25		Patient had a crossmatch taken at 11:30am at ORTC, sample was sent to labs and patient came to the endocrine for btf, as soon as the patient arrived we rang ORTC to confirm the patient had a crossmatch taken and sent to labs, after more than 2 hours there was no indication on CWP's lab results that the sample was even being processed, I rang bloodbank and they told me they did not have a sample, they checked the pods and even behind reception and I was told there is no sample, I then rang ORTC				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Stansfield,  Emma		Incident being managed locally		No Harm						for a second confirmation that the crossmatch had definitely been sent and they confirmed, I then contacted bloodbank again about the patient's crossmatch and before I could even give the patient's hospital number I was told the sample had been mislabelled yet there was still no indication of this on the CWP causing severe delay to the patient receiving a btf, I asked bloodbank why there was no mention of the sample on CWP and they informed me they will add it on however it is now the next day and still the result of it being mislabelled has not been added onto the system, the patient was severly distressed and was extremely tired especially after Chemo but has agreed to take another sample and to return the following day for transfusion				Christie Pathology Partnership

		I17704		10/30/25		09:00		10/31/25		Patient plan for peripheral TPN on 29/10 by dietitian: 1800ml of a Triomel N4 2.5L bag, prescribed on EPMA by surgical doctor ~4pm and handed over to pharmacy by dietitian.   
Bag did not arrive to ward on 29/10, arrived on morning of 30/10 and was incorrect bag 1.5L Triomel N4 rather than 2.5L bag (incorrect volume) which was prescribed correctly on EPMA and written on the paper copy of script. Patient did not have TPN and had to have IVF instead.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with dietitian looking after patient who confirmed correct ordering and handing over process.
Checked EPMA - doctor had prescribed correctly by 4pm on 29/10.
Discussed with pharmacy tech - advised wrong bag had arrived on 30/10 and they had taken it back down to pharmacy stores and advised wrong bag.
Updated ANP on ward of reason for missed PN.				Network Services

		I17705		10/30/25		00:00		10/31/25		During weekly drug check it was noticed 2 boxes of cyclizine was missing from the emergency drug boxes in CT scanners within radiotherapy pre-treatment areas.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Incident being managed locally		No Harm						Looked for missing drugs and discussed with staff.				Network Services

		I17714		10/30/25		08:55		10/31/25		Patient received C4 Subcutaneous Atezolizumab but using an IV dose. Currently stocked on ORTC ward stock is IV 840mg Atezolizumab and Subcutaneous  dose 1875mg are prescribed from main pharmacy. 

Patient received two vials of 840mg which equalled to 28mls of Atezolizumab rather than 1875mg in 15mls subcut dose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Incident being managed locally		No Harm						Made aware of this error after patient had been discharged home and looked through TTO bag when subcut dose of Atez was found, patient then rang hotline and was assessed over the phone.
Patient was well at time of assessment and no issues with site of administration. 

Member of staff had gone home at time that error was noted and therefore was asked about incident when attended for shift today. Explained she thought the dose of treatment we had in our treatment room fridge was the Subcut dose and that they used two vials of 840mg for administration. 
Pharmacy and medical team emailed to check if there was anything that required actioning as drug that was used was given via incorrect route . 
Patient will also have a further follow up call today				Network Services

		I17715		10/30/25		09:30		10/31/25		No indication of patient's Latex allergy until morning briefing after the first patient was already done. Meaning SOP failed as we were not told of latex allergy 24 hours before and lead to delay of 30-40 minutes due to deep clean needed. patient informed us that allergy leads to airway problems and swollen mouth.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Removal of all equipment and PPE which is not latex free.				Clinical Support and Specialist Surgery (CSSS)

		I17723		10/30/25		10:30		10/31/25		Pt attended Nuclear Medicine for Renogram. Was injected with MAG 3- Technetium (99mTc) radiopharmaceutical and scan started. 10 minutes into scan, pt began to feel unwell and fainted.

Alert and orientated when I arrived to assess her. Hypotensive (80mmHg) and hypothermic (34.4). Began to feel lightheaded again, so laid down and scan abandoned. 

OR contacted. Struggled to get medical review. Lack of support by medics on a department with no medical cover. See below.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Near Miss		Clinical Event		Collapse/faint/fit		Faint		Harris,  Andrew		Incident being managed locally		No Harm						Fully clothed, covered in multiple blankets. BP stabilised, temp not coming up. BGL taken 3.6mmol/l. Glucojuice given, BGL increased to 7.9mmol/l. Moved to a room with a heater, temp after 1 hour came up to 35.8. 

Struggled to get medical review. One RMO advised they'd only assess if the pt is admitted and to speak with Outreach. OR stated medic review is required. Spoken with another RMO who attended to speak with the pt; however no assessment completed, history taken or questions asked about the pt's situation or health. 

RMO informed the pt that her consultant advised to attend A+E for a septic screening. No further information provided except to say it could be infection related. Pt and Mum understandably upset at the lack of info and having to wait so long to be seen and no assessment to be completed. They were also confused as to what was going on and why she couldn't be treated here. 

I reassured them and discussed these concerns in length, before providing the pt with a supporting letter to handover at A+E.				Network Services

		I17732		10/30/25		15:00		10/31/25		CSF sample was left on the Haematology bench. Staff assumed it was for haematology and performed Cytospin and auto- differential instead of the protein and glucose. By the time the error was noticed, there wasn't enough of the CSF sample left to perform the tests requested.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Ehimare,  Brave		Incident being managed locally		Low Harm						Informed AAU of the error.				Christie Pathology Partnership

		I17734		10/30/25		08:00		10/31/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
Manufacturer had been carrying out maintenance work on linac. Commenced clinical list at 8am the following morning. Unable to take CBCT image as departmental presets had been removed leaving only the manufacturer presets available for selection. This resulted in 1 hour delay in starting treatment and the cancellation of 1 patient while the issue could be rectified.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting the organisation		No Harm		Radiotherapy incident		TS - Technical services		3J Handover of radiotherapy equipment after planned maintenance (including handover to other department such as diagnostic colleagues)		Stewart,  George		Finally approved		No Harm		No harm		11/3/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
- B7 informed when imaging fault occurred.
- Engineers called. 
- Issue identified and rectified. 
- Machine returned to clinical use.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		Network Services

		I17735		10/31/25		17:00		10/31/25		TSRT9
SGRT software fault after XVI acquired. 
Patient needed to move machine to complete treatment, additional scan required
Total additional imaging dose 1.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers and treatment band 7
Apologised to patient
Arranged for treatment to be carried out elsewhere				Network Services

		I17736		10/31/25		17:05		10/31/25		At the end of flush patient reported swelling and mild pain around cannula site		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		11/3/25		Flow chart D followed as per extravasation policy. Hydrocortisone applied, area marked, note for nurse in chart to follow up, photo taken of area on patients phone as out of hours.
Patient advised to use heatpack or hot water bottle for times a day for 20 minutes until improvement,
Advised to elevate and keep limb moving,
Call hotline with any issues		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		Network Services

		I17737		10/31/25		14:15		10/31/25		Patient appeared red in colour
Reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						Stopped infusion
Called for help
Followed hypersensitivity protocol
Patient felt ok with 10-15 mins
Tolerated well on slow rate				Network Services

		I17738		10/31/25		20:40		10/31/25		Patient was handed over as nil by mouth and for nutritionl support. Patient was brought onto the ward without nursing or care team made aware. When checking patients epma, patient had no IV fluids prescribed as high sodium but no further escalation to medical team noted. Noted that it wasd escalated to NIC but no documentation or communication as to why this wasn't escalated to medical team prior to moving to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Incident being managed locally		No Harm						Contacted AAU but NIC was unaware as to why not on IV fluids. Escalated to oncall dr and prescribed IV potassium for hypokalaemia and hyponatraemia. Dr also noted that patient weas not nil by mouth as seen by dieticians and swallow assessment had been completed with water soluble contrast swallow.				Clinical Support and Specialist Surgery (CSSS)

		I17733		10/31/25		14:00		10/31/25		the theatre man operating list did not concur with the patients consent form. The patient was consented for a scalp procedure and this was not listed on the theatre man operating list. The consent form and medical photography was correct but not the operating list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Smith,  Lydia		Incident being managed locally		No Harm						issue was reported to theatre co ordinator and datix has been completed. entire team was also made aware.				Clinical Support and Specialist Surgery (CSSS)

		I17724		10/31/25		11:55		10/31/25		Patient had finished his CT TAP scan, and was being disconnected from the CT contrast pump and told to get up and return back to the patient waiting area. 
While the patient was getting up, he turned too quickly and turned over the couch landing on the floor with his forearm.
Fortunately, the CT couch had been lowered to the lowest height and the patient did not fall from a large distance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Fall from bed, chair or height		Iddles,  Sarah		Incident being managed locally		No Harm						The patient was immediately assisted up by myself and another colleague to a chair. The patient had no sign of bruising, pain or injury when assessed. When he stood up I noticed he was a little disoriented even though he kept insisting he was fine.
I then escorted him back to the waiting area where he sat down to be observed for any contrast reaction.
After a few mins, the patient was well enough and allowed to go home.				Clinical Support and Specialist Surgery (CSSS)

		I17725		10/31/25		14:00		10/31/25		TSRT9
Patient was for replan as of day 0 MRI. Patient had #2's delivered, a systematic review, #1R delivered then an offline review to confirm imaging pathway. The note said next CBCT #8 which would've been #6R. Missed on #6R and CBCT was then on #7R (#9 overall).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Incident being managed locally		No Harm						Escalated to B7, CBCT'd #7R (1# late)				Network Services

		I17709		10/31/25		09:24		10/31/25		19.6mls of oxaliplatin and folinic going through and pt stated to go red in the face, itchy palms and dizzy.		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Actions and result of actions taken	
Treatment stopped, Obs done and recorded.
10mg of piriton given to good effect.
Explained what was happening to patient who understood. Symptoms resolved quickly after piriton was given.

ACP  came to review who said we cannot re start as already on rechallenge 4 hour.
To keep her here for 1 hour to ensure no further reaction. Then can go home.
Safety net with hotline.
Treatment discarded of as per policy.
PORT needle removed once 1 hour observations is done.

Not for 5FU bag and pump due to having only 19.6mls to keeo SACT in sync defer all of SACT today

Team and chemo apps emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/5/25		Treatment stopped, Obs done and recorded. 
10mg of piriton given to good effect.
Explained what was happing to the pt who understood. Symptoms resolved quickly after piriton was given. 

ACP came to review who said we cannot re start as already on rechallenge 4 hour. 
To keep the pt here for 1 hour to ensure no further reaction. Then can go home. 
Safety net with hotline. 
Treatment discarded of as per policy. 
PORT needle removed once 1 hour observations is done.

Team and chemo apps emailed.		Thank you for reporting this incident - reaction treated as per protocol and patient safety maintained.		Network Services

		I17722		10/31/25		13:25		10/31/25		patient has been left in transport for 2 hours when should have been taken back to the ward.
Patient has been to radiotherapy and was teletracked back to the ward. Porters left her in transport.

ward received a call from transport that patient had been left there and they did not know why and only knew they were there as they asked to go to the toilet				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Worgan,  Howard		Finally approved		No Harm		No harm		11/5/25		HCA went to transport to collect patient. Gave them lunch as they had missed lunch

checked teletracking and radiotherapy had documented for return back to ward.				Capital, Estates and Facilities

		I17727		10/31/25		14:30		10/31/25		I was on Palatine Ward, and as per infection control guidance, I washed my hands before entering the ward. To my surprise, I was stopped abruptly by a staff member, who shouted 'WASH YOUR HANDS!', and before I could respond to say that I had already washed them, she raised her voice even louder and pointed at the hand washing stations outside the ward and said 'NOW!!!'. She did not apologise until I pointed out her disgusting tone. This happened in front of multiple staff.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Adams,  Claire		Incident being managed locally		Moderate Harm						I explained, when I was finally given the opportunity albeit too late, that I had already washed them, and pointed out her rude accusatory tone, to which she condescendingly brushed off the incident.				Network Services

		I17728		10/31/25		10:00		10/31/25		Patient appeared flushed 22mls into paclitaxel infusion.
Patient reported feeling SOB. Denied chest pain.
Infusion stopped.
Obs showed 88% SATS, hypertension, and tachycardia		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	
100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues

Team emailed and made aware of incident so script can be changed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/5/25		100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues		managed well - patient safety maintained		Network Services

		I17729		10/31/25		14:15		10/31/25		Location of incident: Rehab dept, therapy kitchen. Incident: Assisted fall to the ground whilst walking with wheeled zimmer frame. Lost footing whilst turning and knees buckled. Landed on bottom. No head injury or other trauma sustained. No complaints of pain. Remained alert throughout.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Warner,  Danielle		Incident being managed locally		No Harm						Checked for pain and any obvious injury - nil reported or identified. 
Assistance of three staff members to support transfer from floor to chair with verbal instructions re: technique and facilitation provided.  Seated rest and water provided. 
Uneventful step round transfer with wheeled zimmer frame and AO3 from chair to w/chair.
Offer to take back to ward but patient preference to go to Cafe outside dept with family members as planned.
Informed ward manager, ward doctor and duty SN of incident on return to the ward. 
DATIX completed.
Mobility status on patient board updated.				Clinical Support and Specialist Surgery (CSSS)

		I17730		10/31/25		12:05		10/31/25		A friend visiting a patient collapsed off of a chair sideways and fell to the floor hitting her head on the way down. Partially witnessed by myself but also witnessed by another visitor. 
She looked unconscious on the floor initially however by the time I got to her, she appeared more alert and a male visitor was helping her up to a static chair. She said she felt nauseous and a bit dizzy.
When on the chair she started to slouch to the side and became vacant, not responding to voice.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		Harm		Clinical Event		Collapse/faint/fit		Collapse		Johnson,  Rhona		Finally approved		Low Harm		No harm		11/3/25		Called for help from my colleague. Crash call made as she was not responding to voice and looked very unwell. 
She was reviewed by the crash team and by the time they arrived she was more responsive and able to speak. She denied hitting her head however began vomiting. Observations taken and BM. These were given to outreach staff. 
She was moved to a hospital reclining chair and given something to eat. It was strongly advised by myself, outreach, my manager and another colleague multiple times that she should go to A&E to be reviewed as she may have caused internal bleeding as a result impact to her head. 
Her husband came to collect her and it was also explained to him and reiterated the importance of her being reviewed in A&E however she declined all requests. 
Once she had eaten and felt well enough to go she left, as advised by outreach. Observations prior to her leaving were BP 111/68, HR 82, SP02 96, RR 15, temp 36.2. She left the unit in a wheelchair.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		Network Services

		I17731		10/31/25		13:00		10/31/25		Call from service manager, unable to staff all theatre lists on MOnday 3/11/25, brachytherapy prostate list cancelled.  Patients informed and apologised to and will reschedule on Monday when have clinician availability.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting Staff		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Staffing		Jones,  Tracey		Incident being managed locally		No Harm						Patients informed, apologised, aim to reschedule asap.				Network Services

		I17718		10/31/25		12:00		10/31/25		Ward 3 inpatient SACT ward
Patients visitor, was with patient sat on chair. went hot, fainted and ? slipped of chair and hit head. Ward nurse suggests that she did, the visitor thinks she did not. 
Crash team called as vacant episode all crash team in attendance.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		No Harm		Clinical Event		Collapse/faint/fit		Faint		Johnson,  Rhona		Incident being managed locally		No Harm						On arrival patient was in a chair, alert, patient had  vomited into a bowl. 
Obs on arrival - BP 93/61, HR 42, O2 88%, T 36.2, RR14. CBG 5.2
Relative says she went hot and then fainted, reports, no cardiac history, no seizure activity, no medications, passing urine well, no blood new smells. No recent changes in bowel habits. No blood thinners. Inspection of Head, no signs of trauma and Neuro obs fine. PEARL3. Power 5/5 in all limbs. 
Relative states she only had a bit of toast this morning, and that she was not feeling right. Given food and drink, moved to reclining chair no assistance needed. 
OBS - BP 100/70, HR 87, Sats 97%, T 35.7, RR 17. GCS 15/15. 
We have strongly advised that the relative goes to A&E after this episode, if she ?hit her head and vomited. The relative is adamant and that she does not want to go. She will book in to her GP ASAP.				Network Services

		I17719		10/31/25		13:00		10/31/25		TSRT9
B7 bleeped to review CBCT due to X rotation effecting coverage, orange knee step not used but present in site set up. Opted to reset up with knee step in place, additional image approved, reimaged and treatment delivered. Additional concomitant dose to patient 10mGy (Pelvis M20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		11/3/25		Assessed target coverage on CBCT
Approved additional image and reset up with correct immobilisation
Discussion had with treating staff				Network Services

		I17720		10/31/25		13:00		10/31/25		Patient attended for C6 Durvalumab/Cisplatin and Gemcitabine. Blood parameters out of range. Unable to check whether they are in range for treatment on the day as there is no combined treatment protocol for HPB patients on Share point.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wardell,  Stephen		Incident being managed locally		No Harm						Contacted HPB pharmacist and author of Treatment Protocol for Cisplatin and Gemcitabine in Biliary Tract Cancer or Pancreatic Cancer, with suspected platinum sensitivity to ascertain if a combined protocol exists. 
Staff at the time found a Durvalumab protocol on Sharepoint but for the treatment of Lung cancer. 
Blood results checked by the medical team and treatment went ahead after some delay				Network Services

		I17706		10/31/25		09:54		10/31/25		red clean requested for c diff on sr5 aacu.
unable to fog room due to door structure.
Clean completed by deep clean team.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities
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		I17633		10/29/25		11:15		10/29/25		Rand Unit 164 (HIPEC) missing power lead. A 3 lad power plug similar to those often used but is distinguishable by a yellow catch that locks in place with the machine. Unable to locate in theatre department, hence Unit 164 out of action until we can source another one.				The Christie NHS Foundation Trust						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Co-ordinator infod 
Band 7 info 
Looked all around theatres
HIPEC Manager made aware

		I17642		10/29/25		09:15		10/29/25		Staff Blood culture result uploaded to ICNET system.				The Christie NHS Foundation Trust / Corporate / Workforce / Occupational Health						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality				Incident awaiting allocation		No Harm						Contacted occupational health with result.				Corporate

		I17576		10/27/25		13:15		10/27/25		Stung by wasp in office.  We have previously made at least two reports regarding wasps coming into the Trade Union offices.  This was very unexpected given the time of year.  I did open the window in the hope the wasp would leave but instead it got into my top and stung me on the arm.				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues				Incident awaiting allocation		Low Harm						Left window open for wasp to leave.  Applied vinegar to neutralise the sting.				Corporate

		I17382		10/21/25		10:00		10/21/25		Out of date PPE Supply in the out of hours store cupboard by Department 40.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Estates and Facilities Department						Incident affecting the organisation		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Escalated to head of estate department.				Capital, Estates and Facilities

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities
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		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities
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Datix listing report

		Ref		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		Who/What has been affected by the incident?		Result		Type		Incident Category		Incident sub category		Handler		Approval status		Initial severity		Final severity		Closed		Action taken		Lessons learned		Department - Division

		I17649		8/27/24		12:49		10/29/25		DXA scan requested 27/08/2024 with scheduling details:
REQUEST FOR: Next available imaging appointment
SCHEDULE DETAILS: next available please
Found on Cris 'orders' list 29/10/2025.
Referrer was contacted to see if request should have been cancelled, but they advised the scan is still needed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Asked referrer to submit new order as clinical information is now very old.				Clinical Support and Specialist Surgery (CSSS)

		I17568		10/26/24		00:00		10/27/25		Patient treated with Enhertu under NHS care (on CDF) for one year from disease progression with no follow up review appointments or on treatment imaging to assess for progressive disease or toxicity (ILD). Blueteq criteria state treatment is not funded beyond disease progression.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		Low Harm						Patient had scan 4/9/24 with mixed response but clear progression in lungs and pleural disease.  Patient informed at OPA 12/9/24. Follow up put on hold pending patient decision. Next dose scheduled 26/10/24. Patient has continued to receive a further 13 cycles of treatment funded by NHSE via CDF. In the last 12 months this patient has not had any NHS medical review documented on CWP and has not attended any NHS clinic apts. Patient has not had any further scans to assess treatment response or assess for potential ILD (in trials this drug has been associated with fatal pulmonary toxicity). Queried with prescriber 22/10/25. Treatment now cancelled on iQEMO and patient looking at alternative treatment options.				Network Services

		I17019		5/16/25		09:00		10/8/25		A patient with extensive stage small cell lung cancer
The possibility of thoracic radiotherapy +/- PCI was discussed with the patient at their new patient consultation.
This was not picked up until after the patient had already received 6 cycles of treatment
We would usually refer after 4 cycles
The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Pabial,  Suneil		Incident being managed locally		No Harm						The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				Network Services

		I17094		6/20/25		00:00		10/10/25		Patient returned unused medication as was prescribed Omeprazole but dispensed Aciclovir. Omeprazole sticker on box of Aciclovir. Error noticed by patients so did not take the incorrect medication				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Medicine label - wrong/transposed/omitted		Nolan,  Russell		Finally approved		No Harm		No harm		10/14/25		I have taken the medication from the patient and returned it to the pharmacy department				Network Services

		I17302		7/3/25		00:00		10/17/25		Consultant contacted by Radiotherapy about a CT scan that had been cancelled and not rebooked and noted that patient was consulted by phone on 24/07/25, but although clinic letter done, no outcome form on CWP and no fup booked.		feedback given to staff member		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		Consultant sent CWP message to sec to book fup per the clinic letter of 24/07/25 (sec checked Careflow and f2f appt 24/07/25 had been cancelled and rebooked as a telephone consult on the same date).
Fup appt booked for late November and letter sent.		feedback given to staff member		Network Services

		I16841		7/4/25		06:34		10/3/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 16/10/2025: Missed sternal bone mets and overlooked left breast surgery. CT Thorax Abdo pelvis oral and IV Cont. Also same potential
discrepancy for CT scan performed 11/12/24 and reported 13/12/24 same reporter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Potential discrepancy reported after review for MDT.				Clinical Support and Specialist Surgery (CSSS)

		I17279		7/29/25		08:00		10/16/25		INCIDENT REPORTED BY TCPC: Patients bloods taken and sent to the lab pre- treatment.

Results not recorded and still not showing on CWP 2 hours later- therefore staff nurse went down to pathology to locate bloods and ask how long it would be.

Bloods not located- ?lost.		The lab reception team have investigated the issue raised, and are unable to determine where the samples could have gone- as we have no record of these being booked into the Synergy system. The ward should review the transport of these were they lost in transit or mis-placed as subsequent samples have been processed on the day.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		10/22/25		"Bloods re taken and sent as URGENT.
Duty of candour adhered to.
Datix sent to NHS pathology labs for investigation.
"		Unfortunately we are unable to carry out any further root cause analysis as the laboratory has got no record of  additional samples being receipted on 29.07.25 which would be entered into TD Synergy.		Christie Pathology Partnership

		I17681		7/29/25		15:00		10/30/25		Whilst rolling a patient to insert a pat slide i felt  a pulling/tearing sensation in my wrist. I was following the policy and rolled the patient towards me with the help of others. The patient was fairly heavy.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Staff		Harm		Clinical incident		Moving and Handling		Innapropriate patient handling- Other		Thomas,  Preethi		Incident being managed locally		Low Harm						As the injury didn't feel major i continued working for a couple of weeks, and informed my line manager. I also stopped moving and handling patients and lifting heavy items in work.				Clinical Support and Specialist Surgery (CSSS)

		I17442		8/4/25		10:50		10/22/25		TSRT 9 13I LEVEL1, SB 13hh,13i   MD 13cc   CF1a,1b,1C,2C
Patient received daily image verification when not protocol and authorisation for additional concomitant exposures not sought
Total of 22 additional concomitant exposures (220mGy)
Reportable incident				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm				This error was identified during a retrospective review/audit for paediatric patient imaging . Patient was having 5400cGy/30# to left pelvis ewings sarcoma. Under protocol imaging is #1-3 and weekly thereafter however this patient was imaged daily.
No annotations in Mosaiq or CWP that confirm clinician, or person with appropriate scope of entitlement, authorised additional exposures				Network Services

		I17378		8/12/25		13:54		10/21/25		Outcome form completed asking for FU appt withing 6/52 but form not actioned so no appt given and pt has run out of SACT				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Morgan,  Karen		Incident being managed locally		Moderate Harm		Moderate harm				Pt added on to clinic same day as consultant informed of incident				Network Services

		I17025		8/13/25		11:00		10/8/25		TSRT9/level 4/6F/CF/MD6E/CF1d
patient called to ask when radiotherapy treatment would commence she was aware she was on a waitlist.  On review the patient was not on the waitlist spreadsheet.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		On review of clinical notes the patient had a booking form completed and an email was sent to the wrong bookings team, this was then highlighted to the correct booking team but had not been highlighted to the treating team and was therefore not added to the waitlist.  This was rectified by the team and patient was added to the waitlist - this has not impacted on when the patient would receive treatment due to the order of the waitlist				Network Services

		I17027		8/13/25		11:00		10/8/25		TSR9/LEVEL5/sb11n/xr2g/cf1d  note in CWP for another patient was identified in the incorrect patients notes		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		2G Data recording		Hudson,  Scott		Finally approved		No Harm		No harm		10/24/25		reported with IT to remove and Datix completed		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		Network Services

		I17316		8/14/25		09:00		10/17/25		Patient came to clinic and had not been taking lenalidomide, patient never received cycle 28 of lenalidomide. The patient assumed that lenalidomide had stopped as none was delivered.  
Cycle 28 prescribed and pharmacy medicine request form completed on CWP. 

It is noted on delivery/collection details: PLEASE ANNOTATE NO PAF have emailed
put through to post 18/08 SK

Not clear what has happened with medication.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Kelly,  Marie		Finally approved		Moderate Harm		No harm		10/27/25		Consultant aware and further medication prescribed.				Network Services

		I17067		8/14/25		00:00		10/9/25		A referral from Sheffield sent to Christie Referrals and Bookings as received 5.2.25 when date received should have been 21.7.25		- Amended referral date and raised datix as protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Melanoma Consultant queried where the referral had gone to as this couldn't be seen on CWP but was subsequently found but had been entered as received on 5.2.25 whereas date actual date received was 21.7.25.		- To be vigilant in entering data onto Careflow.
- Take a break away from PC screen if needed.		Network Services

		I16775		8/14/25		10:00		10/2/25		Car backed into hidden post. Poor lighting, tinted windows with poor visibility hindered by rear passenger headrests. Sensors didn't pick up post.  Car quite damaged.  Member of staff OK.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Reported internally promptly and raised with car management company.  Car awaiting repair.  Still awaiting repair 10th Oct and a further incident will be raised to deal with the car management company.				Network Services

		I16832		8/15/25		08:00		10/3/25		INCIDENT REPORTED BY NCA: took over care of patient, carried out thorough skin inspection, patient had a stocking on left foot , removed stocking and saw there were pressure lines on left foot from tightness from the stocking, patient husband stated the stocking had been left on since before admission  from christies. left the stocking off for a couple of hours, red pressure lines disappeared however left a small red mark/bruise on left foot		None taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/23/25		updated body map, patient educated on pressure care, escalated to NIC, escalated to ward manager		From speaking to staff who reviewed the patient post discharge from AAU and reviewing the documentation during admission, the patient did not have a compression stocking in situ during admission on AAU nor was there a stocking in situ 2 days after discharge from The Christie. Therefore, unable to attribute pressure damage identified at Fairfield to The Christie. The Lymphoedema specialist reviewed the patient in an outpatient clinic 13 days prior to admission to Fairfield Hospital, they had ordered a garment for her but no compression stocking was put in situ at that time. The patient was reviewed by MDT during admission on AAU, she was deemed to not need support in the community and was able to care for herself with the help of her husband.		Clinical Support and Specialist Surgery (CSSS)

		I17586		8/15/25		13:50		10/27/25		Registrar sent a CWP message to a secretary to ask for patient to be brought back to clinic to be given a positive scan result. Admin team have sent a "good news" letter to patient to say their scan results were negative.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Marley,  Heather		Incident being managed locally		Moderate Harm						Senior surgeon has explained the error to the patient and their family and apologised for the error. He has explained the results and ordered appropriate repeat scans. I have signposted to PALS.				Clinical Support and Specialist Surgery (CSSS)

		I16838		8/18/25		12:00		10/3/25		Patient admitted with bowel obstruction secondary to metastatic pancreatic cancer. 
Underwent attempt at colorectal metal stent fluoro guided 18/8/25. Failed attempt. 
19/8/25: CT TAP extensive free intraperitoneal air in keeping with bowel perforation. Scan reviewed with Consultant radiologist and site is distal transverse likely due to air being inserted at time of attempt at stent.
Patient not appropraite for surgical intervention. For best supportive care. Died 18/9/25 in a hospi				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Interventional Radiology)						Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Whelehan,  Sarah		Learning response required		Moderate Harm		Moderate harm				Supportive measure provided/ discusion with surgical team.				Clinical Support and Specialist Surgery (CSSS)

		I17564		8/18/25		10:58		10/27/25		A clinical trial patient  completed quality of life questionnaires. The nurse who saw the patient in clinic put these in an envelope and put them on the lead clinical trial co-ordinators desk. The clinical trial co-ordinator was unable to find the questionnaires.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building						Incident affecting Patient		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Taylor,  Claire		Incident being managed locally		No Harm						Clinical trial co-ordinator informed the trial nurse that the questionnaires were missing and looked for them in multiple places.				Research and Innovation

		I17110		8/23/25		00:00		10/10/25		Patient enrolled in trial CCS1477-02 (19_DOG06_264). Admitted to Palatine Ward with hyperglycaemia, renal failure, and hypercalcaemia on 22/08/2025. During drug prescribing on ePMA on 23/08/2025, the weekly dose of dexamethasone (due on 27/08/2025) was by system default, scheduled for 23/08/2025. This discrepancy was not identified by the prescribing doctor, and the dose was administered as prescribed.		To be taken to the quality managers to consider how best to bed into clinical sessions.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Mamat,  Mohd		Finally approved		No Harm		Low harm		10/22/25		Dose administered as prescribed by nursing team. As a result of a complain investigation, the incident was identified and reported.				Network Services

		I16756		8/28/25		12:00		10/1/25		TSRT9 4K/ CF 3/ MD 4J/ SB 4J

Pacemaker was selected on the book forms of 2 patients but despite this the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Abutaleb,  Mohamedkhalid		Rejected		No Harm						*Highlighted during consent process
*Cardiac triage team informed
*Triage process started				Network Services

		I16754		8/28/25		12:00		10/1/25		TSRT9  level 5 4H/ cf 1c/ SB 4j/MD 4j

Pacemaker not selected on the booking forms of 2 patients, therefore the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		*Highlighted during consent process 
*Cardiac triage team emailed to alert
*Triage process started				Network Services

		I16985		9/1/25		00:00		10/7/25		Distressed phone call rec'd from patient's relative as he is in significant pain.
Last seen by CO 01/09, anno and letters seen on CWP, and dx from this team.
Per anno it said he was being referred to MO for palliative SACT but no referral seen on system as done or waiting to be done.		Admin Support:
Administrative resources are continuously pooled with the stream to manage the typing backlog efficiently.
Medical Oncology Appointment:
The MO appointment was booked immediately. The patient was scheduled for palliative chemotherapy, and the delay had no impact on available treatment options.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		1. Checked EPRO dictations from 01/09.  At end of anno were letters referring pt to Salford for a stent, also the SACT referral letter to MO.
2. Urgently typed and issued all the missing letters.
3. Submitted SACT referral to referrals portal.  Also emailed MO consultant and CNS team with apology for delay and informing him referral had now be submitted.
4. Emailed stent referral letter to Salford for completion of records as patient was stented on 29/09.		Outlined to the admin team to ask for help when typing backlog startes to become unmanagable.		Network Services

		I16785		9/2/25		20:46		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16790		9/2/25		13:50		10/2/25		Patient received albumin and the second independent check not completed. The first independent check appears to have been completed post transfusion. 

On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16795		9/2/25		18:53		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17087		9/4/25		16:52		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16724		9/5/25		10:00		10/1/25		INCIDENT REPORTED BY STOCKPORT HOSPITAL: PICC line inserted at Christie on 5/9/25. on arrival to laurel suite on 11/9/25 PICC line dressing changed and 2 small areas of skin damage noted under dressing from pressure of the dressing pushing on the clamp on the line and the cap to the end of the line. patient reported the dressing had felt very tight since insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Hill,  Steve		Incident being managed locally		No Harm						dressing removed and replaced under ANTT. no signs of infection noted. photographs of wounds taken with patient consent

I do not have the images at the time of reviewing this incident. The incident and the medical notes say an area of 'skin damage'. As the skin has not been described as broken I'm assuming it has not been, there is no mention of grading of pressure damage, so I again I'm assuming their is some indentation where the PICC hub and clamp had be placed.
The Staff member who undertook the procedure and applied the dressing is currently off so I cannot discuss the case with directly.  
However, we do not apply pressure dressing unless the patient is showing signs of bleeding, there has been an arterial puncture or significant haematoma.  What is offer to patients are elasticated arm tubing if the patient prefers the whole are to be covered.
Dressings are not routinely placed over the CVC sites in a tight manner which can result in pressure damage. However, of the staff member has done this in a tighter manner than normal, together with elasticated dressing this may have lead to the application of too much pressure over the catheter this together with this gentleman being on steroids and perhaps increasing skin/tissue fragility may have lead to too much pressure over the hub and clamp area of the PICC.				Clinical Support and Specialist Surgery (CSSS)

		I16742		9/5/25		08:00		10/1/25		Ordercoms number 9340706 & 9340707 - Biochem and Haem samples sent in virology bag.  (Please note that Biochem/haems samples go in the clear bag and are processed here, Microbiology samples go in the blue bag and are sent to Salford & Virology samples are put in the Red bag and are sent to MRI).  These samples could have been sent to MRI in error due to being in the wrong bag resulting in not test results being available on CWP)		To raise at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and samples processed here with a slight delay due to the samples being in the virology pile as they were in the incorrect bag.		For monitoring purposes		Network Services

		I16822		9/8/25		14:00		10/3/25		In error a follow up echo for a patient on trial was missed.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		10/10/25		Consultant informed, sponsor informed of how to proceed. No harm to patient as patient well and this classed as a deviation and another echo was not needed. Review on process of why this was missed underway. 
Contributing factors – nursing team not being aware that echo assessments were needed at this time point. The echo assessment was quite intensive (2 weekly at this point).  To prevent this happening again the nursing team agreed, that for cell therapy pts,  team will book post treatment echocardiograms for up to 6 weeks post treatment at the time of study enrolment.

The dates of the echo assessments will also be written on teams patient white board in the office to prompt the nurses to check receipt of echo reports and ensure assessments has been completed and reviewed in a timely manner.				Research and Innovation

		I17156		9/9/25		03:00		10/13/25		Patient received 1 x RBC and the pack number was documented incorrectly as G095 625 356 898 U instead of G095 625 356 898 on the prescription by the nurse.
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/13/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16817		9/9/25		14:34		10/3/25		Second independent check not completed/completed by the same nurse.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Research and Innovation

		I16818		9/9/25		14:50		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16819		9/9/25		17:10		10/3/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I16820		9/9/25		07:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16821		9/9/25		17:05		10/3/25		Patient received a unit of platelets and no starting information or end vital signs recorded. 

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the form will not close without this.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16823		9/10/25		20:04		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16825		9/10/25		12:58		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16846		9/10/25		19:10		10/3/25		Patient received 1 x RBC and the end digit of the pack number was documented incorrectly as the letter 'Q' instead of the number '0' on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16884		9/10/25		12:00		10/3/25		tsrt9/ Level 5/ 10j/CF2c/13G/SB13F
20# pelvis patient 
Identified at #6 site setup lost - could have been during prep import or at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Raised to B7 when error identified. 
B7 asked Pre-Treatment to investigate and try to identify information for the site setup using RTP scan. 
Site setup filled in with relevant information from RTP scan. Note in nav asking radiographers  at next # to identify tattoo measurements.
Heel to heel to be written down and confirmed is appropriate utilising patient XVI. 
Feedback given to Pre-treatment Radiographers regarding filling in and approving site setup - they stated that they now approve site setup earlier (before RTP) to avoid this stap being forgotten therefore they were thinking this incident related more to prep room processes rather than RTP 
Radiographers at Prep reminded to be checking Site Setup before and after import and to be using the WI provided to avoid site set ups being lost. 
Radiographers on liancs reminded to inform B7s as soon as possible if information regarding patient setup is missing.				Network Services

		I17088		9/10/25		17:32		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16849		9/11/25		19:09		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16851		9/11/25		17:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16854		9/11/25		17:44		10/3/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17199		9/12/25		15:00		10/14/25		C4D1 treatment on 12 Sept - Noted patient has implanted port which was not used for IV access for the last two treatments.  A peripheral cannula was inserted instead. No documented reason for not using the port. Patient did not mention to nursing staff he has a port and thought the treatment needs to be given via cannula.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/27/25		Checked CWP for last use of port - 1 Aug,  within 3 months, accessed using ANTT, 5ml bloods can be withdrawn and discarded, flushed and patent. CAT score 0.
Explained to patient the use of port over cannulas.  Verbal Consent gained and safety netted and he is happy to have treatment via port. 
NIC informed.				Network Services

		I16857		9/12/25		20:59		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17089		9/12/25		13:57		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17090		9/12/25		19:08		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17085		9/12/25		15:28		10/10/25		Suspected transfusion reaction.
Increase in temperature to 38.3 and BP 160/79 following the completion of RBC's		Ward manager contacted regarding the documentation, reporting, and samples required for a transfusion reaction		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/21/25		Medical review sought.				Network Services

		I16861		9/14/25		07:55		10/3/25		Patient received a unit of RBC's and neither the first nor the second independent check were completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Start information estimated as the form would not close without this completed.
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16967		9/14/25		18:11		10/7/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for the 15 minute vital signs.
NEWS completed at 21:16 for the post vital signs		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17261		9/15/25		00:00		10/16/25		Duplication of forms uploaded to CWP. Haematology external results 15-Sep-2025 @00:00. 1 copy to be removed				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Turner,  James		Finally approved		No Harm		No harm		10/16/25		N/A				Research and Innovation

		I16971		9/15/25		15:00		10/7/25		Patient attended for planned CD34 for apheresis. bloods checked and Hb noted at 70. Discussed with Dr Kulkarni and to deviate from policy and proceed with apheresis and complete a blood transfusion post apheresis procedure. Procedure completed with caution in regard to low HB. 2 units of blood requested via day unit doctor for post procedure to be completed on HTDU/Ambulatory care. 
blood prescribed incorrectly- not irradiated requested when irradiated needed.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Diggory,  LornaJeanette		Learning response required		No Harm						As the apheresis team this is not our job to recheck the prescription. we were re-reviewing the patients noted and noticed it was prescribed in error. hence late reporting. apheresis team contacted the labs to ensure irradiated was issued, to which it was. 
datix submitted to highlight the incorrect request issued which could of caused further harm if not flagged.				Network Services

		I16777		9/15/25		12:00		10/2/25		Ordercoms number 9350752 - Serum brown top received totally unlabelled in an biochem bag with ordercoms card attached,.		To discuss better at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged booked in using the barcode on the card and a comment put in synergy explaining why sample was rejected.		For monitoring purposes		Network Services

		I16778		9/15/25		08:00		10/2/25		Ordercoms number (509)9350563  Microbiology sample received in biochemistry bag. (Please note that microbiology sample go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sent to Salford with a delay

		I16779		9/16/25		08:00		10/2/25		Ordercoms number 9351664.  Microbiology sample in virology bag. (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the virology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile				Clinical Support and Specialist Surgery (CSSS)

		I16780		9/16/25		08:00		10/2/25		Ordercoms number 9352347 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the biochemistry pile

		I16782		9/16/25		08:00		10/2/25		Ordercoms number 9352345 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile

		I16969		9/16/25		15:40		10/7/25		Patient received a unit of RBC’s and the first independent check was not completed prior to commencing the transfusion.

No starting information or outcome documented.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Start time estimated as the prescription will not close without this information.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I17046		9/16/25		16:26		10/9/25		Patient received 1 x platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit documented as the number '1' instead of the number '2'				External Other Trust

		I17047		9/16/25		15:28		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17044		9/16/25		17:38		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17426		9/17/25		13:00		10/22/25		TSRT9  level 5 4H; CF 1C/2C; MD 12a; SB 4j
Patient with ICD did not have pacemaker selected on the booking form therefore it did not trigger the cardiac triage process.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		11/5/25		*Picked up by medical team during telephone consent
*Medical team informed the cardiac triage team				Network Services

		I17048		9/17/25		10:49		10/9/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit of the pack number was documented incorrectly as the letter 'B' instead of the letter 'N' on the prescription.				Clinical Support and Specialist Surgery (CSSS)

		I17049		9/17/25		17:45		10/9/25		Patient received a unit of RBC’s and the second independent check not completed prior to commencing the transfusion.		Nurse involved informed for reflection and learning		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		Blood products require second check, nurse involved informed for learning and reflection		Clinical Support and Specialist Surgery (CSSS)

		I17086		9/17/25		00:00		10/10/25		Outcome form from patient review 17.9.25 requested f/up 1.10.25. App not made.		I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/24/25		none

RP - Sent over to individual who marked EOF as actioned for review 13/10
I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		Network Services

		I16786		9/17/25		08:00		10/2/25		Ordercomms numbers 9352923 &9352922 - FBC label on Serum sample and Biochem label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why samples were rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16787		9/17/25		08:00		10/2/25		Ordercoms number - 935153, 935154, 935155 - FBC label on serum sample, Glucose label on EDTA sample Biochem label on Glucose sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		10/3/25		Glucose and FBC samples rejected as incorrect labels on samples, however, there was a correcly labelled spare sample so that was processed for Christie profile.				Clinical Support and Specialist Surgery (CSSS)

		I16788		9/17/25		08:00		10/2/25		Ordercoms number 9353267 & 9353266 - FBC label on biochem sample and visa versa.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy explaining why samples were rejected				Clinical Support and Specialist Surgery (CSSS)

		I16789		9/17/25		12:00		10/2/25		Ordercoms number 9353293 - Christie profile label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16802		9/17/25		15:15		10/2/25		Patient on a clinical trial MK3475-C93 ( 22_DOG01_201)
CTC was entering information on the trial database and noticed there was no administration details on Iqemo for this cycle 13.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Meek,  Crawford		Finally approved		No Harm		No harm		10/8/25		Attempted to contact the treating nurse but on annual leave until 9th October. Escalted to line manager and advised a datix				Network Services

		I16791		9/18/25		08:00		10/2/25		Ordercoms numbers  - Patient 1 : 9354185 & 9354186  Virology samples in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the microbiology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to MRI with a delay due to being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I16792		9/18/25		12:00		10/2/25		Ordercoms number 9354752 Virology sample received in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I17050		9/18/25		16:34		10/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17051		9/18/25		19:34		10/9/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.				Clinical Support and Specialist Surgery (CSSS)

		I16793		9/19/25		08:00		10/2/25		Ordercoms number 9355654 -  Virology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.)		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.		For monitoring purposes		Network Services

		I16776		9/19/25		08:00		10/2/25		Ordercoms number (509)9355365 - Sample for Christie profile, magnesium and crp rejected as incomplete patient demographics on the sample and also on the white ordercoms card - Printer looks like it is not aligned correctly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Booked in using barcode and a comment put into synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I17229		9/20/25		17:32		10/15/25		Unit of RBC;s collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.				Capital, Estates and Facilities

		I16796		9/20/25		08:00		10/2/25		Ordercoms number - 9332003 & 9354243 - labels re-used from the 28.08.25 and from 18.09.25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/10/25		Error logged, contacted the ward.  Nurse unsure who bled the patient but  they will repeat with new labels.  Informed the nurse that the sample is at reception and they will come and investigate.  Labels now fixed but missed the transport so 1 day delay is samples being sent to correct hospital				Clinical Support and Specialist Surgery (CSSS)

		I16798		9/20/25		08:00		10/2/25		Ordercoms numbers 9356882 & 9356881 - Duplicate labels used for yesterdays blood.  Already resulted.		Training to be delivered next week to as many staff as possible. 
Information posters are in place at each printer. 
Discussed in huddle twice a day.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Phoned ward.  Nurse cannot say with confidence who has bled the patient and they will re-bleed				Clinical Support and Specialist Surgery (CSSS)

		I16805		9/20/25		00:00		10/2/25		Admitted March 25 for allograft, long complex admission with neurological toxicity from treatment. Started on steroids to treat symptoms May 25, neurology plan to very slowly wean by 2.5 mg every two weeks. 
Weaning course was prescribed on Palatine. Pt admitted to CCU Aug (sepsis) and all meds on ePMA placed on hold. When stepped back down these have not been taken off hold and steroids dropped off the chart. No doses given since 7.5mg 20/09. Risk of steroid withdrawal.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Discussed at MDT, monitor for steroid withdrawal and consider cortisol monitoring no apparent effect from unintentionally stopping 1.5 weeks ago. Submit incident form.				Network Services

		I16829		9/20/25		11:30		10/3/25		Patient receiving SACT on clinical trial 4/9/25
. Patient contacted the hotline unwell on the 20/9/25. 2 calls on the day, discussed with the SpR on call. Decision made for patient to stay at home. 
On the 21/9/25 patient admitted to Salford Royal in severe DKA. Sadly developed multiorgan failure and died.
For reflection on hotline call to see if any lessons can be learnt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical incident		Admission		Delay/ failure		Roberts,  Rebecca		Incident being managed locally		Death		No harm		10/17/25		NA				Clinical Support and Specialist Surgery (CSSS)

		I17091		9/20/25		17:01		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16799		9/21/25		08:00		10/2/25		Ordercoms number 9357350 & 9357351 - Duplicate labels used.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Contacted ward and they will re-bleed patient.

		I16803		9/21/25		12:00		10/2/25		Ordercoms number 9357518 - Virology sample in biochemistry bag and biochemistry sample in virology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  These samples could have ended up in the wrong hospital due to being in the wrong bag. - which could have the consequence of no results available on CWP. )				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, de-bagged, biochem one processed here and the virology sent to MRI.				Clinical Support and Specialist Surgery (CSSS)

		I16801		9/21/25		08:00		10/2/25		Ordercoms number 9357457 - Virology sample in with biochemistry samples.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  This sample was delayed getting to MRI as it was in the wrong bag with other samples. )		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI wilth a delay due to being in with biochem samples.		for monitoring purposes		Network Services

		I16830		9/22/25		10:00		10/3/25		TSRT9/level5/10J/ 10l/CF1c/CF2c/SB 10/ MD12F

No treatment entered at rtp appointment - no rad rx
No site set up  created - no site set up information entered
Ct scanner treatment day not prepped the night before, therefore prepping and scanning at the same time.
Treatment preparation data entry picked up and called band 7.		information added		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Noted at treatment data entry. band 7 called.
Images reviewed on scanner. Position entered with immobilisation devices. Noted added to look for rotations on image review to ensure knee/pelvis position correct.

Staff reminder to where possible prepare the scanner list the day before or try and staff a bust scanner list adequately.
Staff to take due care and attention when completing rtp checks.		ensure all aspects are completed		Network Services

		I16833		9/22/25		12:00		10/3/25		Ordercoms number 9348599 - Virology sample received with duplicate barcode from 12/09/25 and results had been submitted to CWP.		To be discussed at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and sample sent to MRI on the chance that they would process the sample with their own lab number.		For monitoring purposes		Network Services

		I16852		9/22/25		12:00		10/3/25		Ordercoms number 9356191 - Virology sample in microbiology bag was returned from Salford.   (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could  ended up at Salford due to it being in the wrong bag )				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged and sample sent on next available van round to MRI.

		I16850		9/22/25		12:00		10/3/25		Ordercoms number 9358129 - Haematology request (coag) received on Sputum sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment stating why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16836		9/22/25		12:00		10/3/25		Ordercoms number 9357731 - Microbiology sample received in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)		Added to Safety huddle and discussed in daily  Nursing  safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lynch,  Gaynor		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the wrong bag.		Added to Safety huddle and discussed in daily  Nursing  safety huddle		Clinical Support and Specialist Surgery (CSSS)

		I16719		9/22/25		10:00		10/1/25		INCIDENT REPORTED BY WIGAN NHS FOUNDATION TRUST: On checking PACS for patients PET scan could see that this was not performed. Rang PET and informed there was issues with
the scanner - this has not been redacted and has delayed patients pathway.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback. 16/10/2025: The scan has been performed and reported. (Changes are noted although the report specifies that the growth is “slow” and so it would appear that the delay in the imaging did not impact the management of the patient.)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		10/16/25		Asked for them to rebook PET and incident reported.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback.		Network Services

		I17053		9/22/25		17:00		10/9/25		Patient received a unit of platelets and the second independent check was not completed.

Start time and outcome also not completed.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17054		9/23/25		14:16		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved reminded to input end of transfusion observations		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff nurse involved reminded to input end of transfusion observations		Clinical Support and Specialist Surgery (CSSS)

		I17038		9/23/25		11:30		10/8/25		Staff member using pool car for business travel took evasive action to avoid collision leading to car ending up off the road into a roadside hedge.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting Staff		Near Miss		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Local police were informed, who recovered vehicle to nearby recovery station. Staff member was dropped off at local train station and made way to local hospital to meet colleague, who was able to return them safely to The Christie later that day				Network Services

		I16835		9/23/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25:  "MRSA swab sent on 23/9/2025 for patient, 
Result not on CWP, 
Path lab advised they did not receive swab		Mentioned to staff members on Daily huddle to use of ERM and patient hospital number to find appropriate samples from date. Staff to not assume that samples not received if code not recognised.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		10/8/25		"Rang Microbiology, they have been sent swab from path-lab
Asked for rush on result."		Test does not appear as MRSA on TD Synergy but comes up as B6CN so staff should be going into individual records for exact test name		Christie Pathology Partnership

		I16840		9/23/25		16:15		10/3/25		INCIDENT REPORTED BY NCA: attended for wound care as referral received from hospital. On reviewing the buttocks, grade 2 present to both left and right buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/7/25		Carried out wound care, photograph taken, scheduled set, equipment in place, datix completed, discussed at safety huddle, discussed pressure relief.
TVN review update-TVN review indicated clearly that this was a moisture-associated skin damage. Please refer to the documentation of the TVN.		Ensure medical illustrations are taken on day of discharge
Patient admitted 14th September late, TVN, Datix and medical illustrations obtained the following morning.		Clinical Support and Specialist Surgery (CSSS)

		I16853		9/23/25		08:00		10/3/25		Ordercoms number 9359093 - Microbiology samples in virology bag.   (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to Salford				Clinical Support and Specialist Surgery (CSSS)

		I16859		9/23/25		12:00		10/3/25		Ordercoms number 9359061 - Microbiology sample in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the virology pile				Clinical Support and Specialist Surgery (CSSS)

		I16863		9/23/25		12:00		10/3/25		Ordercoms numbers 93559183 & 9359846 - two labels on one sample.  This is not possible as the analyser cannot read two barcodes at once.  So either submit a second sample with the second barcode, or add the test on via CWP - reflex add-ons.		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, extra test added on to lab number 9359183		For monitoring purposes		Network Services

		I17281		9/24/25		10:00		10/16/25		INCIDENT REPORTED BY DKMS: Donor donated by PBSC at TCH on 23/09/25 and 24/09/25. At her follow-up session with DKMS after the donation, she mentioned that on day 1 of the donation, there were 5 attempts to cannulate the donor and the nurse said the partial difficulty was due to blunt needles, and that they had another blunt batch a few weeks ago. This was followed up with TCH by the DKMS follow up coordinator (see email chain attached) - this was discussed with the apheresis team,				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Myers,  Nicola		Incident being managed locally		No Harm						and there were no concerns with blunt needles or faulty batches, and it may be have been a communication misinterpretation. However, we have been contacted by the donor today, who informed us that she has an infection on the needle site. She went back to her GP this morning as she had been experiencing discomfort in her right arm (where the cannula was inserted on day 1) and it has been getting progressively worse (unable to straighten her arm, vein felt very hard under the skin, skin was becoming discoloured). The GP has said she has thrombophlebitis and has prescribed flucloxacillin (to be taken 4 times a day for 7 days).

Please could you investigate this incident and let me know the outcome (root cause and any associated preventative actions if appropriate). 
27/10/25 NM- ongoing investigation				Network Services

		I16862		9/24/25		11:30		10/3/25		On arrival to CRF for treatment the patient presented at the nursing desk, to inform the staff they had arrived. Patient reports she was asked by senior staff in red & purple "what disease group are you?" not " good morning, what is your name so i can find where you will be today?". 
The patient was upset as it was senior staff who spoke to her. They also witnessed this reference towards other patients. They were upset as they left after treatment without anyone asking anything about them.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Donovan,  Helen		Finally approved		No Harm		No harm		10/31/25		I apologised to the patient and explained that this is not in line with the Trust values. 
I asked if they would be happy for me to report this incident. They agreed but wanted to be kept anonymous. I explained that this would not in anyway reflect how they are treated and reassured the patient their name would be anonymised. 
I explained this was a learning opportunity for all staff members, to help us constantly improve and grow as a trust, with our patients being at the centre of our decision making. I expressed that I am certain it was not the intention of the staff to upset her in anyway as they are very experienced, however I would highlight to help improve patient care. I reassured her I would escalate this to my line manager.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		Research and Innovation

		I16804		9/24/25		15:00		10/2/25		Ordercoms number 9361309 & 9361310 - Blood samples sent for Faecal calprotectin and Faecal elastase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy as to why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16720		9/24/25		21:00		10/1/25		Referred to Christie urology team on 24/7/25 for MDT review of suspected malignancy. Appears to have gone through multiple MDTs and clinic reviews before CT-guided biopsy on 20/8. Pathology reported on 27/8 and seen by urology team on 1/9, including surgeon on 3/9. Not referred to lymphoma team. Discussed in sarcoma MDT on 10/9 but biopsy findings not acted upon until clinic review on 24/9- patient admitted from clinic acutely unwell, in AKI with creatinine 550.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Disneygoodwin,  Danial		Learning response required		Moderate Harm		Low harm				I was notified by the Med Onc SpR on call that urology had requested admission under myself (Med Onc Lymphoma), without any direct discussion or referral. I reviewed the patient results and called the night SpR to alert them to the creatinine level. He received fluids and was catheterised by urology. I reviewed the patient and initiated urgent diagnostic work up, despite not having any referral. I had to chase 2 consultant urologists on consecutive days before I received the referral 2 days later. 

01/10 - CSS Governance:  Med-Onc Lymph Pt now but not referred by Urology team resulting in significant delay & moderate harm including being admitted with AKI				Clinical Support and Specialist Surgery (CSSS)

		I16747		9/24/25		12:00		10/1/25		Multiple patients given an inaccurate time for treatment on their blue card. On iqemo patient times are different to careflow, resulting in patients attending and no chair is available, causing a delay in treatment time		Small cards have now been printed and are stapled to the blue cards advising patients that their appt may be subject to change due to capacity
Apologies passed to the patients who the team were aware this impacted 
Staff members advised that when contacting patients re changes to their appt schedule that they clearly stipulate we need to to change your appointment for capacity/clinical availability purposes, instead of using terminology is it ok if we change your appt as this in effect is offering the patient a choice when due to capacity we are not able to provide a choice		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/10/25		Escalated to team leader and schedulers		The error was made by a member of the scheduling team who had omitted to cross reference care flow		Network Services

		I16773		9/24/25		06:00		10/2/25		When checking the patient CSA level pre Stem cell infusion it was noticed that there was no CSA level taken that day or the previous day.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Drs contacted and made aware. Labs contacted and requested for that days' FBC bottle to be used to check the level for that day.				Network Services

		I16769		9/25/25		00:00		10/2/25		Phone call rec'd this morning from patient.  He was expecting a Nurse Led telephone consultation last Thursday 25/09 but nobody rang and he wonders if he'd been forgotten.  

*Awaiting email response 07/10*		- Patient booked into correct clinic and highlight to clinical team.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Appointment error		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/7/25		Checked Careflow and appt was made on the wrong clinic, wrong disease group.
He had been booked on CO Lung Nurse Tel Clinic Thur AM
He should have booked on CO UGI Tel Mon AM
I apologised profusely on the part of the Christie for this error, and booked him onto the next available slot in the correct clinic which unfortunately is not until 17/11/25.  
Emailed Upper GI nurses to inform them what has happened to see if they could possibly ring him sooner than that as he will be expecting investigation results.		- If ever uncertain on which clinic to book into, query with supervisor/team to confirm.		Network Services

		I16767		9/25/25		15:00		10/2/25		11 min breach in antibiotics for patient who triggered the sepsis pathway

Documented delay due to long consultation				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Johnson,  Aishling		Finally approved		Low Harm		Low harm		10/2/25		antibiotics administered once prescribed				Network Services

		I16744		9/25/25		12:33		10/1/25		Issues with pack allocation of IMP in clinical trials pharmacy meant Clinical Research Associate (working outside of our organisation) for the trial needed to be contacted. Previous email forwarded to show which kits were affected but unfortunately did not see that research nurse had added patients full name in previous email within thread		To highlight the risk of the accidental disclosure of patient identifiable data at the next departmental meeting		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Osadcow,  Anna		Finally approved		No Harm		No harm		10/21/25		Was unaware of the incident until raised by the CRA and the CTC for the trial who removed the affected email from future discussions.		It is important to highlight the risk of the accidental disclosure of patient identifiable data to the whole clinical trials pharmacy team, as emails are frequently forwarded to external contacts.		Network Services

		I16866		9/25/25		08:00		10/3/25		Ordercoms number 9362570 - Virology sample received in biochem bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to being in biochem bag.				Clinical Support and Specialist Surgery (CSSS)

		I16867		9/26/25		08:00		10/3/25		Ordercoms number - 9363178 - Microbiology AND virology samples received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in, separated samples and sent them to the relevant hospital.				Clinical Support and Specialist Surgery (CSSS)

		I16868		9/26/25		08:00		10/3/25		Ordercoms number 9363517  Biochem sample received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at Salford due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged,, booked in and sample processed here with a delay as it was in the microbiology pile				Clinical Support and Specialist Surgery (CSSS)

		I16869		9/26/25		12:00		10/3/25		Ordercoms number 9360209 - Virology sample sent in microbiology bag with microbiology form.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy stating why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16870		9/26/25		15:00		10/3/25		Ordercoms number 9362975 & 9362974 FBC and biochem duplicate labels.  Not sure.  Found at reception on Saturday AM with note saying "to be relabelled" but its been 24hrs since then.  New bloods have been received since.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Put samples in spares rack and wrote reject on them				Clinical Support and Specialist Surgery (CSSS)

		I16876		9/26/25		08:00		10/3/25		Ordercoms numbers 9362907, 9362906, 9362905 - A specimen bag was received with order coms labels inside but no samples.  Tried to ring the ward but not answer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Booked in with a comment in synergy stating no samples received.				Clinical Support and Specialist Surgery (CSSS)

		I17082		9/26/25		17:44		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To be discussed at the weekly incident meeting and captured in the transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff to record vital signs and NEWS score prior to transfusion		Network Services

		I17570		9/26/25		00:00		10/27/25		Patient receiving goserelin with chemo for fertility preservation. Chemo deferred from 19/9/25 to 26/9/25 because patient DNA. Chemo deferred on iQEMO but goserelin Rx not deferred on iQEMO. Not picked up by treating nurses when patient attended 26/9/25, or  Dose omitted (cycle 2).				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Incident being managed locally		No Harm						Reported when identified error. patient subsequently treated with 3rd dose of goserelin with 4th cycle of chemo				Network Services

		I17520		9/27/25		16:24		10/24/25		1. Unit of RBC's collected from the blood issue room, upon receipt the nurse noted that it was not irradiated. The patient requires irradiated blood components due to receiving a matched unrelated donor transplant in 2008.
2. Noted by transfusion practitioner that the patient had received 2 x units of RBC's on 27/09/2025 and upon checking with the transfusion laboratory found that these units were not irradiated.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Transfusion incident		Incompatable ABO		Incorrect special requirements transfused		Protano-Byrne,  Jordan		Learning response required		Moderate Harm						1. RBC's returned to the transfusion laboratory and irradiated RBC's requested.
2. Discussed incident with blood bank manager. 
    Blood bank system updated to reflect that the patient requires irradiated components. 
    Blood Product Special Requirement form completed on CWP.
    Discussed with the patient's consultant.
    Initial duty of candour completed with the patient and his relative.				Network Services

		I16877		9/27/25		12:00		10/3/25		Ordercoms number 9364423 - CPE request but virology media received.  (Incorrect media for test requested)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Sent to Salford .				Clinical Support and Specialist Surgery (CSSS)

		I16901		9/27/25		08:00		10/4/25		27/9/25 - patient complained hand swollen - fracture ?cause - patient and staff deny any trauma		Spoke to patient in regards to the fracture to see how the injury is 
Patient states injury is hurting still, and is taking regular analgesia 
Patient is waiting for a hand orthopaedic appointment for a follow up for the facture 
Patient supported whilst an in patient
Patient still unaware of how injury occurred 
Correct escalation policies followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Storr-Barber,  Jessica		Finally approved		Low Harm		No harm		10/10/25		Escalated to medics to review at handover Sat morning 
Xray and doppler booked 28/9 am
Xray showed minimally displaced fracture through the articular surface of the head of the 2nd/index finger metacarpal - medics referred to ortho hand clinic, splint for now. 
US doppler NAD
Nurse in charge discussed with patient at the time swelling identified at handover and again 4/10/25 with family present, patient unsure when or how this happened, does not remember any trauma, no falls. 
Staff on shift the night before reported no trauma, they had assisted patient to mobilise to commode and back to bed several times and not noticed/reported any incident. 
Patient has had recent surgical/brachytherapy procedure, patient suggested she would not remember anything during that time but did not notice swelling immediately after procedures.
Note medical admission 17/09/2025 states recent falls				Clinical Support and Specialist Surgery (CSSS)

		I16927		9/27/25		12:00		10/6/25		Ordercoms number 9364429 Virology sample in microbiology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up in Salford as it was in the wrong bag with the consequence  of no results being available on cwp).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the wrong bag.		For monitoring purposes		Network Services

		I16928		9/27/25		12:00		10/6/25		Ordercoms number 9364452, 9364449, 9364451 & 9364450 - Virology sample were in biochem/haem bags and Biochem/haem samples were in virology bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  Biochem/haem samples could have ended up in MRI as they were in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, swapped samples and put into correct bags.  Processed haem & biochem here and sent the virology samples to MRI with a delay as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16874		9/27/25		08:00		10/3/25		Ordercoms number 9364160  Incorrect label received on sample for biochemistry testing.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with comment in synergy explaining why sample rejected

		I16875		9/27/25		08:00		10/3/25		Ordercoms number 9364162 .  Incorrect label on FBC sample				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with a comment in synergy stating why sample was rejected.

		I16839		9/27/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25: "I received a call as duty manager on Saturday morning from the OCCU and theatres
There was an NHS theatre list taking place in TCPC theatres. The NHS patients were due to be discharged back to NHS wards post theatre. It became apparent that there were not enough available beds to transfer the post op patients back to the NHS wards therefore we were asked to accommodate 3 post op patients at short notice"				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Bed management		Escalation		Jones,  Tracey		Finally approved		No Harm		No harm		10/18/25		Escalated the situation to Exec on call for awareness who agreed we could take the patients post theatre if safe. Discussed the patient acuity and bed capacity on TCPC inpatients with the NIC. Agreed to take the patients but this did put pressure on the ward staffing. There were some patients who had already been anaesthetized at the point of escalation to me therefore it was difficult to refuse the proposal				Clinical Support and Specialist Surgery (CSSS)

		I16929		9/28/25		12:00		10/6/25		Ordercoms number 9364721 -  Urine culture in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here  This sample was delayed getting to Salford as it was in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logge, booked in and sample sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I17083		9/28/25		19:45		10/10/25		Patient received a unit of RBC’s and the second independent check was not completed.

Starting information not completed therefore estimated as the prescription will not close without this documented.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17084		9/29/25		21:37		10/10/25		Patient received a x bottle of Albumin and the batch number was documented incorrectly as 08435308305922 11/27 on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/10/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number: G04J176961				External Other Trust

		I17092		9/29/25		19:30		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17096		9/29/25		08:00		10/10/25		TSRT9
Incorrect AlignRT surface used for setup (used previous reference capture rather than CT SIM surface).
Re-setup required.
Additional dose to patient = 6.2mGy.
1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/20/25		Escalated to B7 during online image review as large displacements noted/target coverage compromised.
B7 detected use of incorrect surface.
Re-setup using correct data and reimaged. Pt treated correctly.
13 G 3, sb13hh, md13aa,cf1a,1b,1c				Network Services

		I16930		9/29/25		08:00		10/6/25		Ordercoms number 9363979 & 9363978  2 X blood cultures received today with barcode on that had already been used on 26.09.25.  Please note that we are unable to book samples in with barcodes that have already been used.  Therefore there will not be an audit trail of whether we have received the samples or not.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and samples sent to Salford hoping that they would book in the samples with one of their numbers		For monitoring purposes		Network Services

		I16931		9/29/25		08:00		10/6/25		Ordercoms number 9365326 Sample received with incomplete patient demographics on it.  No surname and half of the hospital number.  Printing was very faded.  3 other samples were accepted but demographics very faded.  Printer needs new carbon and needs to be realigned.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		As this sample (FBC)  did not comply with the laboratory acceptance policy it was rejected with a comment in synergy stating why.		For monitoring purposes		Network Services

		I16911		9/29/25		12:30		10/5/25		Patient was reviewed as part of a routine review - noted during review that patient had not been supplied with oral SACT at the start of radiotherapy treatment. Patient is on ChemoRT for rectal cancer. There appears to have been a miscommunication as to whether patient was to be seen in clinic or by review team on day 1 due to a clinical need to re check renal function before supplying oral SACT.		Process clarified and discussed with staff so all aware of correct process		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Welby,  Sarah		Finally approved		No Harm		No harm		10/18/25		Consultant informed and incident discussed with patient. Patient has realised last week that they had not been given any oral SACT but did not highlight to anyone when attending for radiotherapy.		Need for clear documentation of any deviation for normal review plan
Review SOP with all stakeholders, reception staff, clinic staff, radiographers, review team to make clear the correct review process		Network Services

		I16920		9/29/25		14:30		10/6/25		Incorrect date taken on sample. Sample does not meet transfusion labelling requirements.

Member of staff spoken to and reminded that all cross match samples must be double checked by another member of staff.  The member of staff was also reminded that care should be given when hand writting blood bottles to ensure the correct patient details are transcribed correctly to avoid the patient from having to attend again for another blood test.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Sample rejected and discarded. New sample requested via phone.				Network Services

		I16933		9/29/25		12:00		10/6/25		Ordercoms number 9365908 - Virology samples received in biochem/haem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to MRI with a delay due to it being in the biochem/haem pile as it was in the wrong bag).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to MRI with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16934		9/29/25		12:00		10/6/25		Ordercoms sample 7229436 - microbiology sample was sent to MRI in error due to it being in the wrong bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up At MRI as it was in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Sample was returned from MRI days later unprocessed and was now too old to be processed by Salford.  Sample rejected in synergy with a comment stating why

		I16944		9/29/25		13:37		10/6/25		patient has someone else letter scanned into his notes.
Please can it be removed.
Thank you				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Other		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		datix filled in and will report to be removed 
datix number needed				Network Services

		I16960		9/29/25		00:00		10/6/25		Patient attended for C1 D1 chemo on 29/9 (weekly Carbo/Taxol). Was prescribed standard Ondansetron 8mg BD 2/7 TTO (prepack), then PRN Metoclopramide was reduced to 5mg PRN TDS due to poor renal Fx. This was prescribed as liquid and set to Main Pharmacy from the start - the liquid was dispensed by TCP and sent up to ORTC as planned. However, it was identified on 6/10 (C1 D8) that the bottle of Metoclopramide was still on Satellite pharmacy, even though it had been signed as "Supplied" on iQemo.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Liaised with nurse planned to treat patient on 6/10 (C1 D8) as I suspected pt may have been given a standard prepack (10mg tabs) the week before. We spoke to patient on the unit and she confirmed she was given tabs - she actually had the box in her bag with her. She thankfully had not used it at all as the nausea was adequately controlled with Ondansetron. I removed the box from the patient and in the process also noted that her name and supply date had not been written on the label as required per policy (prepack label was blank for these fields). So patient was both given a prepack in error and also the prepack was given without following the relevant SOP correctly.
Patient ended up getting admitted on 6/10 as unwell so C1 D8 chemo was not given. Metoclopramide liquid kept on Satellite for patient's next attendance on 13/10.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		Network Services

		I16751		9/29/25		00:00		10/1/25		Hospital onset healthcare associated e coli blood stream infection. Attributed to ward 2. Patient was admitted on 27/9/25, +ve specimen on 29/9/25.		Discussed with ICT - no learning identified, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/3/25		72 hr review to take place.		None		Clinical Support and Specialist Surgery (CSSS)

		I16716		9/29/25		12:02		10/1/25		tsrt9
Confidence tone was heard but no image was acquired on 2d kV, "acquisition was interrupted" message popped up				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		Called MCR and B7, tried 3 times and only confidence tone heard, still no image acquired before they reset the system. 

Review of logs confirmed additional dose delivered: 1 x 2D KV pair & 2 lateral 'head' doses. This equates to 0.376 accumulated air kerma. Activity Capture and Questionnaires updated to reflect this in ARIA.				Network Services

		I16717		9/29/25		17:00		10/1/25		TSRT9 / Level 4 / 11J SB11t MD12 CF1c 
*Noted during set up that no origin to iso moves printed on front sheet of plan*
Where would normally see iso moves plan stated "no localisation point defined"
Also no moves in CMA				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/16/25		Band 7 informed whilst pt on bed
band 7 assessed plan happy set up to tattoos which around pubis that end point of plan would still be the same just use image guided to get to iso
-When imaged image very displaced and so informed physics for an extra check everything ok, in mean time due to time pt on bed got pt off therefore additional image was required once verified with physics plan ok and identified iso moves on page 12 of plan, appears a scripting error where iso moves not selected and so plan not printed and therefore iso moves not generated to export to site set up
*Additional image of 25mgy this is the 1st occurrence of additional imaging through error*

Origin POI not set to Localisation within the TPS, therefore no moves recorded (and Exported).  Localisation information derived from Origin coordinate system and patient treated as intended.				Network Services

		I16764		9/29/25		00:00		10/2/25		TSRT 9/ Level 5/ 13FF/ SB 13HH/ MoD 13FF/ CF1c 
New Start Treatment encounter not used for #1.
Not picked up at Post-Treatment Check.
Accidentally found post-#3 at Systematic Review.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13FF Recording of delivered treatment data		Redfern,  Matthew		Finally approved		No Harm		No harm		10/3/25		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		Network Services

		I16765		9/30/25		06:39		10/2/25		6 minute delay in antibiotic administration for patient who triggered on the sepsis pathway.

Documented delay- due to delay in senior review to prescribe antibiotics		Staff reminded to ensure IVABX given within 1 hour of suspected sepsis. Complex medical patient, reviewed by doctor on the ward at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Antibiotics administered once prescribed		1 hour window for IVABX administration breached by 6 minutes		Clinical Support and Specialist Surgery (CSSS)

		I16774		9/30/25		19:00		10/2/25		patient transferred from CCU - patient is 24, therefore under TYA team. Had been assured that would where possible we would provide a side room. We had not been made aware of this request from CCU/Pre Op/CNS				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Apologised to parents
Escalated to matron and patient flow team
explained that could not provde side room overnight but would resolve that following day		Breakdown in communication
Sister in charge unaware of rule regarding 25year old and below for siderooms where possible.		Clinical Support and Specialist Surgery (CSSS)

		I16757		9/30/25		13:00		10/1/25		TSRT9/Level 3/13Z/ CF 2C CF4a/  SB 13AA/MD 13AA

Large left/right displacement evident on XVI.  Patient set up and XVI repeated. Additional dose to the patient 5.3mGy.		patient repositioned and further scan taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 called due to magnitude of L/R displacement on XVI
*Set up checked in the room
*Ant position of laser on patient offset consistent with XVI suggesting pt had moved
*Unable to verify movement based on absence of lateral isocentre marks on the patient
*Radiographers instructed to repeat set up and XVI 
*Radiographers reminded to follow protocol which states marking on the isocentre		follow protocol		Network Services

		I16714		9/30/25		09:00		10/1/25		Height entered on CWP and i Qemo is incorrect for this patient. Listed on our system as 141.6cms. Is 162cms on the GP record. Contacted the patient who has confirmed he has a height of 5ft 4. The incorrect height on iQemo has an impact on the dosing for this patient chemotherapy. The height of 141.2cms was recorded back in September 2024 and has been used to prescribe all 3 lines of chemo so far.		Learning from incident shared with the Outpatient nursing teams.		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		10/22/25		Documented in the notes, consultant informed, DATIX completed, Height corrected on iqemo however have also asked if this can be rechecked when he next attends, Patient informed that there is a height discrepancy however I have not discussed the implications of this with him over the phone today.		To ensure that the height is checked and recorded correctly in the OP clinic onto CWP.		Network Services

		I16715		9/30/25		14:00		10/1/25		Patient came for a scan of the Abdomen and pelvis. The protocol requires a dual scan of the abdomen and a single scan of the pelvis. However, during the arterial scan of the abdomen the pelvis was scanned in error leading to a dual scan of the pelvis instead of a single scan in the porta venous phase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		A note was made at the back of the scan form and Dose radiation incident form filled.				Clinical Support and Specialist Surgery (CSSS)

		I16721		9/30/25		00:00		10/1/25		Community onset healthcare associated c diff infection. Attributed to AAU as patient had an inpatient stay there from 5-7/9 (within 28days of +ve specimen). 
Sample date 30/9/25 on readmission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Pigott,  Ella		Finally approved		Low Harm		Low harm		10/7/25		72 hr review to take place				Clinical Support and Specialist Surgery (CSSS)

		I16722		9/30/25		15:48		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 14/10/2025: Patient seen in post MDT outpatients at TGH for MDT results. Referral made to Clinical Oncology for XRT to hip (metastatic site) for pain/control. Referral confirmed to be on CWP by the Clinical Oncologist herself from 12/9.
CaRP sent on 16/9 with all final reports by MDT Coordinator to Christie. Chaser emails sent by MDTC and CNS Nurses in which we were advised we would need to wait for booking to process referral		•	Checked and referral and appointments made are on the system for assurance this is now actioned.
•	Share this case as a learning example in the next team meeting to raise awareness around the importance of ensuring tasks are completed in full.
•	Reinforce expectations regarding timely response to referrals and follow-up communication.
•	Log this incident in the patient’s individual file with a note of the delay and actions taken, to support continuity of care and track if this issue recurs.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Learning response required		Moderate Harm		No harm				Lung clinical lead consultant Dr Metcalfe emailed directly to Dr Maggie Harris, Clinical Oncologist following seeing patient in clinic and noting the MDTC emails to chase a clinic date for patients treatment.
RP - Will ask tech bar who uploaded referral to CWP for 12/09. No email found in new referral inbox for this patient until flagged on 30/09. Reassigning to ML for review of why tracking did not address with referrals sooner. Tickets #SR-115012
SK - Patient has sustained a #NOF  treatment has been deferred for 2 weeks whilst recovering. harm level discussed with Dr Harris - No Harm

RP 14/10- Tech bar confirmed it was a member of new referrals team who uploaded this on 23/09 then again when raised on the 30/9 - spoken with individual and acknowledged error of not adding to CareFlow but CWP only and apologised for the mistake made and noted she didn’t check her work before moving onto a new task. Noted to be more vigilant when working and double check work before moving on. When this was flagged, it was added to CareFlow.		On assessment it was found to be a human error which has caused the delay between the referral submission and the referral being triaged and scheduling of treatment, despite follow-ups of the email. This delay could potentially impact timely patient care.		Network Services

		I16723		9/30/25		14:30		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 30.09.2025: patient had a txt message to his phone regarding an ambulance being booked for an appointment today at Oldham diagnostic Centre for pet scan patient attended this appointment only to find out his appointment was at wigan not Oldham patient is an inpatient on the ward and the appointment should of come through to the ward so that the exact appointment and place of treatment was done properly not given by txt to the patient		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / PET CT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Harris,  Andrew		Finally approved		No Harm		No harm		10/21/25		patient and family very upset about this reassurance given and told that this will be sorted out		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.21/10/25: Text message on the 25th Sept with the appointment information but this included the incorrect location i.e. Oldham instead of Wigan. The patient used the (incorrect) information in the text message to plan their appointment. Due to the current short waiting times for PET scans, most patients are contacted by phone for their appointments. Details may be sent by text if they patient does not answer a call, or may have the information sent in a text message in addition to the phone call if there is any concern about them having all of the information available. The text messages are sent from a Trust mobile phone, on which text message templates are saved as notes, and which are then edited on a patient-by-patient basis. In the absence of a robust system for text messages linked to PET scan appointments, this manual task is identified as being prone to error and appears to have been the cause of this incident. Details of the incident have been shared with the booking team to remind staff of the importance of the accuracy of this information.		Network Services

		I16731		9/30/25		12:30		10/1/25		right hearing aid lost. patient thinks it has been lost with the bed sheets as he could not find it after sheets were changed.		Spoke to ward staff, Ward clerk, checked the lost property section on the ward. Asked staff in huddle if they had seen any hearing aids on the ward.
Ward staff know to report anything to NIC and leave any items found safely in the office if item shows up		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property lost		Brett,  Georgina		Finally approved		No Harm		No harm		10/9/25		spoke with patient. duty of candour completed.				Clinical Support and Specialist Surgery (CSSS)

		I16732		9/30/25		12:30		10/1/25		Whilst attempting to draw pembrolizumab, using the closed system equipment, the lid of the drug became lose and the drug began leaking out of the vial.  

Vial details - lot.  Z007071.
sn. 1325342927.
exp. 10-26.		No harm to staff or patient. Reported via yellow card.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		There was a practise educator present during in the clinical area who was present so i alerted her.  She then informed another practise educator who examine the vial and took pictures.  Then drug was safely disposed of in a sharps bin and the area was safely cleaned.		No harm to staff or patient. Reported via yellow card.		Network Services

		I16743		9/30/25		17:00		10/1/25		Handed over that pump had been taken off-hold. 
I looked at bloods before pt arrived. Bloods in range, at this point I did not realise that the CPK had not been analysed. Bloods also acknowledged. 
pre-meds administered and toxicities discussed. 
I felt as if I needed to re-check bloods when I realised that CPK had not been added onto bloods. 
Trabectedin had already been taken off hold/was at Baxters ready to  be administered.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Avoidable waste of medication		Omahony,  Mary		Finally approved		No Harm		No harm		10/3/25		I spoke to the SPR on call-as well as the SPR for Sarcoma from that day. 
She contacted consultant who all agreed that it was safest to add-on CPK result and wait for result before going ahead with treatment. 
I contacted Labs who said that the CPK result would not come back until the morning. 
As the treatment has very short expiry date we were not able to use the treatment released yesterday therefore we had to discard of the trabectedin. 
Re-ordered today as CPK result back and treatment administered today.				Network Services

		I16729		9/30/25		16:45		10/1/25		TSRT 9/ Level5/ 11j/ 11a/ 12c/ 14c/ CF4c
Noted during #2 treatment delivery that no post image of beams eye view had been placed into the plan, so post beam MLC position could not be checked from plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/13/25		Escalated to treatment superintendent
Checked MLC arrangement from post DRR in patient chart
Proceeded to treat, radiographer asked to pull post DRR into plan for future #s.				Network Services

		I16725		9/30/25		21:30		10/1/25		On call from 18:00hrs. Got a call from switchboard at 20:35 asking to be in the department for 21:15. Called in to recover an elective patient who was ready for CCU however CCU could not give a definitive time to collect patient. Theatre day staff shift finished at 21:30.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Bed management		Escalation		Madden,  Sarah		Finally approved		No Harm		No harm		10/2/25		Late team leader went to speak to CCU around 20:00/20:30hrs to try and get a timeframe of when CCU would be able to take the elective theatre patient. CCU explained they had a discharge to do and could not give a time. Team leader explained she would have to call in the theatre on call team and speak to duty manager.
She did speak to duty manager who gave the go ahead to call the on call team in. I arrived on the department at 21:15 to start taking handover in recovery. at 21:45 CCU came to take handover and transfer the patient to the unit. Again on call staff called in for non emergency reasons, to cover ward delays rather than emergency surgery. Staff feel the new escalation/ out of hours policy is not being followed by the wards.				Clinical Support and Specialist Surgery (CSSS)

		I16837		9/30/25		08:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.2025: NHS carried out annual mattress audit, unaware to the TCPC team and condemned 2 mattresses, Leaving 3 beds with no mattress and no mattress available in the trust.		infection control team and tissue viability team to train staff		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		No Harm		Non-clinical incident		Estates		General estates issues		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/17/25		"porters made aware and mattress tele tracked to the ward but due to lack of available mattress in the trust beds left with no mattress. 

Due to ward capacity, urgent mattress request sent to porters and 3 delivered to the ward. "		training and recording of training		Capital, Estates and Facilities

		I16992		9/30/25		11:00		10/7/25		Referral was for both Medical and Clinical Onology but I just added for Medical. My manager found it out later.		- Asked to process asap and submit Datix due to delay.
- Referral added as urgent for consultant triage.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added for Clinical Oncology one week after the referral came in.		- If unsure if patient requires both referrals to each speciality please seek guidance.		Network Services

		I16935		9/30/25		08:00		10/6/25		Ordercoms number 9367383 - Microbiology sample sent in biochemistry bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was processed with a delay due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16936		9/30/25		12:00		10/6/25		Ordercoms number 9367381 - Microbiology sample received in biochem bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to Salford with a delay due to being in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Millington,  Kerry		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16937		9/30/25		12:00		10/6/25		Ordercoms number 9367382 - Microbiology sample sent in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to Salford due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a dealy				Clinical Support and Specialist Surgery (CSSS)

		I16938		9/30/25		12:00		10/6/25		Ordercoms number 9363523.  Faecal sample sent with a microbiology label attached to sample, but the label on the bag was for virology.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Error logged and sample rejected due to incorrect labels on sample and card				Clinical Support and Specialist Surgery (CSSS)

		I16939		9/30/25		12:00		10/6/25		Ordercoms number 9367780  Virology sample received in the same bag with haem/biochem samples.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to as it was in the wrong bag and was in the biochem pile).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, split samples and sent virology sample to MRI with a delay.		For monitoring purposes		Network Services

		I16940		9/30/25		12:00		10/6/25		Ordercoms number 9367201 Faecal CPE swab was received open in the bag and fluid leaking out.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in ward contacted and they will be sending a replacement sample		For monitoring purposes		Network Services

		I16941		9/30/25		12:00		10/6/25		Ordercoms number 9366735 Virology sample received in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.				Clinical Support and Specialist Surgery (CSSS)

		I16942		9/30/25		12:00		10/6/25		Ordercoms number 9367845 -  Microbiology sample sent in biochem bag.  (Please note that microbiology samples go in blue bags and are sent to Salford.  Virology samples go in red bags and are sent to MRI.  Biochem/haem samples go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag				Clinical Support and Specialist Surgery (CSSS)

		I17045		9/30/25		10:00		10/9/25		Elective admission to W2 for chemotherapy 29/9/25 - 4/10/25. Symptoms of likely viral URTI commented upon several times - resp swabs taken but not COVID. Unclear whether any respiratory isolation measures taken. On subsequent scheduled OP attendance to haem OP on 8/10, reported ongoing URTI infections - COVID swab +. Concern of contact exposure to vulnerable patient population + staff on W2 and haem day unit.		IMP (5.11.2025) - incident discussed with abroad multidisciplinary team. Creation of poster and posted at the HTDU reception asking patient if the have cold symptoms and/ or diarrhoea/vomiting to inform the schedulers at the reception. Schedulers informed if patients mention any of these symptoms to inform the coordinator on HTDU to review if patient need to be isolated in SR 6/ 7. Band 6 informed about the patients isolation. IPC to send a weekly document with information about patients who require isolation when attend to HTDU.

OE - Transplant team to complete covid-19 assessment form on CWP. To raise with Matron for Cellular Therapy for more education to the transplant team on process of handling covid positive patients.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Infection screening / Sampling				Roberts,  Caroline		Incident being managed locally		Moderate Harm		No harm				Established patient well at home, no acute medical intervention indicated at present. Discussed with hame team (Dr Cavet) who will submit separate DATIX re: attendance to haem day unit		Why is COVID a separate test from respiratory screen that looks at  9 other types of flu and respiratory viruses?

OE - There was a missed opportunity for the transplant team to complete the covid-19 assessment form on CWP for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17303		10/1/25		00:00		10/17/25		Printer randomly wakes up and starts printing what looks like clinic lists from private secretaries in surgical department		Push printing removed.  To audit 5 other devices to se if this is a one off		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Williams,  Joanne		Finally approved		No Harm		No harm		10/20/25		Emailed person who it looked like printed the documents, no answer		Printing permissions not updated when moved to Ricoh printing for HCA staff member		Clinical Support and Specialist Surgery (CSSS)

		I17385		10/1/25		09:00		10/21/25		Postal Return of High cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires redispensing of this medicine.  Or if any harm came from not receiving their medicine. 

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix submitted
Pharmacy Homecare Team have checked CWP for any relevant information.  Patient has already had 3 more cycles dispensed since and a does increase.		Meds still being posted, and tracked via Royal Mail		Network Services

		I17168		10/1/25		07:00		10/13/25		Reviewed MBL incident I16843 and identified that a concessionary release form should have been completed for the incident as the patient had previously known antibodies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Stansfield,  Emma		Incident being managed locally		No Harm						Waited for staff member to come back to work post night and rest shifts. Discussed incident with member of staff. They stated that they discussed the concessionary release on the phone with the requesting clinician but did not get any names. More important to get the units of blood out to the ward for clinical urgency.				Christie Pathology Partnership

		I17061		10/1/25		00:00		10/9/25		Multiple incidences of staff recording redirects, eg, 'See clinical trials anno' in 'Past medical and surgical history' field on CWP forms.  In some cases these appear to have overwritten prepopulated (aka persisted) records of multiple records.  In some instances, these redirects have been corrected on subsequent forms, but not always.  This has resulted in unavailability of PMSH on forms and outputs, for example discharge summaries being sent out with the redirect text instead of the PMSH				The Christie NHS Foundation Trust / Digital Services / Internal Digital Environment		The Christie NHS Foundation Trust / Research and Innovation				Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/14/25		Flagged to Digital governance who requested this be raised as an incident.  This is not a CWP/form issue rather a training issue that needs to be raised with clinical staff.  Data Insights could produce a list of incidences with names to identify if it is a specific department, eg, Clinical trials or staff group.				Digital Services

		I16921		10/1/25		11:52		10/6/25		Sample not signed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Thorne,  Hazel		Finally approved		No Harm		No harm		10/26/25		New sample requested.		- Encourage second checker of sample labelling for blue bottles ( DR/ Nurse) to check during time where increase re-occurrence of sampling errors		Clinical Support and Specialist Surgery (CSSS)

		I16922		10/1/25		13:49		10/6/25		2nd group and screen taken at the same time as first sample		Email sent to reporter Arezoo to ask for clarification on who obtained the sample ? if paper trace still available with signature. 
Sent 14:44 23/10/2025		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Incident being managed locally		No Harm						New sample requested				Research and Innovation

		I16923		10/1/25		13:34		10/6/25		Sample tube expired		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		New sample requested		For monitoring purposes		Network Services

		I16924		10/1/25		16:00		10/6/25		Referral was received in the inbox on 1st October, letter dated June 2025.

** Please can this be raised with Leeds Teaching Hospitals NHS Trust - We have queried the delay and have not received any acknowledgment or information**		- Referring Trust questioned on delay.
- Submitted Datix per protocol.		The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm		No harm				i added the referral on urgently and then asked referrer why the referral was sent so late and received the following response " I think it was posted in July but you obviously haven’t received it so the CNS Team asked me to email it over
Sorry hope that helps
Maureen"		- Inform all external trusts that referral should only be sent via email not post.		External Other Trust

		I16873		10/1/25		18:00		10/3/25		Six patients were admitted from clinic in opd 22, resulting in long delays for beds and multiple staff staying past their finishing time, from 1 to 3 hours late. Bed managers and duty manager were made aware.
The patient who waited the longest had a bed request at 12.34pm and not admitted to the ward until 19.10pm (estimate)				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						All patients were made as comfortable as possible, sandwiches and drinks provided. opd 22 only has two stretchers. The four patients without a stretcher were kept in the clinic rooms, that they were reviewed in.				Network Services

		I16907		10/1/25		14:00		10/5/25		TSRT9/level 5/ 13BB/ SB13HH/ MoD13FF/CF1C
Additional imaging task not added after additional 2D kv images taken. incidental finding				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/7/25		Datix submitted, additional imaging task completed. Staff reminded to be vigilant at Tx Delivery meeting				Network Services

		I16962		10/1/25		09:54		10/6/25		TSRT9
Acquisition tone heard- no image appeared- accompanied by a generator timeout error message. Additional dose administered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR called- Logs requested- delay in receiving logs: Logs show additional dose delivered:
Expected Dose: 0.271265718
Delivered Dose: 0.316476669997759
Additional Dose=  0.045210951997759 x1 extremity Normal

2025-10-01  09:36:41    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:56    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.135632858570468
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  09:56:10    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  10:04:14    TR1-PTC-PROD      PTX\PTClinical|4912|WPF Queue WCFAppService.CWCFAppService  [ThreadId=85] #Entering -->RecordPatientCompleted				Network Services

		I16973		10/1/25		01:00		10/7/25		Platelet ordered and not used before expiry date.		To ensure better communication with ordering of platelets		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Platelet removed at midnight and wasted on TDBB and recorded on wastage charts.		To ensure better communication with ordering of platelets		Network Services

		I16988		10/1/25		00:00		10/7/25		1x Unit of Platelets ordered and not used		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		1 x Unit of Platelets wasted on the system and disposed of.		To ensure proper communication with the lab transfusion team		Network Services

		I17004		10/1/25		12:00		10/8/25		Ordercoms number 9368634.  Microbiology sample received in biochemistry bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to Salford as it was found in the biochem pile due to being in the wrong bag.		Likely to be human error - all staff are aware of correct labelling and packaging for samples for all samples. However it the incident has been shared and discussed - and all staff reminded of correct processes and signposted to relevant pages on HIVE if any uncertainty about labelling and packaging.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shaw,  Andrea		Finally approved		No Harm		No harm		10/9/25		Error logged.  Booked in and sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16843		10/1/25		07:00		10/3/25		Massive blood loss pathway activated. Patient on PTW transferred to CCU.		27/10 - to reallocate to SJ to decide if incident is to go to MBL meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Jackson,  Sharon		Learning response required		No Harm						MBL pack 1 prepared and issued.				Network Services

		I16864		10/1/25		03:30		10/3/25		Nursing staff entered the pathology laboratory to address an issue that they were having with a platelet transfusion OOH. The correct advice was given to the member of staff but they would not listen to the laboratory staff and insisted they were correct. 
A senior member of the transfusion team was phoned at home (OOH) to try and help calm the situation as the nurse had become confrontational and told both members of staff that they did not know how to do their jobs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Staff		No Harm		Security incident		Abuse to staff from staff		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		The senior transfusion team member phoned the Duty manager and asked for a different member of staff to transfuse the patient. 
This member of staff has been advised to not transfuse any further patients until after a period of re-training from the Transfusion Practitioners.				Clinical Support and Specialist Surgery (CSSS)

		I16860		10/1/25		16:35		10/3/25		Patient received a unit of Platelets. First Check recorded as Second Check in platelet prescription (two second checks).
No start time time recorded in prescription.
No end vital signs recorded in prescription. NEWS not completed within the timeframe for transfusion vital signs.
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16772		10/1/25		05:00		10/2/25		Patient on Palatine Ward on corridor bleeding from nose/ears/face and confused. Led back to bedroom where blood found +++ in room, on the floor and walls etc. 
Patient confused but able to talk. Went on to have a seizure. 
Fast bleeped outreach and for medic support. 
2222 Call put out. 
Patient transferred to CCU		Clinical event, rapid review done and attached to documents.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		Patient care escalated to outreach and oncall SHO
Heam Reg contacted
2222 Crash Call put out				Network Services

		I16797		10/1/25		14:00		10/2/25		Patient had been for an out-patient clinic appointment and had left the building. Was attempting to get into his son's car and fell. (Currently awaiting bi-lateral knee replacement-according to the patient.)
2222 called and crash team attended the scene.
For transfer to AACU, however no beds so transferred to AAU in a chair.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Gill,  Rosie		Finally approved		Moderate Harm		Moderate harm		10/6/25		Admitted to AAU as no beds in AACU and not a suitable place post-fall.
Taken for an x-ray and fractured NOF reported.
Immediate review by AAU Consultant Dr Igor.
Supportive Care Co-ordinator attended the unit and the pain team.
PCA commenced and s/c oxynorm given as breakthrough.
Salford Royal contacted as patient from Eccles, advised to 999 to their A+E.
999 call completed and ambulance arrived within the hour. PCA removed and breakthrough analgesia given prior to transfer. 
Son present throughout and fully aware of the situation.

Discussion with Car Park Attendant who was witness to this incident:-
Patient was waiting for son at Oak Road Drop Off Area. There was no room to park so son pulled up next to another car and patient rushed out. He leant forward to grab the passenger door as car window open  but missed and fell back onto the floor hitting his head on the wheel of another car. He was visibly stunned and in pain so car park attendant radioed for Crash Team. There were no obstacles for the patient to fall over.				Capital, Estates and Facilities

		I16812		10/1/25		02:00		10/2/25		I was asked to help sign off platelet transfusion on ward 4. On this night staffing ward 4 only one regular staff. Two nurses transferred  from ward 12 to help and  one agency nurse
The agency nurse was looking after the lady needing the platelets. I was asked to help put up the 4th bag of platelet, I was told 20mins left of on the 3rd bag. There was multiple prescriptions on CWP for platelets with different prescription dates. There was a clear communication between myself and the labs.		Emma Stansfield (Blood Bank Manager) - No further action needed from the laboratory. No errors made. Process clearly explained to nursing team.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Stansfield,  Emma		Finally approved		No Harm		No harm		10/17/25		It was extremely difficult explaining to labs to update the correct prescription on CWP so that the canular care plan could be updated. 
There was also a misunderstanding on my side with the issue date, prescription date and expiry date.
which labs seemed to struggle to give me any direct information 
I had to go to the labs with the platelets to get clarification. 
This could of been clarified hours early. This caused a long unnecessary delay.		Emma Stansfield (Blood Bank Manager) - The correct action was taken by phoning the Duty Manager for additional support to avoid further delays to this patient.		Clinical Support and Specialist Surgery (CSSS)

		I16831		10/1/25		17:00		10/3/25		TSRT9:

Patient scan limits for post contrast scan not set to match the pre-contrast scan.
Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10E Production of images using appropriate field sizes (including production of reference images)		Parry,  Catherine		Finally approved		No Harm		No harm		10/22/25		Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				Network Services

		I16826		10/1/25		10:34		10/3/25		CDI PCR positive, toxin positive 1/10/25. Recent discharge from Ward 2 15/9/25, within 28 day window.		Discussion with ward staff about the importance to start a stool chart and CWP care plan - also added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		Reported to HCAI DCS, 72 hour review requested. Medical team aware.		Ensure Follow SIGHT		Clinical Support and Specialist Surgery (CSSS)

		I16810		10/1/25		11:00		10/2/25		TSRT9 13CC SB3i 13CC CF3a
XVI image fault (generator fault not ready). Scan faulted at 182/650 frames, first instance for this patient. Additional dose to patient 2.8mGy.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Additional image authorised and annotated in Mosaiq.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I16726		10/1/25		10:45		10/1/25		21mls into Paclitaxel infusion, patient complained of feeling sick, like she can't breathe and went red in the face. Infusion stopped. 100mg hydrocortisone given. Obs taken - Bp 218/132, O2-96%, Hr-76, temp-35.8, RR-20. Iv metoclopramide given for sickness . Obs rechecked - Bp-132/85, O2-97, RR-17, Temp-36, Hr-90. Symptoms settled.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		Low Harm		Low harm		10/2/25		Infusion stopped. 100mg hydrocortisone given. 10mg metoclopramide given. Observations taken and recorded as above. Reviewed by Dr who states once settled, can restart at slower rate.				Network Services

		I16727		10/1/25		11:00		10/1/25		Patient attended for new patient appointment at Tameside Macmillan Unit under Christie haematology. Patient checked in at the desk and when attempting  to sit in the waiting area had an unwitnessed collapse. Haematology staff not informed of collapse and reception team called 2222. Patient seen and stabilised by resus team and transferred to TGH A&E.		Liaised with outpatient manager and Christie HCA to have ECG and Glucometer training		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Kelly,  Marie		Finally approved		Low Harm		No harm		10/13/25		Action by resus team		Christie staff to be trained on Tameside equipment , Glucometer and ECG		Network Services

		I16728		10/1/25		12:00		10/1/25		TSRT9 13CC SB3i 13CC CF3a
XVI terminated at 21frames (1.4mGy extra dose delivered) during patient scan.		Patient off bed - 2x test scans in CC and CW - Passed - Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Engineers called and test scan run before patient re-treated.		Pelvis M20 CC - Logs stated gantry stop after 28 frames, gantry didn't move.		Network Services

		I16730		10/1/25		12:05		10/1/25		Patient started on Cycle 1 Day 1 rituxamab. 
Pre meds given but not including hydrocortisone. 
At 12:05 patient complained of lower back pain radiating into thighs. Rigors, feeling cold.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				The Christie NHS Foundation Trust / Clinical Oncology / Lymphoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Transfusion incident		Reaction		Preventable Transfusion reaction (pre-medication not administered as prescribed)		Aremia,  Laura		Finally approved		No Harm		Low harm		10/3/25		Infusion stopped at 3rd incremeent of rate 114. 
Non rebreather mask applied, titrated down to 60% then 2 Litres, then room oxygen. 
Observations completed including Blood glucose. 
IV hydrocortison x 2 given 
IVF started. 
ACP's called to review. 
Oramorph 2.5mg given for pain as had paracetamol pre-meds.				Network Services

		I16752		10/1/25		14:25		10/1/25		Receipt of multiple serious micro out of spec results, Gram Negative, for Gene Therapy Isolator				The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit						Incident affecting the organisation		No Harm		Infection control		Outbreak- Other		Outbreak - other		McCaughey,  Joanne		Learning response required		No Harm		Moderate harm				Close of unit and halt in preparation while investigation and deep cleans proceed. Lock down of area to reduce external access and reduce footfall and thoroughfare to area				Network Services

		I16753		10/1/25		18:25		10/1/25		red clean requested for sr6 aacu for c diff and vre.
can't fog due to structure of doors. 
deep clean requested at 18:24				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		10/2/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I16745		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16746		10/1/25		13:00		10/1/25		tsrt9/level5/cf1d/xr6/sb1c                                              
Patient scan brought forward to 25.9.25, but unfortunately the patient received the  original scan appointment 1.10.25 in the post . Attended today with transport thinking he needed a scan.		External circumstances. Discuss with bookings team.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		19 Research, audit and document management		Hudson,  Scott		Finally approved		No Harm		No harm		10/10/25		Apologised to patient about the mis-communication.
Patient stated that his current pain relief was not under control, therefore registrar contacted and patient seen to discuss medication.		External circumstances. Discuss with bookings team.		Network Services

		I16748		10/1/25		14:55		10/1/25		Patient finished treatment, on the way down the stairs after leaving the unit began to have a laryngospasm. Was brought back to unit, given heat pack and hot drink. Observations recorded and monitored until symptom settled. Advised to stay the night with relative and call hotline if any further issues				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		heat pack and hot drink				Network Services

		I16749		10/1/25		15:00		10/1/25		came back up to ORTC after treatment reported 'not feeling well'. Reported tingling lips/ numbness and pain in arms. Had Laryngospasm. Baseline observations checked, started vomiting during assessment. S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given. Hot drink and heat pack given. Rv'd by ACP on ORTC.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given.				Network Services

		I16750		10/1/25		15:30		10/1/25		Pt had a grade 2 reaction to C1 docetaxel after having 25ml of treatment.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped.
Obs checked.
IV chlorphenamine administered.
IV hydrocortisone 100mg administered.
Obs rechecked.
Treatment re-started at a reduced rate.
Team informed via email.				Network Services

		I16733		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery (1/10/25) due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16734		10/1/25		13:00		10/1/25		CRF Lab received samples for Patient ID 101-12, for C3D1 on the LION trial (21_PAN_012) 
Lab received 4x 10mL EDTA bottles (totalling 40mL), and 5 x 6mL + 1 x 10mL NaHep bottles (totalling a further 40mL), however this volume of blood was not required for this visit.
As per V4.0 of the Lab Manual, Table 1, this patient should have only required 3 x 10mL EDTA bottles, and no NaHep bottles at all. Patient was over-bled by approx 50mL.		everyone needs to be retrained in protocol schedule.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research Phlebotomy Space		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Conroy,  Vicki		Finally approved		No Harm		No harm		10/20/25		Lead Research Nurse has been informed. Correct samples were processed as per the lab manual, remaining samples that were not required were not processed - awaiting RN signature for sample disposal. 

17/10/2025 - Clinical Matron for the PAN tumour team has sent an email to senior Research Nurse of Renal to look into what led to the extra samples been collected.		The importance of reading both lab manual and protocol when preparing trial samples and also everyone needs to be retrained in protocol schedule.		Research and Innovation

		I16735		10/1/25		13:30		10/1/25		Patient contacted regarding appointment. Patient deferred on Wednesday 24/9/25.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		10/14/25		Contacted patient regarding no bloods and treatment appointment. 
Patient did not know about new appointment for today. 
Apologised on behalf of service. 
New treatment appointment given and patient acknowledged the need to book BCTH				Network Services

		I16736		10/1/25		08:45		10/1/25		Patient emergency admission from palatine to CCU, major blood loss+++
Patient bleeding ++++ from all sites
Urgent blood products transfused via stat
1x Platlets
4x FFB
2X RBC
All received and checked : 0845 and checked with two nurses. 
Each given stat pre and ends obs recorded for each on CWP		CWP major blood loss form filled out=transfusion team aware		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		CWP major blood loss form filled out=transfusion team aware				Clinical Support and Specialist Surgery (CSSS)

		I16737		10/1/25		12:30		10/1/25		Called to waiting room someone had fallen. 

Have realocated to Tameside as unable to find patient ID not a christie patient was Tameside patient		To monitor falls in Haematology temaeside. Patient was a Tameside patient.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Members of the public/visitors		No Harm		Clinical incident		Falls including slips and trips (Non- patient)		Unwitnessed Fall		Kelly,  Marie		Finally approved		No Harm		No harm		10/6/25		A - E assessment 
Observations taken 
Patient unresponsive to verbal speech, would no open eyes 
Patient responsive to pain 
Pain indicated in neck, hip 
Critical care outreach contacted 
Iv Inserted, bloods taken 
Handed over to critical care outreach - stopped patient being moved due to pain in neck and hip - advised patient will need head block for transport. 
Returned to treatment area		All correct procedures were followed and correct escalation was done for this patient		Network Services

		I16738		10/1/25		09:00		10/1/25		Patient A booked for CT abdominal biopsy. Patient A had not arrived. Called patient Husband as unable to get through to her mobile. Patient unaware of appointment. Tried to sort to see if we could facilitate later but unfortunately no space on list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/14/25		Apologises given and to sort for new appointment as soon as possible.				Clinical Support and Specialist Surgery (CSSS)

		I16739		10/1/25		09:30		10/1/25		TSRT9
#18/25 identified by superintendent during image review that nodal boost volume not selected on image prep.

IRMER states "CTV_N1" whereas plan structure is named as "CTV boost". Nomenclature between IRMER & structures are normally the same. "CTV_Boost" was not noticed by the radiographer who prepped the image and therefore coverage of the boosted node was not assessed #1-17.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		Network Services

		I16740		10/1/25		10:30		10/1/25		TSRT 9
set up to the wrong align RT  ROI and scanned iso position was incorrect, 
large shift magnitude noted B7 called.
Pt repositioned with correct ROI and scan repeated				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		b7 present, pt re-positioned, re-scanned and treated correctly				Network Services

		I16741		10/1/25		12:00		10/1/25		TSRT9 level 5 5i cf1c md 10n sb5i
Pacemaker selected "No" on booking form when patient has a pacemaker. Appropriate team not informed due to this. Entirety of pacemaker covered in RTP due to scan limits.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		Superintendent informed and information passed to relevant team.				Network Services

		I16718		10/1/25		03:00		10/1/25		Confusion regarding the issued and expiry dates of a unit of HLA matched plates caused an approximate 3 hour delay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Discussions with the biomedical scientist, clinical night practitioner, and night manager.				Clinical Support and Specialist Surgery (CSSS)

		I16758		10/1/25		18:00		10/1/25		TSRT9

10# VSIM planned patient - imaged #1-4.

#1-3 average out of tolerance - would have been suitable for systematic correction (new moves). 

Repeat 2DKV acquired #4 (not justified/documented in Mosaiq).

New moves required from #5 (repeat images #5/6) resulting in 1 additional image that could have been avoided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		New moves implemented from #4.

Escalated for practitioner additional imaging authorisation as will breach operator scope of practice when imaged for day 2 new move confirmation.				Network Services

		I16759		10/1/25		19:10		10/1/25		Upon surgical finish we discovered a small blister on the left shoulder which we presume to be from the use of shoulder bolsters which were requested by the surgeon to prevent slipping on head down (patient high BMI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Kennedy,  Pamela		Finally approved		Low Harm		No harm		10/10/25		Documented, handed over to recovery, anaesthetist aware, Datix completed and Handed over to ward 10 for medical illustration to take pictures in the morning. 

Review by the Tissue viability nurse there is a re absorbed blister to the left shoulder, no break or redness- skin intact and no sign of pressure damage.  My have been caused by shear and friction, no pressure damage evident on review.				Clinical Support and Specialist Surgery (CSSS)

		I16760		10/1/25		22:00		10/2/25		Admitted to ward cat 2 pressure sore found on sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		Air mattress in place
Dressing applied				Clinical Support and Specialist Surgery (CSSS)

		I16761		10/1/25		22:45		10/2/25		Patient found just outside the bathroom where he had shuffled from inside the bathroom to call for help from another patient. 
Upon observation, patient stated he was trying to hang up his tank top high above the chair and he was leaning on the chair, the chair then started to slide and he began to slide with it.
Patient states did not hit his head, said he slid/fell down on his right knee/ foot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Blood pressure and observations taken, neuro observations taken. Made sure patient had no immediate pain anywhere before moving him, assisted him to stand with 3 member of staff onto a chair behind him and then he walked from chair to bed with minimal assistance.
On call doctor informed. Has now been reviewed
Falls care plan updated
NIC updated
Handover to be updated				Clinical Support and Specialist Surgery (CSSS)

		I16755		10/1/25		15:30		10/1/25		TSRT9/level5/cf1d/6d
Patient was due to start 3#s of bladder XRT 1/10/2025 at 1530, arriving via hospital transport. At around 1600 reception chased up progress of hospital transport as patient had not arrived, and were informed no transport booked. Reception then rang patient who was unaware they were starting treatment on this date, and therefore start of treatment delayed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 3						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Hudson,  Scott		Finally approved		No Harm		No harm		10/14/25		After patient was rang by reception, they were transferred on phone to S3 radiographers. It was confirmed with patient they had been given no start date for treatment, and the patient now considered it too late in the day to attend the department. Patient was therefore advised they could start their XRT on the day of the next appointment, at 1530 on 3/10/2025, and that hospital transport would be booked for remaining appointments. Transport was subsequently booked by S3 reception. Patient schedule also amended at the time with additional appointment added to the end to compensate for missed treatment.		Patient not received confirmation of appointment. After investigation, the patient was sent a letter out after not being contactable via phone. Letter either delayed or not recieved. External factors not down to hospital team.		Network Services

		I16713		10/1/25		07:15		10/1/25		when checking patients skin in the AM, noticed a new c2 to sacrum		discussed with staff involved
learning needs identified - learn from incident, included in monthly newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		updated skin bundle, cream applied, purpose t completed, handed over to RN day time, needs med ill and TVN r/v.		Reflecting on knowledge from TVN study day
revisiting TVN study sessions.		Clinical Support and Specialist Surgery (CSSS)

		I16763		10/1/25		23:00		10/2/25		Patient transferred from AAU to ward 12.  patient admitted 11am 1/10/25? with temperature. No blood cultures taken, on medical notes requested for cultures to be taken. No cultures taken prior to patient admission onto ward 12 from AAU. patient transferred at 10pm 
No evidence of blood cultures taken on notes/pathology orders or requests		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Clarke,  Catherine		Finally approved		No Harm		No harm		10/16/25		datix 
cultures taken		Blood cultures taken within 1 hour policy (prior to giving IV ABX) as per policy as reflected in nursing annotation and lab results		Clinical Support and Specialist Surgery (CSSS)

		I16770		10/1/25		15:00		10/2/25		Patient has received 14 cycles of Ven/Aza.  No consent form scanned onto CWP		RN to check consent before administering treatment: part of incidents Newsletter
New folder in HTDU for consents to be uploaded
Medical team and CNS emailed to add consent forms to  the folder
Audit about patients being consented and no consent forms uploaded		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Staff		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Notified NIC
Discussed with patient - will try find copy of consent form at home to bring in otherwise will need re-consenting		To check if consent is uploaded on CWP before administering treatment.
New folder in HTDU for consents to be uploaded		Network Services

		I16768		10/1/25		15:00		10/2/25		Patient was just about to commence flush post 2 hour oxaliplatin infusion. Mentioned that he had some tingling in his lips and was slurring his words slightly. After sipping some warm water that was provided, patient went into laryngospasm.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped and flush not commenced
Hot drink provided
Heat pack held to neck
Obs taken and charted
100mcg hydrocortisone given
10mg chlorphenamine given
Continued monitoring post event for roughly 1 hour.				Network Services

		I16783		10/1/25		18:45		10/2/25		Patient stepped down from ccu approx 1845. On arrival previous patient still in bed space. CCU nurse had been told bed space was ready however this had not been communicated from ward 10 nurse in charge to ccu nurse in charge. CCU aware a bed would be ready in the evening however no phone call received to ask if patient could be brought up to ward 10 prior to transfer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		Apologised to patient. Patient made comfortable in day room whilst awaiting previous patient to be discharged. Patient moved in to bed space as soon as available.				Clinical Support and Specialist Surgery (CSSS)

		I16784		10/1/25		11:00		10/2/25		multiple operational challenges encountered during the process of Mattress Audit 
Despite repeated communication efforts to inform staff across wards and departments, the audit team experienced significant difficulty accessing clinical areas. This lack of clinical engagement severely impacted the audit’s progress and ultimately led to its suspension.  
Additionally, a high proportion of mattresses failed to meet the required standards during the initial phase of the audit.		Meeting to discuss actions go forward between the stakeholders. Meg audit to occur prior to next DHG external audit		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		Near Miss		Infection control		Devices		Other devices		Atherton,  Shaun		Finally approved		No Harm		No harm		10/16/25		Suspension of audit. DHG contacted 10:30 am to deliver additional mattress to site, 
to address the immediate shortfall, five replacement mattresses were delivered to site at 16:15 on 01/10/2025. Further orders have been placed to ensure adequate stock levels and reduce risk moving forward.		Training for mattress inspections to be looked at by TVN/IPC(Meg audits)		Capital, Estates and Facilities

		I16794		10/1/25		20:00		10/2/25		The patient was scheduled to receive platelet transfusion, whilst the research team and ACP duly aware, The flow manager was also notified, potentially in relation to patient admission; however, this information was not effectively communicated to the CRF NIC (team).
Subsequently, the patient arrived unexpectedly at the CRF longstay  at 19:40 for the platelet transfusion. At that time, the research team had departed the facility and had not given any handover of the plan.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Garcialopez,  Tamara		Incident referred to DPSIG		No Harm		No harm				Duty manager made aware of the situation. 
OOH Dr made aware of the patient- due to possible reaction 
Platelets administered with close observation.

Matron and WM made aware of the situation.				Research and Innovation

		I17670		10/1/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC :Started night shift and asked to clerk CCU step-down.
From Alertive messages - patient arrived on ward at 15:30.
Had to call day RD about another issue, so asked if they had received a verbal handover from doctors on CCU. They confirmed they had not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						Reviewed patient notes and EPMA.
Several medication discrepancies - that I used best judgement to amend. Have asked day team to clarify with primary consultant if there were reason for some. No acute concerns.				Clinical Support and Specialist Surgery (CSSS)

		I17158		10/2/25		21:12		10/13/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To raise at the weekly incident meeting and discuss		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To retirierte to staff on the right process of NEWS and vital score documentation		Network Services

		I17298		10/2/25		00:12		10/17/25		Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Incident being managed locally		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16781		10/2/25		10:14		10/2/25		Wrong NHS number on MDT document		spoken to team lead to remind their staff of due diligence when inputting patient data on CWP forms		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Westall,  William		Finally approved		No Harm		No harm		10/14/25		Redaction requested, datix request, rescanned with correct NHS number on document				Network Services

		I16766		10/2/25		01:30		10/2/25		Patient transferred from AAU to Ward 10 at 01:30 and placed with the female bay - patient's husband found with patient sat on chair by bedside - patient and her husband were adamant he was staying with her, explaining that the husband's car was stuck in the car park and the patient needed him for emotional support. This was not discussed at all prior to transfer between any AAU staff with any Ward 10 staff and wasn't handed over of this situation. Patient had been with AAU since the afternoon.		Apologies made to Ward 10 

Permanent staff on AAU well versed in visiting policy and issues raised in this incident are not a common occurrence upon transfer. Learning from this incident to AAU not indicated. 

Nurse in charge at time tried to mitigate issue and fully aware inappropriate nature of male relative staying in female bay overnight. Apologies made to Ward 10 at time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		I asked the Ward 10 staff nurse who took the handover if this has been discussed with her, which she replied this hadn't been.

I sent an Alertive group conversation between myself, the AAU Nurse in Charge and the Duty Manager and questioned about this - I asked if any arrangements for accommodation had been done for the husband. The Duty Manager seemed to be unaware of this situation and too hadn't been notified prior to transfer, AAU Nurse in Charge answered that she had asked the named nurse on AAU for the patient to ask the husband to leave - however this hasn't appeared to be escalated or been followed up on. This Alertive conversation found on the Ward 10 Nurse in Charge sign in.

There was no options for me to move anyone out of the side room - all clinically indicated

Curtains pulled around the bed area. 

Duty Manager for the night shift who now was now aware of a male visitor staying in a female bay overnight - hasn't come down to the ward and hasn't spoke with the patient or her husband. I am not aware of any reasons for this.

Informed Ward Manager for Ward 10 of the situation for the Day shift

To further point out this incident has had the knock on effect of delaying my care to my patients whilst I tried to manage this and find out whats happened, and also delayed of myself going home due to needing to record this Datix incident form within the 48 hour window.		Agency nursing staff central to incident, unlikely aware of visitors policy. Individual did not respond to prompts from nurse in charge to ensure relative went home overnight.		Clinical Support and Specialist Surgery (CSSS)

		I16771		10/2/25		09:30		10/2/25		In insertion of Venezia brachytherapy applicator, joint found to be loose due to glue failure,  swapped for replacement applicator and proceeded safely.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Incident affecting Patient		Near Miss		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Hallett,  Lisa		Finally approved		No Harm		No harm		10/17/25		Removed from clinical use, replacement requested.  Reported to MDSO for report to MHRA.
Ongoing issue with Venezia applicators.  Awaiting batch replacement.				Network Services

		I16762		10/2/25		01:40		10/2/25		Tramadol 50mg capsules were not clearly recorded as there is no "IR" or MR" mentioned .
Tramadol MR CD book shows 86 but the quantity counted is 68, previous book 1049 unable to identify whether the tramadol recorded is IR or MR also unable to read clear the quantity.
The book before the above mentioned, no 1041 shows Tramadol MR 68 capsules which matches with the  physical count.
Tramadol IR 50 mg capsules shows 78 but the actual count is 76 checking the previous book 1049 it shows 78				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - illegible/unclear		Langstaff,  Alexandra		Incident being managed locally		No Harm						Duty manager in shift informed, and checked. ?writing error as the book 1049 has missed information on medication description.				Clinical Support and Specialist Surgery (CSSS)

		I16811		10/2/25		15:15		10/2/25		Call received a call from the patients all from pt saying her had her 5FU bottle was in her bag whilst she was out when she got in put her bag down forgetting the pump was in there resulting in the pump being pulled. The PORT needle was slightly dislodged so Stephanie pushed the needle back in. When she woke up her pj top was wet. She took the dressing off the and the needle came out as well. Slight bleeding but this stopped quickly. Pump was clamped once the needle came out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/20/25		Pt washed the area and the clothes. Rang us. 
I advised they came in today which they did. PORT discarded off as per policy. there was still some treatment in the bottle as it had not completed.
New PORT needle inserted to flush the PORT needle then removed. Team emailed				Network Services

		I16824		10/2/25		09:30		10/3/25		Terror incident in N Manchester (Heaton Park area) 0930 approx. A coordinated weapon attack (vehicle ramming + stabbing) occurred at a synagogue in Crumpsall, Manchester, during Yom Kippur (2 October). The incident was declared a terror event. In response, the Christie site at the Northern Care Alliance (Oldham, Salford, etc.) were put into lockdown as a precautionary measure.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Piscitelli,  Stefano		Incident being managed locally		No Harm						Incident control room established
Exec on call liaised with Execs
Comms shared with Christie@Macc/Salford/Oldham
Comms sent out to HIVE and website by comms team
NCA & MFT went into lockdown as precautionary measure
Security team briefed higher visible presence around site (main entrances)
Ornamental garden locked down till 0700 03/10/2025
Incident control room stood down at 1400				External Other Trust

		I16827		10/2/25		15:00		10/3/25		Received an email from another department on 02.10.25 enquiring if the pt could be discharged from a consultant on Careflow (first seen in March 2025).
On checking the pt's notes, I came across an internal referral letter to a different consultant from July 2025.  It didn't appear that the pt had been allocated an appointment following this referral.
On checking other digital systems, it doesn't appear the relevant team/consultant received the referral letter to action/allocate an appt.

*Awaiting email reply 10/10*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Learning response required		Moderate Harm		No harm				Emailed relevant secretary who was unaware of the referral.
Emailed the referral letter to the relevant consultant to action.
The consultant is going to liaise with the referring team.

RP 24/10 - Asked digital who uploaded referral in July to identify who uploaded this and why it wasn't added on. Digital confirmed the referral was added by an new referrals member of staff to CWP on 02/10. This was the same date that the secretary raised with new referrals, which would suggest this referral was never sent via the internal referral portal or the via the inbox for the team to action.
Once we received this we actioned accordingly. 
I emailed the secretary this in the attached and informed the governance team, further investigations from the disease group need to be done to understand or identify why this wasn't sent via the portal sooner. - will redirect to DSM of disease group				Network Services

		I16828		10/2/25		12:00		10/3/25		Patient came from another ward as an inpatient, received the due morning medications late after 11.30H that also after the patient came to nursing desk and complaint about the same(medications including controlled drug). Also got delayed for discharge medications and hence discharged so late in the evening. Patient mentioned  that no one offered food as well.		Gain an appreciation of patient expectations and introduce them to their new environment, inform them of what to exact on the unit, who is looking after them and ask if they have any concerns you can help reduce and support.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		Low harm		10/31/25		informed the concerned nurse and given all medications asap, and apologized.		It was unfortunate this patient was relocated to CRF at short notice in the evening due to Trust Bed pressures. He had to share a room with another patient but felt he didn't receive a good standard of care.
Good communication and documentation is required in these situations and for the most part it was though the patient remained disgruntled.		Research and Innovation

		I16834		10/2/25		09:00		10/3/25		Set of SDA plates were contaminated by mould. The set of plates were sampled on Thursday 18/09/2025 and sent to QCNW. 
These plates are sampled from the Radiopharmacy unit as part of the Quality Assurance programme. Mould is a non desire microorganism that should not be present in cleanroom environment. 
It is likely the contamination is caused by persistent water leaks in the ceiling of the offices of the Radiopharmacy unit.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Radiopharmacy						Incident affecting the organisation		Harm		Infection control		Infection screening / Sampling		Other		Harris,  Andrew		Learning response required		Low Harm		Low harm				Aseptic sessions on 02/10/2025 and 03/10/2025 were cancelled after receiving the notifications. 
NM departments were notified accordingly
The issue was escalated with Senior and Divisional management.
Additional cleaning to the cleanrooms is being performed on 03/10/2025
The issue with leaks have been notified to Estates mid-July when the leaks were first noticed.				Network Services

		I16813		10/2/25		18:30		10/2/25		TTOs of Cabozantinib were on old IV Nivolumab script with wrong location, order set was therefore not sent up to ORTC. By the time this was highlighted, main pharmacy was closed.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Other		Patel,  Rizwan		Finally approved		No Harm		No harm		10/14/25		Told pt the error in location. Pt stated she would rather not come in to collect medications. I have arranged with the on-call pharmacist for the tablets to be sent via post. Pt was anxious about timely delivery to her home address as she is due to start the Cabozantinib on Monday. I have advised the pt to call on saturday afternoon if she has not received them by then.				Network Services

		I16814		10/2/25		21:00		10/2/25		Admitted onto AAU and then ward 12 with C3 to sacrum, present on admission.		Good practice demonstrated in this incident to be fed back to ward staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Referred to safeguarding as underweight and concern of neglect, referred and seen by TVN - plan inplace, medically illustrated. Repositioned on ward 2 hourly. Pump to be applied on bed. SKINN and puropse T updated - TVN plan followed, cushions applied around area.		Timely and appropriate pressure area assessment and care provided by staff involved. 
Pressure ulcer to sacrum identified on admission, PURPOSE T completed within 6 hours as per policy.
Adequate pressure area care commenced and appropriate referrals sent. 
TVN review in first 24 hours of admission. Acknowledged by patient PU had been present on admission/ for several years.
Safeguarding referral sent with query of neglect in the community and as to whether pressure ulcer developing prior to admission was preventable - concluded unpreventable.		Clinical Support and Specialist Surgery (CSSS)

		I16815		10/2/25		20:30		10/3/25		Patient found on floor of room by staff walking past				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		Emergency call bell activated, staff assisted patient to stand and assisted to the toilet before returning to bed
No apparent injuries or pain
1:1 put in place overnight		no documentation from nursing staff 
no update of moving and handling assessment / falls risk assessment		Clinical Support and Specialist Surgery (CSSS)

		I16806		10/2/25		13:39		10/2/25		15.2mls paclitaxel went through pt complained of chest pain and SOB.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/3/25		Treatment stopped, obs done and recorded, actioned as needed with 15l2 02 with good effect. 200mcg hydro given with good effect. Pt started to feel better. Need to go to toilet to commode attained. ACP came to assist and review.
weaned off 02.
ECG done 
Cannula came out whilst on the commode as poor access unable to re cannulate. Paclitaxel discarded as per protocol. and carbo not given. 
Line referral done 
Team and chemo apps emailed. 
ACP has prescribed destination meds for next SACT. 
Explained to the pt who understood				Network Services

		I16807		10/2/25		16:00		10/2/25		Patient reacted to second dose of paclitaxel				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		No Harm		Low harm		10/3/25		Treatment held. hypersensitivity protocol followed. Reviewed by ANP. Treatment restarted. Team emailed				Network Services

		I16808		10/2/25		14:55		10/2/25		Patient reported pulsing feeling down legs during treatment, infusion stopped, observations recorded. Discussed with ACP JB, ?reaction, patient felt it had improved slightly without intervention, then felt pulsing return, treated as HSR				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		Low Harm		Low harm		10/3/25		100mgs hydrocortisone and 10mg chlorphenamine given under PGD				Network Services

		I16809		10/2/25		17:00		10/2/25		extravasation to left forearm, 4cm extravasation lump, extravasation policy followed, reviewed by ACP, given hydrocortisone cream, nurse in charge to do a follow up call tomorrow.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/6/25		extravasation policy followed, drawn back 0.5mls, heat pack applied on area, hydrocortisone cream supplied.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		Network Services

		I16800		10/2/25		13:50		10/2/25		Pt was walking and tipped over the scales that were next to the nurses desk on Pink team. Pt fell to the ground, not witnessed		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/2/25		OBs done and recorded pt stated they did not hit their head. Dr on unit review. Pt said they were a bit shaken up due to the fall but okay. slight sore arm but okay. Helped up on to a wheelchair and transferred but to treatment chair		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		Network Services

		I16842		10/2/25		12:50		10/3/25		I received the blood transfusion  for this pt, did the first and second check, did the checks with the pt and started the  transfusion. When time was due for the 15 mins obs I did them and pressed by mistake on post transfusion  observation instead of the 15 minutes observation. By the time I have realised the form was already submitted and I could not edit the form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		No outcome completed on prescription		Ghaffar,  Zhaida		Rejected		No Harm		No harm				I have informed IT straight away and the nurse in charge 
I have documented on EPMA the times and observation to help with traceability				Clinical Support and Specialist Surgery (CSSS)

		I17005		10/2/25		08:00		10/8/25		Ordercoms number 9369515.  Virology sample in with biochem and haematology samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lane,  Laura		Finally approved		No Harm		No harm		10/8/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17021		10/2/25		19:00		10/8/25		XRT consent form scanned on wrong patient's notes.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		Scanned under correct notes, DATIX submitted. Tech Bar redaction request to be done after DATIX.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		Network Services

		I17007		10/2/25		12:00		10/8/25		Ordercoms number 9369353.  Virology sample in with biochem/hame samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/8/25		Error logged,  Booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17008		10/2/25		15:00		10/8/25		Ordercoms number 9369096.  Urine sample for RUUE and Urine ACR returned by Salford on the 2.10.25.  Most likely cause that biochem sample was received in microbiology bag.  This sample was from 1.20.25.  Therefore processed with 24 hr delay.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)		To follow up with training and actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged and processed here with a 24hr delay due to sample going to Salford as it was in the wrong bag,		To ensure the right bag is used for the right samples		Network Services

		I16909		10/2/25		10:00		10/5/25		A report has been scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Jones,  Tracey		Finally approved		No Harm		No harm		10/6/25		redaction requested with IT				Clinical Support and Specialist Surgery (CSSS)

		I16894		10/2/25		14:00		10/3/25		Had a fall while trying to put some papers in the bin without his walking stick.
Witnessed by Dr. 
Reviewed by medical team.		Correct actions taken. 
Observations completed.
Medics informed. 
Moving and Handling risk assessment completed in timely manner. 
Physiotherapy referral sent.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
Medical review. 
CWP - Fall incident and manual handling completed				Clinical Support and Specialist Surgery (CSSS)

		I16878		10/2/25		10:18		10/3/25		emergency lockdown procedure initiated 10:18
approved procedures implemented, 
contacted radiotherapy services manager
unable to contact EPRR lead
Unable to contact switch
log book completed via trained loggist
lockdown lifted 12:21		improvement in communications required		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		escalated via radiotherapy services manager
incident managed well on site good communication via NCA
no communication from Withington site

review of events by senior team		improvement in communications required		Network Services

		I16880		10/2/25		09:45		10/3/25		Patient booked in for a radiotherapy scan of their brain in PBT.  Patient attended with appointment letter, however patient had no appointment visible on CRIS and there was another patient booked into this slot.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		Upon investigation, it appears that the patient's appointment was taken out of the diary and put back onto the waiting list by a member of staff in the radiotherapy department at Christie Salford.  This then led to a false appointment slot being available and another patient was booked into it.  Proton Beam Radiotherapy contacted Radiology MR Lead to query why patient had attended with no appointment.  Radiology MR Lead found that the scan was placed back on waiting list by a radiographer in Salford and contacted them to ensure scan was still to take place and inform them of the error.  Proton Beam agreed to scan patient.				Network Services

		I16926		10/2/25		11:30		10/6/25		No date taken present on sample for transfusion. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Sample rejected and discarded. New sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16943		10/2/25		12:00		10/6/25		tsrt9
A systematic review was completed following a # without a CBCT as there had been a change to the pt's CBCT scheduling and the systematic review scheduling was not updated following this change. Systematic reviews are typically completed following #8 however this pt had received additional CBCT's on #4&#5 due to positioning issues, the next CBCT was then pushed to #10 therefore a systematic should have been scheduled following #10 rather than #8.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		incident was picked up @ #10 following the CBCT. A B7 was made aware and an additional systematic task was added following #10 and the remainder were rescheduled following the new cbct schedule.				Network Services

		I16952		10/2/25		18:25		10/6/25		Suspected transfusion reaction - patient began to experience rigors approximately 2 hours following the commencement of a unit of RBC's.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/6/25		Transfusion stopped.
Medical review sought.
Chlorphenamine and IV fluids administered.
Relevant blood specimens and RBC bag sent to laboratory as per policy.				External Other Trust

		I17031		10/2/25		20:30		10/8/25		Patient attends with Temp, urinary catheter in situ ON arrival. Patient required a CSU as part of septic screen. Pt had an allocated nurse who was working with a (SPN) supernumerary nurse (under direct supervision). The allocated RN asked the SPN to wait for her to come back. The supernumerary nurse had never done catheter care/nor signed off on catheters.  SPN, unsupervised/untrained attempted CSU despite instruction. Withdrew water from balloon rather than CSU and left the pt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						The incident only came to light as the SPN showed the "CSU" to an ACP who realised it was water. I apologised on behalf of SPN and explained to patient what had happened. 10ml of water was measured from "CSU sample", catheter further reinserted and balloon re-inflated. Catheter draining again.
Discussion had with supernumerary nurse to get account and reiterated to work under direct supervision of designated nurses and to work within scope of practice.				Clinical Support and Specialist Surgery (CSSS)

		I17174		10/3/25		13:55		10/14/25		Pre transfusion vital signs completed one hour and 21 minutes prior to its commencement.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I17176		10/3/25		17:39		10/14/25		Patient received albumin and the second independent check was completed by the same nurse, and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Added the above to safety huddle to make staff aware of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To reiterate the importance of following protocol		Clinical Support and Specialist Surgery (CSSS)

		I17488		10/3/25		11:00		10/23/25		Two patients missed their translational blood test appointments due to a communication error. The lead nurse handed over for the patients to have blood tests on the 3/10 and to remind the patients of this appointment at their appointment on 30/09. This was not communicated to the patients. No translational/trial bloods were taken.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager made aware. 
Patients aware they missed the appointment, apologies given. 
Sponsor made aware, awaiting response.				Research and Innovation

		I17100		10/3/25		09:00		10/10/25		On-going issue that we need to raise as an incident can't add TCI to patients records which is becoming more frequent.
Not being able to add a TCI means that the patient cannot be admitted on the day and also means the patient cannot be tracked and the associated medications etc hat maybe required documented on the patient. This could cause delays and inaccurate recording on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling / Theatre Scheduling		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/13/25		Raised Ticket with techbar and received the response below. 

Request - INC-114771

I have just spoken to my colleague about this who has suggested that there is likely to be an issue with the RTT as it isn't being picked up. If an RTT pathway hasn't been picked up, the only people who can amend / add this in are the Pathway Trackers. I'm afraid that I can only advise you to speak to them, as they are the only ones who will be able to update the RTT and correct any issues in the setup in order for you to be able to proceed. 


I have worked in performance and I understand RTT and how the system works and what needs t be done we have removed and re -submitted on a number of records and it it is still not working.				Clinical Support and Specialist Surgery (CSSS)

		I17093		10/3/25		14:00		10/10/25		Incorrect laterality noted on pathology conclusion report on CWP during checks for radiotherapy planning. Reported incorrectly as left breast rather than right breast. This had then been used to populate patient letters and MDT documents.

13/10/25: Reporting sits with the consultant Histopathologists, who are managed by the trust				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Carden,  Jeni		Finally approved		No Harm		No harm		10/14/25		Checked all reports uploaded to CWP. Reported to clinical oncologist who contacted the surgical team and secretary to provide operation notes which stated surgery completed to the right breast. Requested pathology update their report conclusion with correct laterality. Operation notes uploaded to CWP alongside clinical annotation from the clinical oncologist stating laterality has been confirmed and to proceed to radiotherapy planning to the right breast.				Christie Pathology Partnership

		I17070		10/3/25		19:30		10/9/25		incident recorded when further information could be obtained.
after work was finished two staff members thought they were on there own in the changing room and proceeding to discuss another staff member.
the other staff member was in a changing cubicle and overheard the conversation and was upset by what had been said stating it was unprofessional.		discussed and offered support to all staff members involved		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Davies,  Julie		Finally approved		Low Harm		No harm		10/17/25		staff member comments directed at very upset 
apologies given at the time.
discussed with all parties concerned who are all upset by the situation. support and EAP information provided.
continue to support individuals concerned

support continues for all parties concerened		the need for professionalism 
respect		Network Services

		I16881		10/3/25		08:50		10/3/25		Call taken from reception, patient called the hotline this morning due to having loose stools X3 this. Patient advised to come for his treatment today to be assessed on the unit by consultant or ACP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Roberts,  Rebecca		Finally approved		No Harm		No harm		10/17/25		I called the patient who had x4 loose stools with new abdominal pain with loperamide being ineffective. apyrexial, he did not attend for  treatment as transport was 40 minute drive and he did not think he would make the journey. reiterated calling the christie hotline if symptoms worsen.				Clinical Support and Specialist Surgery (CSSS)

		I16882		10/3/25		11:00		10/3/25		when putting suture needle in sharps pad  caught tip of thumb left had with tip of suture needle		Speak to staff  regarding safe handling of sharps .		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3				The Christie NHS Foundation Trust / Clinical Oncology / Gynae(Clinical Oncology)		Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Thomas,  Preethi		Finally approved		Low Harm		No harm		11/3/25		de scrubbed Made bleed , washed with chlorhexidine reported to team 
Contacted OH , all blood investigation done 
Follow needle stick injury SOP . 
No harm done		when you handle with sharps always take precaution.		Clinical Support and Specialist Surgery (CSSS)

		I16883		10/3/25		11:45		10/3/25		TSRT9/ Level 4/ 11O/ CF2a/ 10N/ SB11n 11t
Patient attended bolus verif scan at Macclesfield as requested via telephone call by planning. 

No physics or planning staff sent to mark bolus outline on mask and didn't submit Bolus Request Form in time, causing delays. 

Scan delayed due to confusion regarding whether the scan was required. This was due to a finalised planning record and planning QCLS completed and treatment plan already being exported to prep room, found immediately prior to scan . Pt in mask during this time and very anxious and on timed pain relief.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11O Management of process flow within planning (including plan export)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Planning were contacted via telephone and asked to confirm if a bolus verif was required. Whilst waiting for a response from planning the patient was becoming increasingly agitated on the CT couch and a superintendent radiographer was informed. Planning made aware of the distressed patient on the bed however it took a significant amount of time for a decision to be reached. Radiographers were in the room comforting the patient and trying to encourage patient to stay in the mask. 
Once planning confirmed the scan was required the scan was performed.  When the mask was taken off the patient, they asked to speak to Superintendent Radiographer to find out why there was such a delay and expressed his distress at being kept waiting. Superintendent radiographer explained to patient the reasons why. PALS complaint form offered and patient apologised to by numerous radiographers.  Centre Manager discussed incident over telephone with planning. 

Feedback from Radiographers regarding incident: 
During a debrief after the incident radiographers felt communication throughout the whole bolus verif process was poor. No annotation from planning regarding bolus verif being required on CWP or Nav. The Bolus request form was only put in 1 day prior to the patients appt. This put the radiographers under a time pressure to organise the thermoplastic bolus shape (as it was required to be cut out at main site). A physics member of staff was also asked by planning to draw on the requested Bolus shape on the mask and was unfamiliar with this process. 

Radiographers feel a new work instruction for both radiographers and planning regarding the the bolus verif process would be helpful. Reducing communication errors on the process. 
Planning QCLs were all completed despite the bolus verif not being confirmed. As a result the radiographers started prepping a plan that was not confirmed yet for treatment. This could have resulted in a patient being treated incorrectly.				Network Services

		I16879		10/3/25		14:51		10/3/25		red clean for c diff requested on aacu sr5.
unable to complete fog due to door structures on aacu.
deep clean team attended with uv machine.		Estates will review the doorframe with the domestic services team and will look for a permanent solution if one is required		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities

		I16885		10/3/25		15:45		10/3/25		TSRT9 / LEVEL 3 / 13I / CF 1C / MoD 13BB / SB 13I
Image acquired after set up. 
Radiographer accidently clicked dismissed during image review.
Due to time taken to re-establish link between xvi and mosaiq patient moved requiring resetup & reimage.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Superintendent informed.
Additional image authorised. 
Additional dose 5.9mgy. Not reportable.
Proceeded with treatment.				Network Services

		I16886		10/3/25		15:00		10/3/25		on time out staff noticed pt had redness under bilateral breasts as well as moisture lesion / redness under stomach / apron. Pt has high  BMI.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/3/25		barrier spray applied pre-op as well as area cleaned and barrier spray applied post op - handed over to recovery to monitor and contact medical illustrations to document. TV link staff and coordinator informed as well				Clinical Support and Specialist Surgery (CSSS)

		I16887		10/3/25		15:00		10/3/25		Crash trolley in OP corridor required for emergency situation. patient collapsed in phlebotomy room.
There were NO oxygen masks or tubing anywhere in the crash trolley(normal location drawer A).
Staff had to run to another area to find an oxygen mask and tubing, delaying administration of oxygen to an unwell patient with low saturations
Post incident i discovered the crash trolley had not been checked for 3 days,		Our HCAs had been checking the resus trolley in OPD. After discussions with the resus team at main site and reading the policy it should be a registered practitioner that checks the trolley.
This has since been cascaded to all staff and the nurses from SACT will now absorb the checking of the OPD trolley with their own checks. 
The importance of communicating when anything is removed/used from the trolley has been reiterated to ALL staff.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		Near Miss		Equipment incident		Medical		Lack/ unavailability of equipment/device		Aremia,  Laura		Finally approved		No Harm		No harm		10/10/25		oxygen mask sourced from another clinical area
Highlighted to staff on duty that trolley hadnt been checked
Requested trolley be restocked and checked asap				Network Services

		I16888		10/3/25		00:00		10/3/25		TSRT9.

Incorrect preset used for #1 of Lung SABR treatment.
Pelvis M20 used instead of Lung.
Dose 10mGy instead of 6.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		Preset amended.
Pt treated correctly.				Network Services

		I16889		10/3/25		16:00		10/3/25		witnessed fall. patient stood from toilet and fell backwards. No LOC, did not hit head
observations and BM taken. 
had flip flops on, changed to non slip socks. no injuries				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		reviewed by ward doctor. physical exam, safe to mobilise back to bed with assistance of 2 
moving and handling assessment complete with lying and standing				Clinical Support and Specialist Surgery (CSSS)

		I16890		10/3/25		05:25		10/3/25		cannula was on wrist , checked cannula when the machine beeps, no flush back , bit swelling , relative said he was moving his hand frequently and kept bending ,		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/6/25		treated as extravasation, informed patient about it , try to aspirate chemo with 10 ml syringe , nothing to come back . cannula removed and marked the affected area , patient took a photo to compare as we do not have medical illustration after 5 pm . heat pack applied , no inflammation at the time of assessment , reviewed by ANP Gina and advised to provide hydrocortisone cream if any inflammation occurs , advised to apply heat pack for 20 mts , 4 times a day ,for 2 days , and advised to move hand , safety netted with hot line , made a note on diary to ring tomorrow .		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		Network Services

		I16891		10/3/25		10:00		10/3/25		HCA was helping patient to the commode/bathroom to help with wash. Patient slipped and body was guided onto the bed. 
Patient reviewed by medical team afterwards.		Correct actions taken during this incident. 
Datix completed.
Observations taken. 
Medics informed.
Moving and Handling risk assessment updated. 
Falls care plan completed. 
Patient known to physiotherapy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Slippery floor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
CWP - Fall incident form and Manual handling form completed. 
15 minute observations 
Slip socks.				Clinical Support and Specialist Surgery (CSSS)

		I16892		10/3/25		17:30		10/3/25		Patient supine on the table for a Robotic Assisted Laparoscopic Prostatectomy. Post op pressure area inspection upon rolling the patient side to side to remove sheets underneath, scrub staff inspected the back and the sacrum and identified the moisture lesion near the anus.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/6/25		Barrier spray applied in theatre. Handed over to recovery staff looking after patient to monitor. Datix form filled out.				Clinical Support and Specialist Surgery (CSSS)

		I16893		10/3/25		12:00		10/3/25		Patients relative assisting patient to the toilet, Patient expressed that her legs felt week and relative helped patient down to the floor. 
Patient reviewed by Medical team.		Medics informed. 
NIC informed.
Datix completed.
Patient known to physiotherapist services.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed.
Medical review
CWP - fall incident and manual handling completed.				Clinical Support and Specialist Surgery (CSSS)

		I16895		10/3/25		14:00		10/4/25		CMPE currently signed up to Tender Portal for notification of Radiation Protection Services tenders from regional Trusts.
02/10/2025 - CMPE DRRPS staff became aware of a regional tender for approx. £4 Million, however tender notification was placed on system CMPE not aware was in use. Tender deadline of 07/10/2025 so only 5 days notice (including weekend) to submit tender response.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Non-clinical incident		Referral		Delay/ failure		Mairs,  William		Finally approved		No Harm		Low harm		10/10/25		Account created on HealthTrust Europe and CMPE Team started work on tender response.  This was submitted but not of satisfactory standard given the turnaround time.
Discussed with procurement.  We have now registered on the correct platform for alerts (Steve Drain and Will Mairs).
A management procedure will be added to DRRPS QMS to include annual discussion with procurement about the latest platforms in use so we stay current going forward.				Network Services

		I16905		10/3/25		12:30		10/5/25		tsrt9
Initial CBCT taken and moves applied. Multiple generator faults when attempting to take 2D verification image, engineers onset.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		Pt off bed to allow engineers to resolve issue, moved to other gantry. Pt re-setup and additional mechanical CBCT taken & treatment delivered.				Network Services

		I16897		10/3/25		22:40		10/4/25		Found a Cat 2 on a pt's right ear where she keep her ryles tube insitu, within the helix area.		- 7 members of staff attending upcoming TVN Away Day
- HCA away day in December, ward manager and TVN's to teach on this with recent incidents as discussion points.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		-Dressing applied. 
-TVN referral done 
-Medical illustration done. 
-SSKIN bundle updated. 
-Purpose T still outstanding.		To check NG/NJ/Ryles site at ear and nose each shift and within 6 hours of admission to the ward to identify ulcers early and provide pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I16898		10/3/25		09:15		10/4/25		Heard staff member shouting for help and when approaching I witnessed staff members assisting/mobilising the patient to the bed (patient is mobile).  When approaching to help I saw that the patient fell down onto his knees next to the bed (did not hit his head). When calling out the patient's name he initially did not respond straight away (?Loss of consciousness) but after a few seconds he responded back to his name. 

Patient stated he felt dizzy when mobilising.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		10/8/25		Ensured patient was assisted safely onto his bottom. Then assisted into bed once he was feeling settled. 
Full set of observations completed. 
Blood glucose completed as patient is T1DM. 
The incident happened before board rounds and nurse in charge was present at the time also- NIC Kath escalated this to the team in board rounds and I later escalated the fall also to the patient's team doctor as the patient was planned for chemotherapy. 
Registrar reviewed in the afternoon. 
Documented and incident report form completed. 
Moving, handing and falls risk assessment completed including lying and standing.				Clinical Support and Specialist Surgery (CSSS)

		I16951		10/3/25		11:30		10/6/25		TSRT9
Patients first treatment, details incorrectly recorded for the abdominal compression belt in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Saunders,  Jane		Finally approved		No Harm		No harm		10/17/25		Discussed with team who input details as to what the correct information should be, site setup rectified				Network Services

		I16959		10/3/25		16:30		10/6/25		Samples from 03/10/25 not sent and left in pod in dept 35. Discovered when arriving into dept on 06/10/25.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Informed department Matron. 
Labs informed but unable to process samples. 
Patients contacted to re-arrange appointments 


Correct procedure followed.  The 6 patients who were effected were contacted.  Appointments were arranged at BCTH or Christie site.  Two patients were attending for treatment and already had a blood appointment booked.
All staff who were in the blood room that Friday were informed that as part of their daily duties staff should be making sure that all blood samples have been sent to the labs before leaving shift.  Unfortunatley we are unable to get to the bottom to why this pod was missed all staff present at the time were under the impression they had checked.  This will be discussed in staff huddle with all staff.				Network Services

		I16975		10/3/25		09:00		10/7/25		Engineers from JLA were booked to attend on Friday  3/10/25 to perform hot works on the roof of the Cytogenetics department.  It appears correct procedures were not followed;
-2 people were required to attend (one as a fire watcher), but only one  attended.
-Access to roof gained without visiting Estates first
-Hot work permit not obtained.
JLA had been informed in advance of the visit of required procedures.		Policies and procedures have been reiterated to JLA for future visits to the site		The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting the organisation		No Harm		Non-clinical incident		Estates		Maintenance		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		It was realised on Monday 6/10/25 that the correct procedure had not been followed when the Cytogenetics administrator contacted Estates regarding the visit by JLA, and we were informed that no-one had visited Estates on Friday 3/10 to collect hot works permit.				Capital, Estates and Facilities

		I16981		10/3/25		12:00		10/7/25		MRSA BSI 53yr old female, diagnosis Sarcoma.  
Source - UTI/? Nephrostomy 
Admitted 03/10/2025 (Friday) via AAU and transferred to Palatine same day; outlier due to bed pressures. 
Known MRSA screen positive from Dec 2024, urine positive march 2025.  
Had negative screens and bloods 2nd, 3rd, 4th September (x3) including urine no further micro until 3rd oct. Recent discharge from ward 4 10/09/2025, referred to Bolton DN team for neph care on discharge.

Risk factors - Neph May 2025, PORT i				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		10/23/25		Timeline 
There is a hotline annotation on the 19/09/2025 - haematuria for the last 24hrs, suspect infection 
28/09/2025 - CT abdo, pelvis with IV and oral contrast 
30/09/2025 - SACT treatment, bloods and PORT flush.  notes indicate the patient and their son feeling unwell the previous weekend due to eating at a hotel ? Food poisoning.  care plan completed for insertion and removal of needle. Notes state not fit for treatment 
01/10/2025 -  day admission to AACU for blood transfusion presumed delivered via PORT site, low grade pyrexia prior to transfusion.  doesn't appear to have had any blood work 01/10/2025
03/10/2025 - hotline assessment; hasn't felt well the last 2 nights.  

Initial findings 
Patient had a timlely review by micro 05/10/2025 and 06/10/2025
Patient prsecribed decolonisaiton therapy 
Inpatient nursing admission form states 'no' to MDRO 
Palatine team aware of patient, will swab neph and PORT site as wasnt completed on admission screening 

Plan 
Will contact GP and DNs tomorrow for more information regarding the hotline annotation and GP actions 
Patient flow will prioritise transfer to medical ward 
Contact Bolton hospital to see if recent admission during Sept				Clinical Support and Specialist Surgery (CSSS)

		I16982		10/3/25		10:00		10/7/25		TSRT9/ level 3/ 12i/ CF 2c/ SB 13aa/ MD 13i

Large anatomical mismatch on XVI acquisition due to incorrect SGRT prep/incorrect surface selected at set up.
Repeat XVI approved under protocol.
Additional dose to patient = 1.4mGy
Non-reportable		correction made 
patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 informed
*B6 realised the issue
*SGRT amended as per work instruction:
- Unselect the reference surface/s and isocentre checkbox of the plan that has finished treatment
- In “Set Treatment” view, drag the newly imported plan for treatment to the top of the 
Treatment Course Panel
*Patient set up again using correct surface
*Repeat XVI acquired		the need to follow protocol		Network Services

		I16844		10/3/25		10:25		10/3/25		I forwarded an email from Catherine Mcbain to the sponsor for the ONC201(22_DOG11_48). Her email address is as follows: rebecca.evans@thermofisher.com

It included the following patients details: 
ALAINA, Ambrin (Miss) Born: 03-Jan-1999 (26y) Gender: Female
Christie No: 202518049 NHS No: 637 796 0166				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		McCaul,  Damian		Finally approved		No Harm		No harm		10/22/25		I informed my line manager and recalled the email. I also rang the sponsor and asked her to delete the email, which she did.				Research and Innovation

		I16845		10/3/25		10:50		10/3/25		Uploaded hospital letter to wrong patient on CWP. Reported to Techbar and they have now removed, please see ticket number below:
 INC-114862				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/6/25		yes				Network Services

		I16847		10/3/25		10:10		10/3/25		tsrt9
Machine Breakdown, patient needed to be taken of the bed for a break as they had been on the bed for 1hour 30 minutes and engineers had said it would be a further 10/20 minutes for the interlock to clear. The breakdown resulted in additional imaging being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/6/25		Once breakdown had been recovered patient was brought back in for treatment- additional image was authorised by Band 7 prior to treatment delivery.				Network Services

		I16848		10/3/25		08:00		10/3/25		Incorrect temperate recorded on NEWS2 score observations at 07:59 - 39.8 instead of 34.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Hawkes,  Iain		Finally approved		No Harm		No harm		10/6/25		Correct NEWS2 score inputted at 08:18 after observations completed again - Redaction request raised with tech bar at 14:00				Network Services

		I16858		10/3/25		14:00		10/3/25		A patient was referred for an urgent MR liver scan. The referrer answered no 'implant device'. The patient was sent an appointment for 2/10/25. On receipt of appointment patient contacted MRI Department to inform us that she had a pacemaker in situ.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Incident affecting Patient		Near Miss		MR Safety Incident		Patient Implant		Patient Implant		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/6/25		Pacemaker details obtained from patient. Radiographer emailed Blackpool to request necessary pacemaker information to check if suitable for MR scan at the Christie.				Network Services

		I16855		10/3/25		14:00		10/3/25		Staff member was washing hands before entering the ward. When they went to dry hands- hit head on a shelve. Small cut to right forehead. Nil bleeding. Ice applied. 
Paracetamol given. 
C/O headache. 
Asked to go home due to headache. 
Sickness for work related injury.		Shelf has been removed and a smaller shelve has been asked to be fitted higher up		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Struck by an object		Struck by an object		Anderson,  Rebecca		Finally approved		Low Harm		No harm		10/6/25		Paracetamol and Ice applied. 
Staff member checked over. 
Nil bleeding. 
Safe to drive home. 
Datix done. 
Called maintenance to lower/ remove shelve		Shelve to be removed and a smaller shelve fitted		Network Services

		I16856		10/3/25		10:00		10/3/25		Patient attended endocrine dept for blood transfusion. On 2nd checking of the unit of blood, noted that patient is MRSA positive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Jackson,  Claire		Finally approved		No Harm		No harm		10/10/25		Sent unit of blood back to blood bank. Contacted bed manager, reallocated to AACU. Reassessed blood transfusion booking form. Booking form amended to prompt checking of alerts prior to admission.				Clinical Support and Specialist Surgery (CSSS)

		I16865		10/3/25		14:09		10/3/25		I hanged up a Fluorouracil 320mg/m2 - 5 minutes bag before the Folinic  Acid infusion. But I realised the error as I was signing for the drug on the computer and stopped it immediately . No volume of drug has been infused.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Johnson,  Rhona		Finally approved		No Harm		No harm		10/6/25		Stopped the pump immediately
Clamped the Iv line.
Sought advise from my PEF on the unit
 Fluorouracil 320mg/m2 - 5 minutes bag ; to be infused after the folinic Acid infusion.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		Network Services

		I16871		10/3/25		09:20		10/3/25		Patient was called in for a CT Chest Abdo and pelvis scan. he confirmed he was over 20 stones in weight. scan was done on the CT Siemens Definition 3 scanner and during the course of the abdomen and pelvis an anterior cut-off was noted in the abdomen bits as he had a really protruded abdomen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		patient was brought down from the scanner and kept in the waiting area. Spoke to a consultant radiologist (YJ) who recommended a repeat of the abdomen and pelvis due to the cut-off of the anatomy there. a repeat scan (Porto-venous Abdo-pelvis) was done on another scanner CT Canon Prime 1 due to this which means another radiation dose and contrast had to be given to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I16872		10/3/25		10:30		10/3/25		As part of 2025 CVAD audit, came across a CVAD that still had the stitch in place over the 21days. line inserted 22/8/25 and assessed line today 3/10/25. stitch in place 42 days		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.
Dates for suture removal to be inputted on handover AH		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Pointed out to the nurse in charge of the patient, nurse was to change dressing and remove the stitch		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.		Network Services

		I16816		10/3/25		03:45		10/3/25		Patient sustained an unwitnessed fall in the bathroom at approximately 03:45. He reported that he “slightly” hit his head during the incident. On immediate review, no visible injury, swelling, or bruising was noted. Patient denied drowsiness and dizziness. He did report feeling generally unsteady on his feet.		All appropriate actions taken post fall, observations remained stable, CT scan - NAD, NOK informed the following morning, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		After assessment confirmed no injury sustained and able to move, the patient was assisted to transfer safely to a chair and was wheeled back to bed with assistance of 2. 
During physical assessment, it was noted that the patient’s right leg had some weakness. Patient reported that this had previously been assessed by Physiotherapy and he had been provided with exercises to support mobility. Patient was wearing appropriate footwear at the time of the fall. Obs checked, tachycardic- 98, Capillary Blood Glucose: 5.6 mmol/L
Neurological observations commenced: GCS 15/15 and done every half hour, prn analgesia given, doctor on call informed.
Reinforcement of safety advice and call bell use provided, and the patient verbalised understanding.
Had been mentioned to patient earlier in the shift to kindly press call bell if need to mobilise or require any assistance as has been assessed by Physiotherapy team to need assistance of one, he acknowledged this but had mobilised independently on this occasion, same reinstated and advice given. Moving and Handling Care Plan updated,  Falls Incident care plan done. Patient agreed for next of kin to be informed in the morning.
call bell placed within reach		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17177		10/4/25		15:09		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17178		10/4/25		06:48		10/14/25		Patient received a x bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/14/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Batch number G04J176961				External Other Trust

		I17210		10/4/25		00:40		10/15/25		Patient received a  bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04J146961				External Other Trust

		I16990		10/4/25		14:37		10/7/25		2 units of Platelets ordered for patient and not used.		2 units of platelets were transfused on the 4/10/25 
note patient requires HLA or HPA matched platelets. Limited information to investigate 
Cant decipher whether this was a prescribing error ?too many units ordered or incorrect units ordered		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/9/25		Platelets were wasted on the system and disposed of.				Clinical Support and Specialist Surgery (CSSS)

		I16899		10/4/25		09:10		10/4/25		The sharps bin in R1 on WW was filled to the lid, blood-filled syringes were visible at the top. As I shut the lid to lock and replace the bin, some fluid on top (around the entrance) of the bin which I'd not noticed splashed up into both my eyes. Due to the dark colour of the lid, it was hard to see whether the fluid was clear and it's not known what the fluid is from.		Emailed staff to dispose sharps bin when they are 3/4 full to avoid any injury or splash risk and to assure healthcare worker protection
To be part of incidents Newsletter		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Staff		Near Miss		Clinical incident		Contamination		Contamination		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/6/25		Duty manager informed, who was in handover at the time. Washed face with water. Unable to locate policy for eye contamination on HIVE at the time- typed into search bar and also looked on OH page. Went to local areas to look for display information but unable to find, so spoke with another B6 upstairs and agreed to use the small vials of saline. Irrigated both eyes with about 30ml of saline in each. Duty manager arrived and informed me that the policy is found by typing blood-borne virus on HIVE. She advised that the correct action had been taken as the sharps bin was in a SR belonging to a patient who doesn't have any identified BBVs so no further action needs to be taken. Will email OH to make them aware.		To dispose sharps bin when they are 3/4 full		Network Services

		I16900		10/4/25		08:45		10/4/25		unwitnessed fall
patient tried to walk self to the bathroom with frame. Found flat on back with legs and arms straight 
reports falling onto the floor on her bottom, did not hit her head
no new pain or dizziness reported. Lost her balance		All appropriate actions taken following fall, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		Low harm		10/7/25		observations completed
resident doctor informed
checked for any obvious signs of bruising/bleeding/broken bones
skin tear found to right elbow, was not bleeding
patient waited 30min on the floor with a pillow under her head
did not want to wait any longer, sat self up and attempted to get off the floor with AO3		Nurse did not update the moving & Handling care plan will make her aware when giving DATIX feedback		Clinical Support and Specialist Surgery (CSSS)

		I16902		10/4/25		15:30		10/4/25		Patient complained of rash to inner right elbow. 
I could also see slight rash to side of right jaw and neck.		Ask nurses in future to document before patient is discharged that the patient was successful in having the rest of their treatment at a slow rate without issue. Just so staff are doctors are clear.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/6/25		Treatment stopped. 
Observations taken. 
Chlorphenamine 10mg and Hydrocortisone 100mg given under PGD. 
Waited for rash to resolve. 
Treatment restarted at reduced rate as per hypersensitivity protocol. 
Team emailed.		All immediate processes followed and rash resolved and patient felt well. Team emailed to highlight reaction and ensure script is labelled as given at SLOW RATE. 

Drug was actually - Trastuzumab Deruxtecan - unable to select on drug menu		Network Services

		I16896		10/4/25		02:50		10/4/25		Patient admitted to the ward. On initial skin check, found to have MASD damage to buttocks. 
Patient aware of discomfort in that area. 

Barrier ointment applied. Mattress pump connected. 

For medical illustrations in hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		see above.				Clinical Support and Specialist Surgery (CSSS)

		I17181		10/5/25		21:16		10/14/25		Patient received a platelet transfusion which was initially received onto a RBC prescription. It was subsequently then received onto the correct RBC prescription, however the 2nd independent check was not completed. Neither were the start time or outcome completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise second independent checker incident with staff at ward meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		First and second independent checker should be completed before start of transfusion. 
Proper communication between ward and transfusion team.		Network Services

		I16906		10/5/25		10:01		10/5/25		tsrt9
Inf isocentre. Initial CBCT acquired with no issues (on panel A).  
Attempted to acquire 2DKV confirmation. Confidence tone heard, only ant image (panel A) appeared. No lateral image present. Generator timeout interlock.
Escalated to MCR, advised to try 2DKV acquisition again. Confidence tone heard, no image appeared. 
Advised by MCR to attempt 2DKV acquisition again, however discussed with superintendent radiographer and decision made to CBCT on panel A for confirmation				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Rejected		No Harm						Escalated to MCR and superintendent radiographer.
CBCT confirmation successful. 
Paused after completion of treatment to allow MCR to investigate mechanical issue. 
Confidence tone  task added. Additional image task added.				Network Services

		I16910		10/5/25		11:00		10/5/25		Patient moving and handling questionnaire not added by day unit staff (paed GA). Noted after #1 by staff member who had carried out the treatment prep task (by chance upon double check as treatment planning and treatment prep completed in quick succession). 
Also to note this therefore means it was missed at pre-treat, prep, first day chat and #1 stages. Task however was definitely added by pre-treat staff and was just missed/not completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Simms,  Leanne		Finally approved		No Harm		No harm		10/28/25		Escalated to B7, M&H check added to care path for following day (allocated to day unit) and alert added to pt's notes for urgency/for gantry staff to double check the following day.				Network Services

		I16908		10/5/25		10:15		10/5/25		TSRT9

Interlocks on PTC when treating G40_T0 beam, table lost compensation.
Additional imaging acquired 1x 2d pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/7/25		2d imaging				Network Services

		I16903		10/5/25		03:30		10/5/25		Patient walked to toilet alone and fell in the entrance of toilet. she said she could not stan and fell on her bottom. she has back pain .				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Williams,  Louisa		Incident being managed locally		No Harm						brought her back to bed. vitals monitored  and recorded. informed doctor on duty.				Clinical Support and Specialist Surgery (CSSS)

		I16904		10/5/25		05:00		10/5/25		Patient  fell down  when she was trying to go  to toilet early in the Moring as soon as she woke up from sleep. Witnessed  fall, patient fell down in front of staff member who went to attend her bell.
patient is mobile with stick/wheel chair /Ax1 and she has been assisting the whole night with toileting needs. however she comes  out of the bed and  tried to walk  with stick to the toilet by the time  staff attend her bell AND FELL		Encouraged patient to wear suitable footwear and to wait for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		Assessed thoroughly for any bruises , bleed or any injury
post fall protocol followed
observations checked and recorded
assisted the patient to come back to bed after excluding spinal code injury 
informed duty doctor for urgent review, seen by duty doctor and assessed,
moving and handling done 
advised the patient to call and wait before mobilizing
Fall care plan initiated
will inform relative with patients consent		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16918		10/5/25		13:36		10/6/25		First name spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		New sample requested at 14:30 via phone				Clinical Support and Specialist Surgery (CSSS)

		I16919		10/5/25		09:44		10/6/25		Sample bottle expired.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested.				External Other Trust

		I16932		10/5/25		03:20		10/6/25		Fall overnight - from bed to floor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Harris,  Andy		Rejected		Low Harm						From CWP anno: she had a fall at 03:20 when she moved out of bed to void urine. HCA attended her call and informed her she will get a commode mean while she moved out and fell . HCA has seen her but could not reach her . she fell on hitting her bottom informed doctor .
vitals recorded.checked her not open wound noted.
she complaint of pain in same place as before. checked if she hit her head she refused
seen by doctor she said she hit her head slightly but HCA dint see .
ct head requested to be done doctor said he will inform them. so that can be done by 8Am atleast.
she is on apixaban .
vitals monitored and recorded.
she is conscious oriented.				Clinical Support and Specialist Surgery (CSSS)

		I16912		10/5/25		08:00		10/5/25		Noted patient has a blister on the outer left heel on A-E assessment				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		Low harm		10/10/25		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage.		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage		Clinical Support and Specialist Surgery (CSSS)

		I16913		10/5/25		16:00		10/5/25		Patient is on ward 10 needed immunoglobulin  giving today as per iqemo and consultant advise, I was asked to help as noone trained on iqemo on ward 10,
after commencing the drug I realized it was different brand to ,what was specified on prescription.
Panzyga given. Privigen brand prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Thorne,  Hazel		Finally approved		No Harm		No harm		10/6/25		Pharmacy on call contacted, duty manager contacted. Patient observation taken.
out of hours pharmacist also consulted the haematology pharmacist .
I was advised that this was okay and it is same drug , different brand.
Patient infusion rate given as per Panziga protocol		increase of Ivig within surgical field and out of hours 
Additional training required for Iqemo training and management of immunotherapy patients  
Staff members  to reframe from prescribing by brand name to reduce error or to re-prescribe based on trusts current stock		Clinical Support and Specialist Surgery (CSSS)

		I16914		10/5/25		17:00		10/5/25		Patient had wanted to self D/C earlier in the shift, stating that the Dr stated that she could leave once ECG done and awaiting TTOs.  Confirmed with Drs they insisted on her to remain in.
Left ward approx 16:00. Stated coming back to ward, reminded that they had a cannula in that she should not leave hospital with cannula in situ.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Approx 17.30 staff nurse rang, message left as no answer.
Attempted to call at 19:00, no answer.
Rang husband explained tried to contact his wife. Husband very upset and frustrated.
Then explained that if she didn't want to stay inthat we would not force her, but we needed her to come back to remove cannula, understood that they're frustrated
He then stated she 'worked in radiology and will remove cannula herself'.
Repeated that we would like her to come in allow us to remove cannula and she can self discharge
He said she would do it herself and then hung up the phone.
Escalated to Dr Avanti on call, also escalated to nurse in charge		The patient is provided clear expectations time of admission during medical reviews. 
Nurses involved tried to resolve the situation within their means at time of event. 
The patient had capacity and was given explanation of rationale for admission and why leaving was against medical advice. 
It was the patients decision to leave despite this information. 
NOK was informed, and the patient was with him at the time of contact so the patient wasn't 'missing' as such. No further escalation indicated. 
Ward staff escalated appropriately to Nurse in Charge, Duty Manager and Medics.		Clinical Support and Specialist Surgery (CSSS)

		I16915		10/5/25		20:00		10/5/25		Current heat source (Geezer) not in use 
Staff member attempted to fill water tank with kettle water prior to evening tea round 
Hot water onto direct skin - left hand				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Staff		Harm		Clinical incident		Burn		Hot liquid or steam		Thorne,  Hazel		Finally approved		Low Harm		No harm		10/6/25		Burns management 
immediately rang under cold water - burn pack applied 
Escalated to duty manager 
Occupational health refferal required - work related incident 
? Faulty water tank - known by estates - currently delay fixing due to refurbishment		review of current management of hot water in the absence Geezer in kitchen		Clinical Support and Specialist Surgery (CSSS)

		I16916		10/5/25		22:30		10/5/25		I gave a dose of aciclovir 250mg as a push instead of an infusion. I made it up to 20mls saline as patient was fluid restricted (this is an acceptable dilution according to medusa) however I administered it as a push instead of an infusion over an hour. The mediation should have been given over an hour

Medusa "IV infusion (undiluted):
In fluid restricted patients only, aciclovir may be given undiluted (25mg in 1mL)(11) via central venous access device."				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Dr informed once I realised, Dr had no concerns, NIC also informed.				Clinical Support and Specialist Surgery (CSSS)

		I16974		10/5/25		00:00		10/7/25		TSRT9
2D acquisition tone and only 1 image appeared. Repeat attempt- no image appeared-escalated to superintendent at 1st attempt- decision made to used a CBCT to verify position. Additional CBCT dose & Additional 2D KV pair given.- this datix is in addition to I16906- filled out for 'Additional Mechanical CBCT'- this Datix is in relation to the 2D acquisition resulting in an additional 2d Kv Pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		contacted MCR logs requested.
Expected for 1# 0.090421906 x2= sup ISO 0.180843812
0.216013128549171 x2=Inf Iso 0.432026257098342

Total expected= 0.612870069098342/ #
Total Delivered= 0.341443811427291

X2 lat Head doses= 1 image appeared 1 did not- dose given each time

Additional CBCT used to verif- therefore additional 3D and x2 additional Lat Head doses (unusable & did not appear)				Network Services

		I16987		10/5/25		00:00		10/7/25		1 unit of Cryoprecipitate ordered but not used.		Increased awareness of handling blood products to be highlighted to team in monthly newsletter		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Informed AAU and wasted product.		Unclear from findings how additional unit was ordered and not used. Nonetheless importance of not wasting blood product (and financial implications of doing so) to be highlighted to team		Clinical Support and Specialist Surgery (CSSS)

		I17182		10/6/25		13:28		10/14/25		Second independent check completed by the same nurse.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I17183		10/6/25		12:53		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17141		10/6/25		09:13		10/13/25		Group and screen sample mislabelled.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		10/15/25		New sample requested via phone at 09:53				Network Services

		I17226		10/6/25		15:18		10/15/25		Unit of platelets collected from the blood issue room, and CWP not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion practitioner requested laboratory compatibility form from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17109		10/6/25		07:05		10/10/25		Sample bottle expired				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Rejected		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I16961		10/6/25		11:20		10/6/25		Patient started to vomit 16 minutes after Irinotecan infusion was commenced.		Reaction managed appropriately and documented, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Infusion was stopped. 
Observations taken and within normal parameters. 
0.25mg Atropine administered as prescribed. 
Patient monitored for 30minutes and remained stable. Vomiting/wretching stopped quickly. 
Infusion was re-started at the slower rate over 90minutes as per protocol. 
Further wretching/vomiting re-started at 12:50pm. 
Liaised with Consultant who prescribed a further dose of atropine 0.25mg and IV metoclopromide. 
Symptoms eased and patient was eventually discharged. 
Safety net advice to call hotline if patient is unwell at home or struggling with any toxicities.		Reaction managed appropriately and documented, no further issues reported.		Network Services

		I16963		10/6/25		18:00		10/6/25		Patient complained of feeling lightheaded to staff member whilst walking with frame.
Collapsed towards staff member, lowered safely to the ground.
Unresponsive for around 2 mins.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/8/25		Doctor informed.
Observations recorded.
Blood sugar obtained.
Cannulated with bloods.
Fluids commenced.
Moved safely to bed area.				Network Services

		I16964		10/6/25		19:00		10/6/25		TSRT9/level3/12f/ cf1c/ SB 13aa MD 13z
#1 m10 6.2mgy image taken, unable to see sup tumour, and patient had 5 degree rotations.

m20 filter required to see both prescribed PTVs

re-set  up and image with correct filter, rotns good - ptvs covered

treatment delivered without event

1 additional imaging event		corrective action

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Band 7 called - rotns and difficult to match - 2 lesion not covered, clip box off image.
Additional image note added.
Re- imaged with correct filter - and patient re-set up		field imaging lentgh insufficient

review all PTV		Network Services

		I16965		10/6/25		14:00		10/6/25		New C2 found on patient buttocks - reviewed by TVNs and accessed as MASD		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		TVN referral 
Med ill 
datix 
purpose T		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		Clinical Support and Specialist Surgery (CSSS)

		I16966		10/6/25		19:00		10/6/25		Pt attended XRT with stitches on his head and informed the treating team his partner had hit him with a vase and threatened to kill him.		Radiotherapy department referred to the safeguarding team. 
Safeguarding team liaised with Wythenshawe Safeguarding Team to ensure that appropriate action had been taken. 
Police involvement. 
Referral completed by Wythenshawe to adult social care.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Moderate harm		10/17/25		Long discussion with patient and his sister, police are involved and partner has been arrested and sectioned due to deteriorating mental health. Partner will not be returning to his house and he will change to locks, sister very supportive and has taken time off work to stay with patient. Patient visited Stepping Hill A+E and their safeguarding team are aware, review team informed but were happy to not review patient as already assessed in A+E. 
He assured me he is safe and has supportive family and friends, patients last # therefore signposted to Maggies and hotline number provided. Discussed at length support available and mentioned he will contact his GP to access this. 
Patients consultant and safeguarding team informed via email, anno in CWP.		Appropriate action taken by radiotherapy team by referring to The Christie Safeguarding Team.		Network Services

		I17015		10/6/25		12:00		10/8/25		Ordercoms number 9373555, 9372973, 9372976.  Urine ACR, Osmo and UPCR.  All three stickers received on 1 sample and bag, which was a microbiology bag.  Some samples state the time on them as 1am some say 10am.  These are biochem tests and should have been in the clear bags, however 3 barcodes on one sample is not right.  Unable to process as analyser cannot read 3 barcodes on one sample.  Should have been either 3 sep samples or one label with all the tests on.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Error logged. Booked in and all tests booked in on the request number ending in 555				Clinical Support and Specialist Surgery (CSSS)

		I17016		10/6/25		12:00		10/8/25		Ordercoms number 9373783.  Virology sample received in biochem bag.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to MRI with a delay.				External Other Trust

		I17017		10/6/25		08:00		10/8/25		Ordercoms number 9373315 & 9373318.  FBC sample received with biochemistry label on and biochemistry sample received with FBC label on.  Both unsuitable for processing.		A task and finish group has been created by the trust to look at ordercom incidents. Improvement and action plans will be discussed by the group		The Christie NHS Foundation Trust / Other / Photopheresis Department						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		11/6/25		Error logged, booked in with a comment in synergy stating why samples were rejected		The right label should be used for the right sample		Other

		I17018		10/6/25		12:00		10/8/25		Ordercoms number 9374126.  One sample received with two barcodes on - both with the same lab number and same tests so one could be removed from the tube.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, extra label removed as analyser cannot read two barcodes on one sample.

		I17020		10/6/25		13:00		10/8/25		Pharmacist covering AAU was alerted by Pharmacy tech that patient was taking Fludrocortisone 50mcg but prescribed as 500mcg (10x dosing). Confirmed with consultant on ward no plan to increase fludrocortisone.

Noted that 2 doses administered.		Findings and lessons fed back to A.P lead of medical staff and EPMA team 
Lessons learnt disseminated to all nursing staff on AAU to ensure they are querying prescriptions, particularly in light of the nursing staff giving the correct dose in this case but not ensuring EPMA was changed to ensure correct and safe dose received going forwards		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Immediately queried with treating nurse and confirmed that half of a ward stock 0.1mg given - therefore patient actually received 50mcg the correct dose. 

Explained to the nurse re prescription error and did the calculation with her.

Amended dose on EPMA as soon as possible		-Combination of incorrect (x10 dose) prescribing error on admission together with nursing staff not querying dose/administering substantially higher dose than is typical.

-Incident occurred over the weekend with reduced pharmacy reviews/cover, potentially leading to delay in identifying issue until weekday

-2 x medical ward rounds did not pick up on prescribing error prior to pharmacy identifying error on Monday. 

-Nurse who administered doses was involved in discussions at time of event and told reporter she had given 50mcg not 500mcg despite EPMA record. 

- Medical team informed at time of incident, deemed no harm to patient		Clinical Support and Specialist Surgery (CSSS)

		I17009		10/6/25		08:00		10/8/25		Ordercoms nummber 9373017.  Virology sample in with biochem/haem samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.		To follow up with training of ordercoms and action plans		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged, booked in and sent to MRI with a delay due to being in the wrong bag/pile		The right bag should be used for the right sample		Network Services

		I16917		10/6/25		02:55		10/6/25		patient found near to toilet floor when went  to do 15 min  check  since patient  was  confused  intermittently and assistance of 1 to 2.noticed  stool in the toilet , probably fell when trying to get  back to bed after  using toilet. patient declined banging of head or pain, post fall protocol followed.		All appropriate actions taken post fall, reviewed by medical team, no further actions necessary, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		observation checked .
full body assessment done for any bleeding or signs of fracture
excluded spinal cord compression
assisted to get back to bed 
lying  and standing not done since patient was not able to stand , Ax2 , M$ H updated , referred to PT,OT
requested urgent  doctor review 
 CT scan done  to rule out head injury or fracture since patient confused
1:1 care provided		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16925		10/6/25		08:04		10/6/25		Surname spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/6/25		New sample requested at 09:20 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16953		10/6/25		13:45		10/6/25		Phone-call from Renal CSN regarding her patient who needed an iron infusion - patient had been waiting for a phone call regarding an appointment time and where to attend for the infusion since 0800 this morning - patient had been added to our teams list for an iron infusion but no time on there, we were unaware that the patient hadn't been given an appointment time				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Incident being managed locally		No Harm						Patient aware we close at 1600 as we are an outpatient ward - is attempting to get to us for 1500 to have her iron infusion as planned - CNS aware that if patient is unable to get to us before 1500 that they would need to be re-booked.

For DG2 to review - patient was due to be booked an iron infusion - not part of R&Bs booking process.				Network Services

		I16954		10/6/25		09:00		10/6/25		Patient did not receive TPN night of 5/10/25, TPN script states wrong TPN bag in fridge - Triomel N4 in fridge but pt was only due to have this on 3/10 and then change to Triomel N9 from 4/10.
Script was written up and handed over to pharmacy on 3/10. 
Only Triomel N4 was written up on EPMA for the 3 days.		Pharmacy, dieticians and clinical teams to liaise to ensure completed in a timely manner to ensure no TPN is missed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/13/25		Checked CCU fridge and ward 10 fridge - none on CCU. 1x N4 on ward 10. 1x Triomel N9 in fridge with no name on.
Discussed with staff nurse looking after patient today.
Discussed with pharmacy tech covering ward 10 today. 
Datix input.				Clinical Support and Specialist Surgery (CSSS)

		I16955		10/6/25		14:45		10/6/25		Scanned patient with contrast in CT department. He was ok when I finished the scan. Told him to wait outside for 15 minutes to take out the cannula. When I went to retrieve next patient, the previous patient was having difficulty in speaking. A colleague mentioned that this has happened before, and I reviewed the last scanned form. Symptoms were not immediately recognized as indicative of a stroke, which led to delay in calling crash team.		06/10 - CSSS  Governance. Due to the seriousness of this incident, and that the potential outcome for this patient is a temporary loss of function/ increased length of stay in hospital, because of an intervention the Trust undertook, I have recategorized this incident as 'Moderate harm'. 
This triggers the need for an urgent 72 hour review to be completed. This will then be discussed at DPSIG, 9am Monday morning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Iddles,  Sarah		Finally approved		No Harm		Low harm		10/16/25		Called crash team.				Clinical Support and Specialist Surgery (CSSS)

		I16956		10/6/25		15:15		10/6/25		Patient called the trust to let us know., she had received a letter addressed to herself, but the content was for another patient. The patient read out to me the contents of the letter regarding the patient`s details. The other patients` surname is the only evidence of that it was for him as well as the contents that are on CWP. The letter I have attached below is the one that was sent to this patient .		The correct letter has been sent to the patient. She has returned the original incorrect letter and this has been placed in the confidential waste.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		I have asked the patient if she wouldn`t mind sending the letter back to the christie, which she said she will. I have spoken to another member of staff to make them aware what as happened. The secretary I spoke to is covering for the secretary that is on the letter. They said they will send the letter out to the correct patient.		Be careful and double check when copying into a letter from email or CWP.		Network Services

		I16957		10/6/25		12:46		10/6/25		Patient has been self administering the wrong dose of Sotorasib since she last collected her medicaiton. 
Has been taking Sotorasib 960mg (total dose) since 20/10/2023 
This lady has only ever known to take '8 tablets' was usually dispensed 120mg tablets however at her last collection was dispensed 240mg tablets and therefore supposed to be taking only 4 tablets. 
She has continued to take 8 tablets and therefore inadvertently doubled her dose accidentally.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Self administration		Dose or strength - wrong/unclear		Pabial,  Suneil		Finally approved		Low Harm		Low harm		10/8/25		Appropriate medical team informed. Patient contacted and informed. Advised to omit her medication for 1 week. Will attend the Christie today to have her bloods checked.				Network Services

		I16958		10/6/25		14:00		10/6/25		A patient was prescribed citalopram 30mg OD tablets on EPMA chart. However, patient sources identified the patient is taking Venlafaxine OD. Patient confirmed she takes the Venlafaxine capsules and she had her own meds with her. EPMA administration records showed patient took "citalopram 30mg" on 6th October however patient confirmed she took her own meds (Venlafaxine) that morning. Dr incorrectly prescribed Citalopram for Venlafaxine & also overseen by nurse to recorded administration on EPMA		email sent to all registered staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Drug/medicine - wrong		Marley,  Heather		Finally approved		No Harm		No harm		10/30/25		Informed pharmacist and prescriber to remove and amend. To prescribe Venlafaxine instead.		as per similar datix - nursing staff to be alert to the medication that patient is taking to ensure correct medication is prescribed and given		Clinical Support and Specialist Surgery (CSSS)

		I16945		10/6/25		10:15		10/6/25		Patient booked in for radiotherapy at 10:15 on 6/10/25, unfortunately due to an oversight in cardiac physiology booking process this appointment wasn't scheduled. Cardiac physiology had full schedule (Radiotherapy, Surgery and MRI). Cardiac physiology kindly agreed to attend once other patients appointments had been completed.

Apologised to patient, estimated availability of 11:30 passed on the patient, this was revised to 12:00 (at 11:00).

Cardiac physiology attended at 12:05.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Constantine,  Marvin		Incident being managed locally		No Harm						Discussed with cardiac physiology and patient to provide an estimated time for treatment.

Cardiac physiology to look into booking oversight.				Network Services

		I16946		10/6/25		08:45		10/6/25		DTI to spine and Sacral area. Not present on admission. Pt is on the End of Life pathway.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/29/25		Clinical Web Portal Pressure sore risk assessment updated. TVN ref sent. Pump connected to Mattress. Medical Illustration N/A as pt is on the End of Life pathway. Kerra pro applied to spine and Sacral area. DTI does not appear to be the cause of pts pain. Repositioned form Back to Left side. Band 6 Nurse Natasha also agrees that pt has a DTI.		Contacted TVN Matron 29/10/25 (and discussed with Ward Manager AAU previously during investigation). DTI attributed to end of life changes. 


Learning to be fed back to staff: 
Update PURPOSE T when patients condition changes (in this case risk assessment missed at time that patient transitioned to EOL). Although PURPOSE T is updated when DTI is identified. 

Elements of learning in documentation of actions taken in response to risk identified 
Across 3 day admission, staff consistently identified/annotate patients skin as significantly vulnerable but there is no documentation of additional measures taken to mitigate risk (for example increased frequency pressure relief given, pressure relieving cushions utilised, barrier cream applied, kerrapro pressure reducing pads applied etc etc). As above, DTI a result of end of life changes but pressure area care learning can be taken forward from this incident		Clinical Support and Specialist Surgery (CSSS)

		I16947		10/6/25		12:26		10/6/25		Crash call to security. 
Another staff member had noticed patient had gone faint and was not responding.
On arrival staff was recovery position. Staff members appears to be in a lot of pain under L rib. 
Staff member has no cardiac history, does not think she could be pregnant, no recent trauma to ribs. According to her manager has had many episodes like this before. Obs taken and is tachycardic 131.		Workplace adjustments adjusted in line with policies		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Staff		No Harm		Clinical Event		Collapse/faint/fit		Faint		Foden,  Gillian		Finally approved		No Harm		No harm		10/20/25		Taken to OPD dept 1 room for further assessment staff member was able to get up and sit on trolley. She feels that pain has subsided now. ECG completed and SR. Team left and her manager stayed with her for a discussion.				Network Services

		I16948		10/6/25		12:41		10/6/25		TSRT9
Patient set-up without the knee step outlined on the site set-up. Cone beam scan taken and realised knee step not present. B7 called and patient rescanned with knee step in. Pelvis M20 filter used. Additional dose to patient 10mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		B7 called, patient re-set up using correct immobilisation. Repeat scan acquired.				Network Services

		I16949		10/6/25		12:00		10/6/25		tsrt9 level 5 6d md13a cf1d
Patient attended for treatment as per 5# prostate SABR schedule. Change form put in on Friday afternoon saying treatment now for 20# and deferred until Wednesday. Change form stated patient aware of changes and 'Reg confirmed they will inform pt no longer for SABR and give new start date.' Patient not been called and not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		6D Communication of appointments to patient (including requested changes following initial booking)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Apologised to patient for lack of communication. Provided new start date/time and explained treatment was now planned for 20#. Have advised somebody from urology team will call to explain changes as per stated in change form (no updated documentation as to why # changed in patient's clinical notes so unable to provide information). Emailed consultant/registrar to contact pt. Datix completed.				Network Services

		I16950		10/6/25		00:00		10/6/25		TSRT9/ Level 5/ 7C
Patient CNS consultation note in CWP dated 3/10/25-  incorrect patient details and patient identifiable information present (patient 2) in wrong patient (patient 1) notes.		Incorrect patient detailed entered in CWP note. Member of staff informed who then ensured  Note redacted and entered into correct patient notes		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		7C New patient: generation of notes (including their availability as required across the patient pathway)		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/7/25		Email sent to Key worker who made the note- to remove the note from patient 1's notes and add to patient 2's notes and Datix submitted				Network Services

		I17654		10/6/25		08:44		10/29/25		Referral from the treating paediatric oncologist at Royal Manchester Children Hospital back in July to review patient for consideration of radiotherapy. An email to me on 11/08/2025 and followed up on 13/08/2025 by our admin team asking how I would like to proceed. These 2 emails were overlooked by me as I was on leave and did not look back when I returned until the referrer emailed me directly asking about this case.  This brought patient back on track after about 2 months of delay.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Thomas		Incident being managed locally		No Harm		No harm				Discussed on MDT, planned arranged (by medical oncology team). Further discussion happened today (29/10/25) at GMOSS MDT and agreed that I see patient in clinic to discuss pro and cons of radiotherapy. Patient was not seen by me before, so the duty of Candour not yet done.				Network Services

		I17228		10/7/25		02:40		10/15/25		Unit of RBC's collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17284		10/7/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used. Unit was issued to another patient who could have standard platelet.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Issued the unit to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17163		10/7/25		11:30		10/13/25		TSRT9
1x Additional 2d image pair acquired on review of logs post treatment. Logs indicate additional A/P and Lat image acquired. Confidence tone heard online but no image appeared on P2VA.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Reported to operational lead, activity capture updated.				Network Services

		I17206		10/7/25		13:55		10/15/25		Patient received a unit of RBC’s and starting information or no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		discussion held with RN who completed this transfusion, communicated with the team also so same error is not made.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the prescription will not close without this being documented.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		to look over all transfusions checklists when staring and to complete at patients bedside. 
RN doing transfusion should prioritise NEWS recording.		Clinical Support and Specialist Surgery (CSSS)

		I16989		10/7/25		13:25		10/7/25		14.9mls paclitaxel went through at slow rate. Patient pressed heir busser. Face was red and back pain.		Medication given for drug reaction	
Oxygen & Hydrocortisone 100mg, administered under PGD
	
Treatment stopped, attained help from nurses and ACP.
OBS done and recorded, 02 given with good effect.
100mcg of hydrocortisone given
back pain resolved 02 stopped and Sats sable. 
Patient felt a lot better, partner was with her so situation explained.
Paclitaxel discarded of as per policy and carboplatin given as per iQemo
Observations recorded prior to patient going home and NEWS2 score  - 0
Email sent to team and chemo apps to follow up and amend treatment plan		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Treatment stopped, attained help from nurses and ACP. 
OBS done and recorded, 02 given with good effect. 
100mg of hydrocortisone given as PGD
back pain resolved 02 stopped and Sats stable. 
Pt felt a lot better, partner was with them so I explained to them what had happened. 
Pac discarded of as per policy and carbo given as per iQemo 
Email sent to team and chemo apps.				Network Services

		I16986		10/7/25		11:58		10/7/25		TSRT9
Inf isocentre. x4 failed attempts at 2DKV acquisition. No confidence tone on first attempt, for remaining 3 attempts confidence tone heard. Generator interlocks present. 
Approximately 17 minutes downtime due to imaging issues. 
After 4th unsuccessful attempt decision made to use CBCT for initial and confirmation image (x2 additional mechanical). Panel A used as this was successfully used for SUP iso cbct. 
No further issues.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Online input from superintendent radiographer and MCR throughout
MCR attended in room after treatment.				Network Services

		I17000		10/7/25		12:00		10/8/25		Paper lab request form received with incorrect hospital number written on for patient.  Was booked in under the incorrect patient but then modified and sample rejected by lab with comment in synergy as it did not comply with laboratory acceptance policy.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Roberts,  Philip		Finally approved		No Harm		No harm		10/29/25		Staff member  came up to ask if sample could still be used with a correct form.  Informed duty biochemist and sample was processed according to laboratory protocol.				Network Services

		I17022		10/7/25		08:00		10/8/25		Ordercoms number 9374489.  Microbiology urine sample received with incomplete patient demographics. - looks like the printer is out of line and chopping of details.		To follow up actions re ordercoms themes and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Phoned ward and asked them to come and re-label sample as it cannot be sent due to incomplete demographics. Sent to Salford at the end of the day with a delay as the staff didnt relabel it during the morning.		To follow up actions re ordercoms themes and trends		Network Services

		I16991		10/7/25		13:00		10/7/25		Patient attended for Cycle 6 immunotherapy injection. he drove and was escorted into Hospice by Police due to dangerous driving. Patient was unsteady on feet and shoes on wrong feet. Patient did not wish to hand over car keys but was warned by Police that if they attempted to drive they will be arrested.
Patient agreed not to drive and gave verbal consent to have next of kin and medical GP and team to be contacted. patient was oblivious to the severity of the situation.		Patient was encouraged not to drive.
Hospice facilitated communication between police and the patient.
Police have notified DVLA.
Patient was safety netted and have subsequently been admitted to another hospital with pneumonia. 
Wife was called to ensure patient returned home safely and ongoing communication between hospice, treating team and wife.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		No Harm		No harm		10/17/25		Physiological measurement checked. Personal details of Next of Kin, GP details and oncology team  provided to police officers. explained situation to Patient and the importance of not driving.
Oncology consultant emailed and note completed on clinical web portal.		No specific learning but appropriate action was taken to safeguard both the patient and the public.		Network Services

		I17006		10/7/25		16:50		10/8/25		Nurse reported IV taz leaking from Port site while infusing. Aspirated only 2mls of "watery blood" from line prior to infusion and reported didn't feel it was flushing well. Handover given from morning team that Port had been "temperamental"				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Hamilton,  Ann-Marie		Rejected		No Harm						Infusion stopped
Advised to aspirate 5mls blood and flush again to check needle position, Tazocin to be disconnected  as no 3-way tap on line.
Advised new needle will have to be inserted				Network Services

		I16972		10/7/25		09:30		10/7/25		At 8:50 AM, the endoscopy team contacted TCPC to request that the patient be brought down for the procedure, and TCPC agreed. However, upon following up to ascertain the cause of the delay, the endoscopy staff received no response despite multiple attempts to contact TCPC. Ultimately, it took 40 minutes for the patient to be brought down, which resulted in delays for subsequent appointments. This, in turn, caused frustration and dissatisfaction among other patients awaiting their procedures.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Safety,  Patient		Rejected		No Harm						The Endoscopy Manager respectfully spoke with TCPC  Staff to inquire about the cause of the delay. TCPC reported the delay was due to lack of staff and busy with other patients. The Endoscopy team emphasised that the IPU is also experiencing high patient activity and ongoing services. Therefore, TCPC staff need to coordinate directly with the IPU Coordinator and the Endoscopy team, by promptly answer phone calls, or notify if there are any delays on their end.

They were kindly reminded of the importance of answering calls, as the lack of response caused delays for patient procedures. Additionally, TCPC was informed that the Endoscopy Care Pathway documentation remains incomplete and must be accurately completed, including the Entonox checklist. It was also reiterated that this is a mandatory requirement, which has been previously communicated.				External Other Trust

		I16970		10/7/25		09:10		10/7/25		wrong ecg added to patient
Female Patient A  2025215866 has Male Patient B's 202520021 ecg on cwp.		All staff reminded of importance of correct documentation and handling of clinical notes and their place in healthcare- including the diligence required to ensure documents are filed/uploaded correctly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		10/22/25		Incorrect Christie Number for patient A - please resubmit with correct number so we can investigate.

ECG removed from patient record and added to correct record via tech bar				Clinical Support and Specialist Surgery (CSSS)

		I16968		10/7/25		08:00		10/7/25		Low HCA staffing levels today and over last week due to 4 patients requiring enhanced observation, leading to delays to care and increased risk.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Monitoring and Information		Staffing		Staffing Issue		Mcgough,  Sophia		Incident being managed locally		No Harm						Escalated as policy to matrons, safecare updated, moves/swaps looked at for upcoming shifts, messages put on loop to offer bank shifts. 
Moves from BMRU where possible, housekeeper, hostess, students supporting with 1.1s, CE support on ward today. 
Today matron looking for support, currently 1 HCA on the floor leading to delays to care				Clinical Support and Specialist Surgery (CSSS)

		I16983		10/7/25		10:15		10/7/25		I was carrying out my role in the Mortuary department releasing a patient to funeral directors when my foot became trapped in a strap that had previously been added for patient safety reasons on the trolley but is not fixed therefore free to move around. This caused me to fall over directly on my knee on to a hard surface causing bruising and pain.		As above - remove strapping to revert mortuary trolly to manufactures specification.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Bereavement suite						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Hall,  Matthew		Finally approved		No Harm		Low harm		10/24/25		I was helped up off the floor by collegues and rested my knee. This is so far unsuccessful as I am in a tremendous amount of pain and discomfort. I have taken pain killers but am yet undecided if a trip to A & E is required.		All future adaptations to departmental equipment must be approved by Mortuary Manager prior to implantation via department change process. Discussions held with team about reverting previous change to manufactures specification . All staff members reassured of this step.		Clinical Support and Specialist Surgery (CSSS)

		I16984		10/7/25		11:55		10/7/25		I was asked to upload a document onto CWP by a secretary. Upon scanning and uploading the document, I realised that there were several dates present on the document, and that, in the context of the document, I had inputted the wrong date as the clinically relevant one.		The staff member recognised the mistake straight away and rectified it by requesting tech bar remove that and scanned into the correct date.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		I first took note of the time, and then contacted the secretary to confirm which date was the correct one. Upon the secretary replying, and confirming that the date was incorrect, I began the Datix process. Upon completion, I will also submit a redaction request to Tech Bar.				Network Services

		I16976		10/7/25		10:39		10/7/25		Monitor access to CWP request made to clinical trial using wrong DOG number. Monitor accessed CWP and saw list of patients for wrong clinical trial. Monitor clicked on top patient and saw main CWP home page then informed CTC and logged out of CWP.		None needed as inputter error		The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Taylor,  Claire		Finally approved		No Harm		No harm		10/20/25		Monitor logged out of CWP whilst CTC watched. CTC asked monitor not to log back into CWP. CTC informed manager who contacted CTC who made request for access to CWP. CTC who made original request to CWP checked request and realise incorrect study DOG number entered. CTC informed tech bar who asked the CTC to contact research systems to amend CWP monitor access request to correct DOG number. CTC also rang study monitor to apologise and check what monitor accessed on CWP. Monitor confirmed they saw a list of patients on another trial and clicked on the first patient and saw their main home page on CWP.		None needed as inputter error		Research and Innovation

		I16977		10/7/25		10:10		10/7/25		Patient was due endocrine bloods and then treatment. However, was treated before bloods and then too late (10am) for endocrine bloods (needs to be between 8.30-9.30am).
Patient will need rebooking ASAP for early bloods and appointment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		CSW identified timing too late and did not take bloods - correct action				Network Services

		I16978		10/7/25		11:15		10/7/25		During the preparation of immunotherapy medication (Pembrolizumab Lot :Z009879), leakage occurred from the closed- system drug transfer device (Lot: 14295341). The leakage was identified at the valve connection point, which was found to be cracked.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		The preparation process was immediately stopped, and the affected equipment (few drops inside the blue tray) was safely disposed of according to cytotoxic handling procedures. No spillage onto skin or surrounding surfaces was observed.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		Network Services

		I16979		10/7/25		10:00		10/7/25		tsrt9
The patients plan targets are not visible on the plan report screenshot from external beam. Discovered on #2.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11T End of process checks		Lowe,  Matthew		Rejected		No Harm						The plan target for MFO structures were taken from external beam planning.				Network Services

		I16980		10/7/25		11:40		10/7/25		An operation note was received for the patient and uploaded to patient's record but on the incorrect date				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/20/25		Document re-uploaded to the correct date. IT requested to remove original uploaded document from incorrect date.				Network Services

		I16993		10/7/25		09:00		10/7/25		Patient brought into theatre, on prepping the abdomen it was noticed that under a fold patients right side moisture lesion/ crack in skin with some redness and ? fungal infection.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Periwound dermatitis		Madden,  Sarah		Finally approved		No Harm		No harm		10/8/25		Micro biology swab taken and sent to lab, skin prepped  operation continued as per case. post operatively the area was cleaned and skin barrier spray applied , handed over to recovery advised may need medical illustration.				Clinical Support and Specialist Surgery (CSSS)

		I16994		10/7/25		11:30		10/7/25		within rehab session seeing inpatient on palatine ward. patient sat on edge of bed with  AO3 therapists. when moving forward on edge of bed therapist in position behind patient not fully prepared for movement and patient had slow uncontrolled movement forward of trunk - patients head made contact with therapist in front (therapist bent over so contact with therapists back) 
this was a slow light impact which patient reported caused no harm and therapist could not see any sign of injury.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/9/25		checked patient for any signs of injury, checked how patient was feeling. patient felt well and was happy to continue with rehab session.
at end of session handed over this event to Nurse on ward looking after patient and documented event.				Network Services

		I16995		10/7/25		14:00		10/7/25		In the process of sampling blood for culture from a PICC line a nurse (myself) was exposed to blood splash in the eyes. A build up of air in the culture bottle meant application of minimal pressure resulted in the spread of the sampled blood in a fine mist that contaminated myself and the surrounding environment / equipment.		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Spillage		Contained spillage		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean				Clinical Support and Specialist Surgery (CSSS)

		I16996		10/7/25		00:00		10/7/25		Following a pt phone call and feedback from a Gynae CNS at a nearby trust it became apparent that when patients were having OPAs in the Gynae CO Nurse Led 6 wk tel FU clinic there was not clear communication back to their 'home' trust asking for ongoing FU to be arranged.  The concern was that this breakdown in communication between 2 organisations could have led to patients being lost to FU				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Cox,  Margaret		Learning response required		Low Harm		No harm				The clinic was audited from Jan-Sept 2025, a total of 122 consultations.  In 74 cases there was no clear communication back to the referring Gynaecologist.  All trusts concerned were contacted and this found that 13 patients have not had a subsequent FU arranged, for 12 this is now being organised and there appears that there has been no apparent harm to pts (see attached document).  The13th had a delayed FU and in that time has presented with cancer recurrence.
The nurse running the clinic was informed of the issue and from 16/9/25 inserted back into every clinic letter a standard phrase 'Action Needed by referring [Gynaecologist[insert name]/Secretary [DICTATE]] please arrange follow up as per your local policy'.  The team is looking at other improvements to to the letter ie inserting the tel no. for the Gynae CNS from the patient's local trust and stating 'If you do not hear from them in the next 2-3months or have any new concerns related to your cancer please contact your Gynae Nurse Specialist ' so there is an extra safety net.  Also all the Gynae CNS's at other trusts have been given the option of being Cc'd in to the letter.  There has been a subsequent meeting with the nurse concerned who will use this incident for reflection and learning				Network Services

		I17108		10/7/25		15:14		10/10/25		No year recorded for date taken on sample.		To discuss at weekly incident meeting
To introduce scan for safety to minimise incidents		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Name should be properly documented on sample before sending to the lab		Network Services

		I17102		10/7/25		13:00		10/10/25		Patient due EOT muga scan , this was cancelled .Patient made aware but research team not informed . this is therefore out of protocol window.				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				escalated to manager and PI				Network Services

		I17060		10/7/25		10:25		10/9/25		During a pre-op assessment I began to review the "past medical and surgical history" for a patient, which was pre-filled from previous documentation. It Stated MI, T2DM, hypertension, permanent pacemaker, respiratory disease, renal disease. All of these are incorrect and the patient has never had any of these issues or procedures. It correctly stated "triple A" which was accurate for the patient. Discussed with the patient who was a good historian and reviewed GP record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/16/25		I deleted the inaccurate data from history once confirmed with patient and GP record that it was incorrect. Also edited surgical booking form to remove all of these. Discussed with operating surgeon and unit manager. Looked into past notes and only other records with this history on is a note from SACT on 28/5/25, screenshot attached.				Clinical Support and Specialist Surgery (CSSS)

		I17099		10/7/25		00:00		10/10/25		Patient consented for Radiotherapy for pain to hip, return to Unit at Tameside had a fall but did not inform the staff at Tameside until after after they had been seen at the Christie and consented.  Staff at Tameside were then made aware of this and patient had sustained a #NOF.
The Christie were not made aware of this and continued with the plan for planning scan and treat.
By chance Consultant spoke to the team and discovered this patient had had surgery with pins to the hip.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Safety,  Patient		Rejected		No Harm						Consultant  immediately asked for the ambulance to be cancelled and for treatment to be deferred for 2 weeks.  Patient did not disclose this as still wanted to commence treatment.
Incident needs to be raised with Tameside Hospital.				Network Services

		I17076		10/7/25		10:08		10/9/25		TSRT9/ 13F/ Level 3/ SB13i/13AA/ CF1C
Noted prior to #4 when reviewing images.
On #2 (7/10) and #3 (8/10) patient had blankets/ a bair hugger covering them anteriorly.
These materials were in beam path for G355, G330 and G305
Not picked up at systematic or online.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Redfern,  Matthew		Finally approved		No Harm		No harm		10/22/25		Escalated to superintendent radiographer.
Alert added, and comment added to image review document to aid appropriate placement of blankets. 

Discussed with duty physics verbally- Journal note added in retrospect 'Dosimetric review carried out for the impact of patient having a blanket covering the beam path on #3 of treatment on 15th October 2025. Due to being a single fraction of 23# treatment and low density of the blanket. No dosimetric concerns were identified with regards to the overall plan dosimetry.'				Network Services

		I17068		10/7/25		08:30		10/9/25		When raising patient bed accidentally knocked oxygen on the wall causing it to snap in the oxygen vent. Unable to stop Oxygen leak from the wall.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Estates, Matron on call, security and medical physics and fire safety informed immediately for support. 
Patient moved to corridor, was not on oxygen and transferred to another ward until fixed.
Windows opened in the SR and door kept shut where possible. 
Leak slowed down by medical physics and problem identified. Did not need to turn off oxygen supply to the ward and managed to fix the problem by 2pm the same day. Room operational and safe for use 2pm onwards.		Accident, nil lessons learnt.		Clinical Support and Specialist Surgery (CSSS)

		I17037		10/7/25		13:00		10/8/25		Query medication given that was out of date.		Medication sent from RMCH for BMT patient undergoing TBI. Nurse noticed medication out of date when going to administer. Thus further medication ordered from pharmacy, 
Fed back to RMCH that medication is out of date		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/21/25		Medical team informed.				Network Services

		I17040		10/7/25		19:30		10/8/25		19:00 HCA alerted to RN in bay - Alison short of breath, panicking and trying to get out of bed
Platelet transfusion had finished
Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD
Obs settled, breathing returned ot normal rate
Weaned off oxygen as now Scale 2 as of today
Alison feeling much better, medic reviewed on ward
Platelet bag saved to go back to lab, esc to medic to sign transfusion reaction forms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Medical Oncology / Head and Neck (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		Low Harm		No harm		10/10/25		Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD				Clinical Support and Specialist Surgery (CSSS)

		I17671		10/7/25		14:00		10/30/25		On cycle 1 Carboplatin and Etoposide, she had IV Carboplatin and Etoposide on Day 1 and oral Etoposide Day 2 and Day 3. 

On cycle 2 onwards, Etoposide prescribed oral for Day 1, 2 and 3. 
Patient not verbally informed about this when supplied with TTO's and did not take day 1 oral Etoposide. Instructions on box of Etoposide did state to take on Day 1, 2 and 3 but she did not realise this. 

This also happened again on cycle 3 29/10/2025.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Escalated by patient 30/10/25. Clarified with parent oncology team that she can take Etoposide Day 2, 3 and 4.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		Network Services

		I17207		10/8/25		16:23		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meetin		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17299		10/8/25		00:12		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP  post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17283		10/8/25		10:00		10/16/25		Two units of HLA-matched platelets were ordered for this patient, but only one was used. The 2nd unit was used for another patient who needed a standard platelet.

Donation number: G095625367428Y				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17482		10/8/25		10:00		10/23/25		Trial travel reimbursements submitted with wrong patient details
Payments gone to diseased patients account ( previous trial patient)				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				The Christie NHS Foundation Trust / Research Delivery Team / Head and Neck Research Team		Incident affecting the organisation		No Harm		Non-clinical incident		Finance incident		Loss of cash or cheque		McCaul,  Damian		Finally approved		No Harm		No harm		10/29/25		Informed line Manager of error 
Ensured new blank form added to files - so others not repeat mistake
Informed Team - check all patients details				Research and Innovation

		I17501		10/8/25		14:49		10/23/25		tsrt/level 3/
4d lung noted after started scan that pitch had not been amended was set at default pitch				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hannelly,  Lisa		Incident being managed locally		No Harm						Staff paused scan and called b7 who advised that they should terminate scan and start again with correct pitch 
dlp from first scan was 14.8mgy 
This was first occurrence of additional exposure due to protocol failure				Network Services

		I17041		10/8/25		19:35		10/8/25		Test injection was performed and patient felt okay. However when during the contrast injection contrast was not seen at on the image and scan was stopped. Local swelling was observed in keeping extravasation. This happened at PR2 Pat-seed CT.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		Low harm		10/14/25		Contrast injection and monitoring scan was stopped. Explanation  was given to patient on what has happened.
Cannula was disconnected from injector and attempt was made to aspirate with 10ml syringe. Cannula was then removed and the area marked with skin pen. Cold pack was applied and arm elevated.
Consent was obtained and consent form completed with the patient and photograph taken.
Extravasation leaflet was given to the patient and follow up plan was discussed.				Clinical Support and Specialist Surgery (CSSS)

		I17039		10/8/25		19:30		10/8/25		Pt attended AACU post pharmacy closing hours
Needed 10 days Dalteparin 15000 from emergency drug cupboard however no stock available
On call pharmacy states likely 1 hr before a script can be dispensed as she is not on site.		forms must be completed by staff out of hours to ensure stock is replenished and available for ongoing use by other colleagues when needed. This needs to be disseminated across the trust to all teams that make use of the Emergency cupboard stock outside of pharmacy opening hours		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Watt,  Loretta		Finally approved		No Harm		No harm		10/9/25		Stat dose given
Husband will collect remaining script tomorrow		Clinical staff taking items from the Emergency cupboard should ensure a sheet is completed to ensure stock is replenished by the pharmacy team		Clinical Support and Specialist Surgery (CSSS)

		I17032		10/8/25		13:00		10/8/25		Helen attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On observation she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script. 
Email sent.		Patient attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On looking she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart. NEWS" score - 3 at 13.00 then at 13.40 NEWS" score was 0.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script.
Email sent to team and schedulers.

DR requested - Has had reactions to Carbo/Paclitaxel
Requested clinic FU on 21/10/25 to discuss alternatives
Please book chemotherapy chair on 29/10/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Reaction protocol followed.
Observations taken, see news 2 chart.
Monitored patient before restarting treatment.		Reaction guidelines followed and patient safety considered throughout.		Network Services

		I17033		10/8/25		10:44		10/8/25		Patient had procedure for TAH, BSO, Omentectomy and Appendicectomy - Anaesthetist requested for the surgeons to have Rectus sheath catheters for this patient at the WHO brief. Both rectus sheath introducers were inserted followed by inserting the catheters, upon pulling back the white plastic - the right side plastic snapped leaving 5cms of the plastic inside the patient and the surgeons had to create a bigger excision and forceps to remove the foreign object.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						Completely removed the rectus sheath catheter from the right side only. Packaging kept and images taken of the medical equipment to be reviewed. Surgeons refuse to use the catheters for their next case.				Clinical Support and Specialist Surgery (CSSS)

		I17034		10/8/25		14:00		10/8/25		Patient attended for #2 SABR, set up immobilisation used as per site setup. Rad noticed that there had been a large post verification vert shift on #1 (+2.2). When checking the plan PDF Rad noticed that there appeared to be a large civco that was not noted on the site setup. This was identified during patient setup in the treatment room and escalated to B7 before XVI acquired.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		Low Harm		No harm		10/10/25		B7 informed who agreed it appeared there should be a large civico (checking plan PDF & XVI rtp image). B7 called CT scanner at satellite centre in which patient had their planning CT scan who confirmed large civco used. Patient re-set up using large civco and proceeded to treatment as per protocol. Site setup amended by rad to include correct immobilisation device.				Network Services

		I17035		10/8/25		14:15		10/8/25		Patient complained of itchy hot palms after 155mls of carboplatin. Palms looked red on examination		Team reviewed on 9/10/25 - Pls book in for 28/10/25 Morrison Tuesday afternoon clinic for review pls due to carboplatin reaction for C4

SA carbo AU5 desensitisation script prescribed. pharmacist has kindly screened through 

Chemo appt will appoint date on 28/10/25 before her next cycle on 29/10 given reaction. 

I have asked to post out the desensitisation meds to take on 26/10

Phoned Lynn to discuss about above, she is happy and aware to start taking meds on 26/10 in preparation of chemo		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/10/25		Infusion stopped, obs done. Reaction meds administered. Symptoms soon settled. Protocol states not to rechallenge same day, refer to team. Obs rechecked and sent home.		reaction guideline were followed
patient had follow up and treatment plan changed and patient informed before next cycle.		Network Services

		I17036		10/8/25		16:35		10/8/25		Patient  states back pain. Infusion stopped .Patient flushed. Patient reports SOB. Patient attended to by staff. Observations taken, ACP  called to scene. Patient states feeling sick, sick bowl offered. ACP prescribed Metoclopromide, which was administered. Observations taken . Patient states wanting to open bowels.  Patient taken to toilet. Paracetamol prescribed and administered. Observations taken. ECG done.		Medication given for drug reaction	Hydrocortisone 200mg, administered under PGD
Other, Metoclopromide, paracetamol
Actions and result of actions taken	- Patient administered medications above under PGD. Observations taken and patient monitored. ECG done and cleared by medonc. Patient reviewed by ACP on site. Paclitaxel not re-challenged. Carboplatin administered.
Team emailed to chase up. 

Paul recovered from reaction and obs stable.
Carboplatin administered as prx.
Paul well on completion aware to call hotline if required or seek emergency advice if necessary.

Doctor review as follows;

SpR A.Elwasila/ UGI clin onc

G2 reaction with C2 concurrent paclitaxel (not rechallenged but given carbo)

TC to pharmacists on 8535 - no guidance for UGI hypersensitivity with paclitaxel, also nab-paclitaxel not approved for UGI. We looked at breast protocol which states: IV dex., famotidine, chlorphenamine and slow rate paclitaxel which patient has already been having with script

Pharmacist will kindly get back to me given complexity here

UGI pharmacist kindly called back and we have made amendments as per UGI paclitaxel protocol: Dex. IV 1hr pre Rx, chlorphenamine, famotidine and slow rate paclitaxel

Pt. will need to take famotidine day before chemo (when he attends tbs)		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Infusion stopped, Hydocortisone 200mg administered under PDG, Observations taken, ACP attended. Metoclopromide administered. Patient reports feeling slightly better. Paracetamol prescribed and administered. ECG done and reveiwed by med onc. Paclitaxel not to be re-challenged.		Extra information needed - for example treatment infusion stopped - what volume went through.		Network Services

		I17028		10/8/25		14:41		10/8/25		Wrong appt booked				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25						Network Services

		I17029		10/8/25		14:47		10/8/25		wrong appt booked		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.  In-between this an email was sent to the secretary to book see below


MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.

MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please				Network Services

		I17030		10/8/25		15:20		10/8/25		Pt reported feeling hot & flushed and nauseous. Gave pt sick bowl where she then vomited. Symptoms occurred towards the end of Carboplatin infusion.		Observations taken and were stable. Patient safely discharged after doctor on the unit prescribed IV metoclopramide and sickness settled.

Team and chemo appts emailed - to ask if patient needs slower rate infusion or stronger anti-emetics pre-treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Chemotherapy had been infused at time of reaction. Sick bowl provided. 100mg Hydrocortisone given under PGD, IV metoclopramide prescribed given. Observations monitored throughout. Symptoms started to settle after anti-emetics given. Observations re-checked after 30 mins, Pt feeling well in herself to go home. Pt safely left unit, safety netted with hotline. Has oral metoclopramide at home,. advised to take this if feeling sick later.		Importance of clear documentation and ensuring patient is followed up post reaction.		Network Services

		I17065		10/8/25		10:00		10/9/25		6cm IUT found broken upon opening a sterile medium venezia (2) set. not used inside the patient, replaced with a 6IUT from a different set
(01)08717213054851(10)1000251079 (240)126129-01				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of clinical use , not used in the patient				Network Services

		I17097		10/8/25		00:00		10/10/25		TSRT9.
CMA moves input incorrectly, S/I move input as + instead of -.
Noticed at time of moves during set up in the room as moved in wrong direction.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 called and CMA moves amended and checked.
Pt reset up and treated correctly.
Discussion with prep room staff regarding the need for vigilance when inputting CMA moves.				Network Services

		I17105		10/8/25		09:54		10/10/25		Surname incorrect on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17106		10/8/25		08:32		10/10/25		Forename and Surname spelt incorrectly on transfusion sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Rejected		No Harm						Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17107		10/8/25		00:00		10/10/25		Sample tube expired.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I17136		10/8/25		11:40		10/13/25		Thiamine test rejected from lab due to not being protected from light. 2nd time this has occurred for this patient (Same issue 10th Sep). Also has happened with another patient on same trial (24th Sep)		All staff emailed and reminded to protect Thiamine sample from light when send to labs		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Will inform PI & plan to recheck result at next visit.		IMP - Thiamine samples to be protected from light		Network Services

		I16997		10/8/25		04:00		10/8/25		VTE assessment on admission 27/9/25 - Awaiting senior review for decision on prophylaxis

prophylaxis anticoagulation has never been prescribed for patient, no repeat VTE assessment 
patient is mobile but not frequent				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Finally approved		No Harm		No harm		10/28/25		handover to staff on multiple occasions to chase medical team regarding VTE assessment/ prophylactic anticoagulation. 
also written in nursing notes on multiple occasions 

27/10 -  CSSS Governance; My deepest apologies. This incident has only just appeared on my DCIQ after some settings were changed by DCIQ IT support. Relates to a Med-Onc Lower GI (Colon) patient on Ward 4 submitted 08/10.				Network Services

		I16998		10/8/25		02:00		10/8/25		unable to cycle count second drawer of omnicell for CD check 
this has been an issues for a long time				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting the organisation		No Harm		Medication incident		Storage		Other		Langstaff,  Alexandra		Incident being managed locally		No Harm						escalated to matron				Clinical Support and Specialist Surgery (CSSS)

		I16999		10/8/25		09:00		10/8/25		Patients chest drain was inserted 07/10  evening  and drained 700mls but the x-ray suggests there may be more fluid.

Sporadic drainage on the ward as  only opened 4 hours later and then left on free drainage which is against the chest drain protocol. Not much drained overnight.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Rejected		No Harm						We advised the nurse on the ward to flush the drain and see what else can be drained as there was some sediment in the tube.

The nurse will send an Alertive the chest drain team after this, and then the patient should go for a chest xray if drainage appears to stop.				Clinical Support and Specialist Surgery (CSSS)

		I17023		10/8/25		10:00		10/8/25		Patient dispensed GCSF injections by pharmacy as part of mobilisation treatment for stem cell harvest. Dispensed in split dose 300mcg & 480mcg dose to be administered once daily, total dose 780mcg. Patient only administered X1 300mcg GCSF daily.  Low CD34 count reported potentially due to error.		To reallocate incident to outpatient pharmacy		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Verbal patient directions - wrong/omitted		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with senior team. 
Additional GCSF administered to ensure correct dose given today. 
For Plerixafor this evening.				Network Services

		I17024		10/8/25		10:20		10/8/25		TSRT9/level 5/ 13AA/ SB13AA/ MoD 13AA/ CF1c
GA patient #3. Additional imaging task was not added follow a repeat GEC #2 for resetup.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		The additional imaging questionnaire was updated by B7 upon realising additional image task was not added.				Network Services

		I17026		10/8/25		13:55		10/8/25		TSRT9 13CC SB3i 13CC CF3a
Scan started using Pelvis M20 CC. Error message popped up partway through scan saying
'Unable to create target file to app MOSAIQ'. Scan interrupted as was still acquiring image. Engineers and B7 called. Patient taken off the bed as Mosaiq needed to be restarted and test scan needed to conducted. 152 frames/650 frames delivered. Approximately 2.4mGy additional dose delivered to the patient.		Following error popped up on MOSAIQ window during XVI scan "unable to create target file c:\MOSAIQ APP\vmi_icom.dll" SHARE.EXE was not loaded, or a shared region was locked", so rads interrupted scan and called RTSG .152/650 frames delivered.
Clicked ok but the error kept popping up, so the patient was removed from the bed. Tried restarting MOSAIQ and CCP pc, error disappeared, did test scan and gave the machine back to rads bu the error returned.
Then Cao did multiple attempts to re-establish the connection between MOSAIQ and LINAC by restarting CCP PC and eventually rebooting lilac but no luck. Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/13/25		Scan interrupted when error message appeared. Engineers and B7 called. Patient taken off the bed and moved to another suite to complete their treatment.
Engineers conducted test scan which was ok. However next patient loaded up and error message reappeared. Next few patients moved off the suite so engineers could investigate further		Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		Network Services

		I17001		10/8/25		09:30		10/8/25		Internal referral was delayed over 1 month		- Delay was queried.
- Referral processed as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added to triage and reported to Datix		- This issue should of been raised by the secretary who typed the letter.		Network Services

		I17002		10/8/25		08:50		10/8/25		Medication error Oxycodone 10mg MR given when oxycodone 10mg SR prescribed		- Will request that this learning is discussed during medication study day
- Learning given to AAU/AACU vi email, handover and verbal to highlight potential mistakes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Cunningham,  Melanie		Finally approved		No Harm		No harm		10/17/25		Observations taken NEWS -1 due to Heart rate 100
Patient informed - apology given 
Medical team informed 
Nurse in charge informed		- Need to clarify medications with patients before administering.
- Check the information on EPMA		Clinical Support and Specialist Surgery (CSSS)

		I17003		10/8/25		10:12		10/8/25		Invoice proposal sent to CRA for wrong study in error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/10/25		Have attempted to recall the message and sent a follow up e-mail requesting that the CRA ignore and delete the email				Research and Innovation

		I17010		10/8/25		11:25		10/8/25		While checking IV Cutdown set from the radiology department, my colleague noticed a suture packet on set, when he went to remove he noticed that there was a suture in the packet. Photographic evidence taken, suture and packet disposed off safely in a sharps bin				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / TSSU				Incident affecting Staff		No Harm		Equipment incident		Medical		User error		Ross,  Emma		Finally approved		No Harm		No harm		10/8/25		Photographic evidence taken, suture and packet disposed off safely in a sharps bin				Clinical Support and Specialist Surgery (CSSS)

		I17011		10/8/25		11:50		10/8/25		started off with back pain after 13 minutes of the second rate (76), back pain which then started chest tightness. This is how the first reaction started however patient informed us sooner this time so the reaction wasn't as advanced this time. treatment stopped, 100mg hydrocortisone given at 11:50. observations taken and consultant informed.		Correct procedure followed and after discussion with consultant treatment re started. A pla has been agreed for following cycles due to limited treatment options.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/13/25		treatment stopped hydrocortisone 100mg given consultant informed				Network Services

		I17012		10/8/25		11:04		10/8/25		Pt had RTP & transport booked for 8/10 at 2.45. We were informed by Health records at 11.04 on 8/10 that a F2F interpreter could not be sourced. A tel interpreter was not appropriate due to the type of appointment and the pt has dysphasia and can't talk on the phone to an interpreter.		at least 5 days notice is required to book an interpreter with our out side providers		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Interpreter service				Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Goodall,  Robert		Finally approved		No Harm		No harm		10/20/25		Transport cancelled and pt's niece contacted to advise not to get in transport if it turns up as we have had to cancel the appt due to no interpreter. Rebooked for next avail 15/10		at least 5 days notice is required to book an interpreter with our out side providers		Network Services

		I17013		10/8/25		10:00		10/8/25		TSRT9
Paediatric patient had CBCT image verification 1# early (on #7 when should've been #8)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 made aware, offline review done, patient only 10# and so imaging went complete. No harm as no additional image needed over course of treatment.				Network Services

		I17014		10/8/25		12:45		10/8/25		I was provided with an incorrect hospital number by a member of the clinical team to send a message on CWP.  I sent a message to the wrong patient.  Is it possible to remove this message from the patient's records?				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Scott,  Andrea		Finally approved		No Harm		No harm		10/8/25		Message sent on correct patient records and IT contacted to ask for a redaction of clinical message				Clinical Support and Specialist Surgery (CSSS)

		I17673		10/8/25		08:30		10/30/25		INCIDENT REPORTED BY TCPC :Patient has bloods taken at home externally the day before treatment. Treatment is an on hold drug and requires bloods to be back before Baxters make the drug. Bloods taken on 07/10/2025 but not showing on CWP. NIC thought bloods were delayed in arriving to lab as had spoke to patient that day and confirmed bloods had been taken. Due to delay patient's appointment had to be moved from 08:30 to 12:30 as treatment would not be on site until then.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						8/10/2025 NIC checked again in the morning and bloods still not showing. Went down to labs and they confirmed bloods had been delivered approx 12:00 on 0/10/2025 and analysed and results on the system. Results printed for nurse and treatment then taken off hold. Delay in treatment arriving due to this error and did not arrive until approx 13:00. Delay also in chair being available due to capacity on unit and apologies also given for this.				Christie Pathology Partnership

		I17611		10/8/25		12:55		10/28/25		Tick box missing off consent form				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		10/28/25		Consent form completed, datix, redaction requested				Network Services

		I17511		10/9/25		16:00		10/24/25		I received a call from the BCN in clinic to say they were on a new patient's file who they were seeing that day and it had an outpatient history for a different patient on it. There were also errors on the outpatient history for the patient it actually related to.		Error identified and correct process followed to rectify and redact information.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Research and Innovation First floor -administration office				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		10/30/25		I amended the errors and added to the correct patients files. I have reported an error and asked for it to be removed from the wrong patients file				Network Services

		I17306		10/9/25		08:00		10/17/25		Ordercoms number 9377301 Requested by Cindrella Chikombe :  Virology sample sent in biochem bag.  (Please note that Virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem & haem samples are sent in the clear bag and processed here.  This sample was delayed getting to MRI as it had been put in the clear bag and put in the biochemistry pile.)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				External Other Trust

		I17307		10/9/25		12:00		10/17/25		Ordercoms number 9378161 Requested by Meena Afzal Lakha : Virology sample sent in microbiology bag.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could have ended up in Salford as it had been put in the wrong bag. Consequence -  sample not processed and no results on CWP.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay as it was in the wrong pile due to being in the wrong bag.

		I17387		10/9/25		09:00		10/21/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare team.
Pharmacy Homecare team have looked at CWP to establish if patients medication has been re-dispensed.  In this case the medication was re-dispensed.				Network Services

		I17389		10/9/25		09:00		10/21/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed where applicable
Pharmacy Homecare Team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.  
Record of datix number added to return log
Email sent to team and reply sent to say patient will collect in future.				Network Services

		I17421		10/9/25		14:50		10/22/25		My colleague received a phone call from a patient to say they had received another patients letter attached to their own letter. She took down the details of both the patients involved.		staff was contacted and he confirmed he would shred the incorrect letter 
Letter re-printed and sent in the post to correct patient 
Patient whose letter was sent in error contacted and explanation provided and apology for the breach		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/24/25		Patient disposed of the wrong letter in confidential waste and a new letter was sent out to the patient who had not received a letter.		Staff members reminded of the need to ensure that letters are not stapled in error 
Reminded of patient confidentiality		Network Services

		I17208		10/9/25		11:21		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17185		10/9/25		00:00		10/14/25		An email was erroneously sent to a recipient in another Trust - The email contained internal and external communications about a business continuity incident involving the temporary closure of the Aseptic unit and action being taken to manage this ( organisational  sensitive information)
No patient PID 
Staff Trust email addresses included.		Distribution list corrected. Email recipient confirmed deletion of the email.		The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		1.Distribution list updated- internal personnel advised of the error in distribution and not to use.  2. New list created. advised used RBV not the global address list 
3. Information Governance team advised  to confirm local contact or central contact  -local advised 
4. Recipient contacted with request to :
"not to open, share forward or save the email or its contents; to delete the email immediately (along with any attachments it may have included), remove it from their trash or deleted items folder as well and ask for a confirmation that these have been done" Individual on annual leave until 20th October. To FU post this.

05/11/25 AS QT- email sent in error was confirmed to be deleted by the external recipient. No further action to follow.		Distribution lists require review prior to cascade emails being sent		Research and Innovation

		I17142		10/9/25		12:11		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive at 12:20.		sample should be properly labelled before sending to the lab		Network Services

		I17145		10/9/25		18:33		10/13/25		E.coli in peripheral and cvc Blood cultures 9/10/25. Inpatient since 9/9/25 ward 12.  Patient deceased 10/10/25.		Reminded staff to label each blood culture bottle accurately		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS. 72 hour review requested. Medical team aware.		Ensure labelling all blood culture bottles with accurate location of site		Clinical Support and Specialist Surgery (CSSS)

		I17146		10/9/25		16:00		10/13/25		A patient on the Costi-MM study (24_DOG06_344) was admitted as in inpatient for a SAE on 03/10/2025. The admission was documented on CWP by the PI; however, the lead CTC was not informed of the hospitalisation. The lead CTC reviewed the patient's records on CWP on 09/10/2025 and came across the discharge summary sheet for this admission. The reporting timeline for SAEs is 24hrs from when the team is made aware of the admission, however this was not reported until 6days after admission by the PI.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Garcialopez,  Tamara		Incident being managed locally		No Harm						The lead CTC communicated with a nurse working on the study to confirm the SAE. The lead CTC then notified their manager of the incident. This was then raised in the Management Meeting. Following the Management Meeting, the Senior Research Nurse and PI supported the CTC in completing all the required information to report the SAE to the clinical trial sponsor.				Network Services

		I17147		10/9/25		12:50		10/13/25		The haemofilter stated that the effluent bag needed changing. Therefore the nurse changed the effluent bag. Whilst doing this a sign came up that said there was an effluent bag weight change and the red alarm started to sound. The page then froze and we could not press continue or silence the alarm. It would not let us press any button.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Equipment incident		Medical		Failure of device/equipment		Harris,  Andy		Rejected		Low Harm						I tried to press the green on button but nothing happened. It was then decided to detach the patient's red access line, attach it to a bag of N/Saline and return the patient's blood using the crank. This was being done by myself and a band 5 staff nurse. 
Unfortunately I had forgotten to remove the return line from the clamp and so we when we were trying to manually return the blood with the crank the blood would not return, which I understand is my mistake. Therefore we detached the return line without returning the blood to the patient as around 10minutes had passed by then and therefore thought this was the best course of action. We removed the PrisMax from the room. A senior sister pressed and held the green start button which restarted the machine. The screen said 'System Reset Occurred' and would then give instructions on how to return the patient's blood using the handcrank. 
I then rang the vantive helpline and they offered for vantive to come and look at the machine to see what went wrong and when they can do so it doesn't freeze again. Ref No. 293599
Patient was put back on a different Pris Max haemofilter.				Clinical Support and Specialist Surgery (CSSS)

		I17148		10/9/25		11:00		10/13/25		Docetaxel infusion reaction started 5 minutes into infusion. Janice complained of feeling warm in her face and had back pain. Patient managed successfully following drug reaction protocol.				The Christie NHS Foundation Trust / Network Services / Satellite Sites						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Infusion stopped. Observations checked and satisfactory. 10mg chlorphenamine IV given and 100mg hydrocortisone as per protocol. Symptoms settled down within 30 minutes. Infusion re-started as per slow rate/hypersensitivity protocol. Remainder of treatment given with no issues.				Network Services

		I17152		10/9/25		17:13		10/13/25		C.diff PCR positive, toxin positive 09/10/25. Previous positive 24/8/25. Recent discharge from ward 12 (5/9/25) within the past 84 days.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Cdiff		COIA (community onset – indeterminate association)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS, medical team aware. 72 hour review requested.		severity not documented by medical team		Clinical Support and Specialist Surgery (CSSS)

		I17285		10/9/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient who could have standard platelet.				Network Services

		I17137		10/9/25		13:05		10/13/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		New signed form requested via Alertive at 14:11.				Clinical Support and Specialist Surgery (CSSS)

		I17139		10/9/25		10:14		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via phone		sample should be properly labelled before sending to the lab		Network Services

		I17112		10/9/25		14:00		10/10/25		Patient had medicine prescribed and the weight had been documented in the height and vice versa

Reallocated from ORTC as error was made at initial prescribing				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Joanne		Finally approved		No Harm		No harm		10/28/25		did not give treatment 
Rang pharmacy and informed of error
Informed patient, apologised and sent patient home to have newly prescribed medication today

13/10/25 - Re allocated from ORTC as error was made at initial prescribing.		Picked up immediately by pharmacy screen and clinician informed and prescribed correct treatment using correct weight and height		Network Services

		I17103		10/9/25		14:20		10/10/25		Pt initially due for Chemotherapy at 9 am. Pt called Christies inform us that she will be late as the transport that was booked come to her house but left.

Pt states the transport desk at Christies would arrange another transport for 10am but it did not turn up.

Tried to call Chrsite again to tell them what happened but could not get through. Pt is at home and states she will not be coming. no capacity to treat her this week.		Will escalate to NWAS team in the next meeting to investigate and take action with the taxi provider provided on the day for the patient		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/14/25		Informed Pt unable to reschedule treatment later in the week. Treatment deferred 1 week and team informed that pt did not have treatment as scheduled. Advised by team to Datix for transport issues		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17069		10/9/25		14:00		10/9/25		Patient attended for C5 day 1 of treatment today, while having Paclitaxel, had reaction after 22.3ml has been infused, Patient complained tightening of the chest.		Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken - 	Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med.
10ml of saline posiflush given as a bolus
Observations done and recorded news score 0
ANP Jenny Booth reviewed patient and 30mins later TX re-started at a reduced rate as per hypersensitivity protocol and patient reacted again she feels the tightening of the chest and mild nausea, she took metoclopramide from her take home meds.
another 100mg of hydrocortisone given and TX stopped and taken down.

patient booked through clinic as will need change of treatment. Secretary has sent out nab-paclitaxel consent form to patient.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med
10ml of Saline posiflush given
Observation done and recorded
ANP Jenny Booth reviewed patient
Patient feels better after that & 30mins later, treatment re-started as per hypersensitivity protocol and patient reacted again, she feels nausea with chest tightening. 100mg hydrocortisone given , TX stopped
Patient will go back to team for review and Treatment changed		Treatment stopped due to chest tightness - ACP reviewed but no ECG requested or completed. Will discuss with ACP whether an ECG was clinically indicated.		Network Services

		I17077		10/9/25		18:26		10/9/25		TSRT9 13CC SB3i MD13CC CF3a
kV drop occurred on attempted image acquisition on two separate patients on the same machine (Macc 1). No images were taken and no dose delivered prior to either kV drop.		Unknow error, rads reported there was a beeping coming from the bunker after they pressed KV enable, asked for the patient to be taken off the bed, copied logs and checked generator logs E06, E139 & E009 had occurred test scans passed (CW & CC) returned to clinical use, checking the manuals indicates that the tube is coming towards its end of service life.

Rads, called back saying it had done the same thing on the next patient, same errors present, patient moved to Macc 2. 

Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks. .		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/13/25		Engineers alerted. Test scans performed after first kV drop - kV acquisition working, given the go ahead to acquire 3D image again.  kV drop occurred again on a second patient. Engineers alerted again - kV acquisition capability removed from use on the affected machine as a kV tube replacement is required.		Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks.		Network Services

		I17078		10/9/25		18:30		10/9/25		Bloods sent as urgent for patient- FBC, co-ag, christie profile, magnesium and crp at 17:40.  These were podded to the lab immediately.
At 18:25 we phoned the lab as the FBC result was available however the biochem was not even pending.  We were told that they had not received that sample despite it being sent in the same bag as the FBC.  We explained that it had definitely been sent, however were told it had not reached the lab and we would have to re-bleed her.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Edgington,  James		Finally approved		No Harm		No harm		10/28/25		The lab phoned back as we were attending the patient to re-bleed her to say the sample had been found.  I am unsure where the sample had been in this time				Christie Pathology Partnership

		I17079		10/9/25		10:00		10/9/25		suspected cat one to right big toe - identified 
? friction / pressure from end of bed frame		Information added to ward huddle regarding patients need for 2 hourly repositioning due to pressure ulcer risk and current DTI
Ward staff educated on the indications for when to update PurposeT pressure ulcer risk assessment and care plans
TVN link nurses and Ward 10 CPE to facilitate ward teaching and update TVN education board to promote good practice in pressure area care.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Dale,  Emma		Finally approved		No Harm		Low harm		10/13/25		identified 
escalated to nurse incharge 
photograph completed 
dressing applied 
to support with repositioning / pressure relieving 

TVN comment-DTI resolved on the 17/10/2025		PurposeT pressure ulcer risk assessment to be updated when clinically indicated, in the event of a patients mobility deteriorating, PurposeT risk assessment should be updated to reflect the increased risk of the development of pressure ulcers. 
Patient should be repositioned 2 hourly due to pressure ulcer risk, pressure areas should be assessed at each repositioning.
Patients feet should not be touching end of bed frame, they should be repositioned to not slide down the bed or a bed extension/additional mattress block to be used. 
Mattress pump to be used to aid pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I17080		10/9/25		22:45		10/9/25		Patient admitted to the ward and initial skin check completed. Healing MASD found to both sides of buttocks. Patient and partner aware of this, have been caring for it at home with barrier cream.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		All of skin is vulnerable so mattress pump attached to air mattress. Barrier ointment provided. For regular skin checks as has diarrhoea and is vulnerable. For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I17071		10/9/25		09:00		10/9/25		oxycodone long acting given in error when oxycodone instant release capsules prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		escalated, doctor informed, patient reviewed - not symptomatic. supportive care referral sent. pharmacist aware - prescription reviewed				Clinical Support and Specialist Surgery (CSSS)

		I17072		10/9/25		13:30		10/9/25		TSRT9 / EL3 / 13Z / CF1a CF1c / MoD 13I / SB 13HH
Touch guard engaged on treatment head by couch bar during kV image acquisition causing kV panel drop.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Engineers contacted, bar moved.
Additional image authorised by superintendent.
Additional dose of ~1.5mGy. Not reportable.

Radiographers reminded to perform full clearance check.
Note added to treatment beams to ensure clearance checked daily.				Network Services

		I17073		10/9/25		14:30		10/9/25		Pharmacy tech noticed that probenecid was in drawer. Patient then mentioned to myself that she doesn't believe she had her doses post cidofovir on Tuesday.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Finally approved		No Harm		No harm		10/20/25		Checked Iqemo and probenecid not signed for. Discussed with haem reg and pharmacist and as renal function stable there is no benefit to having probenecid now. plan to monitor kidney function and electrolytes and replace as required. Dip urine which was +protein- pharmacist aware. Patient fully aware of plan to monitor and to look into why drug was not given		Discussed with JB. No medications handed over as being needed. Reiterated to her the importance of checking iqemo for every patient regardless of what has been handed over.		Network Services

		I17074		10/9/25		14:00		10/9/25		Leakage noticed from the filter on the A line during a 30-minute flush.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Flush was stopped immediately and the PFS in the unit was informed. As the incident occurred mid-flush and the packaging had already been discarded while hanging the line, the lot number could not be checked. The line was discarded.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		Network Services

		I17075		10/9/25		16:50		10/9/25		I read the vetting of the ct scan of this patient as a thorax abdomen and pelvis instead of thorax and abdomen. Therefore the pelvis was scanned unnecessarily.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		Manager informed, datix and radiation incident form completed.				Clinical Support and Specialist Surgery (CSSS)

		I17066		10/9/25		10:00		10/9/25		ovoid 1 found broken upon opening sterile small set 4. Not used inside the patient, replaced with a ovoid 1 from spare small 6.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of use. spare small 6 ovoid 1 taken to make small set 4 whole.				Network Services

		I17062		10/9/25		09:30		10/9/25		TCC Patient partner insisted on coming down to department with patient for drain removal procedure. Against policy for relatives to come to IPU with patients for procedure.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Safety,  Patient		Rejected		No Harm						Porter insisted partner not come down with patient, but ignored.				External Other Trust

		I17063		10/9/25		12:45		10/9/25		531mls of oxaliplatin had gone through, Patient pressed her busser alerting that they cannot breath and  throat feels weird. struggling to breath.		See above		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped obs done, heat pack given and a warm drink. 
obs okay explained everything to the pt and the relative. 
Symptoms did not resolves so gave 100mcg of hydrocortisone to good effect. 
ACP came to review who advised not to give the rest of treatment due to duration of time it took for them to recover. 
Treatment discarded of as per policy
Pt happy with this. 
Email sent to team and chemo apps to change oxli to be given over 4 hours instead of 2hours for future appts		Observations taken only once - NEWS-2 score - 2 and observations not repeated before discharge. Plan to discuss with nurse.		Network Services

		I17064		10/9/25		12:50		10/9/25		TSRT9
Patients arm triggered OMRON mid CBCT.
The image acquisition was not able to be resumed with MCR guidance.
Multiple attempts to resume and reconstruct under the advice of MCR and B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/20/25		Patient reassured and maintained informed.
Eventually the imaging systems had to be rebooted and complete re-image, authorised by B7

*There wasn't a note on the imaging document to state a clearance check was required prior to CBCT acquisition. It is felt for this particular # the patients arms were in a slightly different position (extended further laterally). Therefore this is deemed operator error opposed to patient compliance*				Network Services

		I17055		10/9/25		10:40		10/9/25		Extravasation of contrast media during out patient CT scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/14/25		SOP followed.  Arm elevated. Attempted aspiration.  Applied cool pack.  Area drawn around. Photo requested.  Patient advised how to manage.				Clinical Support and Specialist Surgery (CSSS)

		I17056		10/9/25		11:00		10/9/25		Deviation: Patient started LD chemotherapy for CAR T on Thu 09/10. Kite unable to ship cells until the day of cell infusion (14/10) due to not having enough temperature logs of the new tanks in the stem cell lab.		Discussed with lab manager. To close incident as a deviation		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/28/25		Consultant informed, stem cell informed, patient informed of deviation.				Christie Pathology Partnership

		I17057		10/9/25		11:15		10/9/25		Patient reported feeling hot, appeared red faced and complained of lower back pain on receiving C1 Paclitaxel.		SACT stopped. Hypersensitivity protocol followed. 
Hydrocortisone 200mg, administered under PGD
Other, IV paracetamol for back pain 

SACT restarted at slower rate. Observations stable throughout.

Doctor reviewed and Team emailed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		C1 Paclitaxel stopped. Hypersensitivity protocol followed. Observations recorded. Regime to be restarted at slow rate as per protocol. Team to be emailed and desensitising medication prescribed for next cycle		SACT update - written regarding reaction could have been more detailed. Extra information like what volume of Paclitaxel went through before patient reacted.		Network Services

		I17058		10/9/25		11:20		10/9/25		Patient assisted to floor of bathroom with wife and myself when trying to mobilise to toilet. Did not hit head or cause any injury.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Observations complete and charted. BM 13.9 taken and charted.  Assisted back to chair by physios and staff. Medics reviewed. Falls care plan activated. Lying and standing BP outstanding. NOK at event.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I17059		10/9/25		09:10		10/9/25		Patient felt faint, hot, appeared vacant, sweaty. 
Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		ORTC doctor reviewed.

-attends for C2 Gemzar 

-did not have good night sleep this week; unclear the reason, not on any regular steroid, apart from two days course with chemo

-felt sick this morning, but did not vomit, and managed to have breakfast

-has had likely vasovagal episode , while cannulation

-recovered quickly from it

-nil recent infection

-G1 nausea, for about two days, after the last cycle

-seen in clinic two days ago, and recent blood results look satisfactory

Plan:

1. sleep hygiene measures advised for now; may consider for a short course of low dose sleeping tablets, if it does not help

2. can proceed with today's treatment, if nil other concern		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		Deemed as a vasovagal episode not a reaction to treatment. Patient stable following review by doctor and went ahead with treatment.

Observations need to be recorded on CWP in NEWS2 section but were recorded within doc		Network Services

		I17052		10/9/25		09:30		10/9/25		Pt due for port insertion first on IR list. Ward had not sent or taken bloods by 9:30, when results should've been available prior to list start.
Delay to pt's port and disruption to IR list.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Safety,  Patient		Rejected		No Harm						Re-organisation of list, PP pt's port procedure moved to end of morning list.				External Other Trust

		I17042		10/9/25		06:00		10/9/25		Patients blood sugar 3.9. Patient refused to take orange juice. Patient refused glucosegel. In patients  best interest tried to insert glucogel into patients mouth (patient has DOLS). Glucogel placed on middle finger of right hand. On attempting to insert patient bit down hard on my finger and it dented/grazed my finger.		9/10 - staff followed policy, will await results of virology bloods, ward manager to meet with his next of kin to inform her today.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Anderson,  Rebecca		Finally approved		Low Harm		Low harm		10/9/25		Hands washed thoroughly
Virology bloods taken on my self and sent to labs
Duty manager informed for advice purposes
Day team to complete patients virology bloods				Network Services

		I17043		10/9/25		01:30		10/9/25		A squirrel was trapped in the radiator at the bottom of the stairs to the education centre.		Education Centre Manager discussed risks with wider team.		The Christie NHS Foundation Trust / School of Oncology / Education Centre						Incident affecting Members of the public/visitors		No Harm		Non-clinical incident		Estates		General estates issues		Heaven,  Cathy		Finally approved		No Harm		No harm		10/27/25		Security alerted and in attendance.
Estates alerted and in attendance. 
Squirrel was removed from radiator, caught and released outside.
Area cleaned by domestics		For the team to be aware of potential ingress points for wild animals and to monitor the opening of window spaces.		School of Oncology

		I17251		10/10/25		00:17		10/16/25		Confirmed yesterday that patient has been buying methadone pre-admission which was then prescribed when she was admitted on 10.10.25.  
Meds rec 10.10.25 and prescription screened 13.10.25. Noted in SCT handover that no details of community methadone prescription in medical notes or EPMA. 
**Note that Datix  I17247 15.10.25 relates to same patient- suspicious substance found in belongings.** [incidents have been linked - MSO]				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		15.10.25- contacted CGL, Manchester who closed her file in July 2025. GP confirmed they don't supply methadone. Pt has also admitted to buying other controlled medications previously, including pregabalin/MST. CGL advised pt must be obtaining methadone supply illicitly as she was admitted from home and not another hospital. Pt often away from bedside so ward pharmacy team confirmed that this was the case when patient present on the ward. Unable to clarify how regularly she has been taking methadone pre-admission.

CGL said to refer to local methadone policy for ongoing management. As we don't have a Trust policy for methadone in patients with opioid misuse, they suggested obtaining a local Trusts guidance- a  colleague kindly sent me the SRFT guideline. CGL also advised they couldn't give clinical advice as pt not under their service, however if she is discharged on methadone she needs to be referred to them for community prescribing. 

As patient had received 6 x inpatient methadone doses I discussed with SCT cons and pharmacy colleague with experience of working in substance misuse, who agreed that it was appropriate to continue methadone at dose of 40mg/day, but not for further titration and requires close monitoring for toxicity as it can take several days or more to reach steady state- we don't know what other substances patient is taking or her methadone Hx pre-admission as per Datix I17247.

Oncology and pharmacy teams updated. Methadone prescription annotated to contact CGL on discharge. Requires single point of prescribing. Ongoing SCT input.				Clinical Support and Specialist Surgery (CSSS)

		I17151		10/10/25		00:00		10/13/25		Resident doctor was on call this weekend. She had not passed her ALS exam done on the 07/10. This was not reported to myself until Sunday 12/10 when she was already on call. This was a fault on our end due to us not chasing the exam results to make sure she was compliant and able to be on call. It was raised on Wednesday 08/10 that it needed expediting but there were no further comms from the CCOT team. There was no risk or harm due to the quick actions of the CCOT team.		Improved communication between ALS admin and Resident doctor service managers. Discussed with ALS admin to update  deputy service manager in NWS who supervises resident doctor rotas.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)						Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/28/25		CCOT team did not give resident doctor a crash role. CCOT member who marked her exam was on call over the weekend so knew she was not holding an ALS certificate. 
CCOT Team communicated to say - 
“ I was actually on over the weekend and there were  actually 2 cardiac arrests over weekend.. considering we haven't had one in 3 months it's typical isn't it. I didn’t actually give the resident doctor a role, but she was present and helped with odd jobs and not the major jobs. Luckily, one happened on Sunday at 9am so night doctors attended as well. Saturday was okay as I had two CCOT. There were other crash calls but nothing that needed the resident doctors help”		Improved communication between ALS admin and Resident doctor service managers		Clinical Support and Specialist Surgery (CSSS)

		I17214		10/10/25		15:00		10/15/25		Patient contacted CNS Via email on Sunday 12/10 to say how unhappy she was with her transport home after her first cycle of treatment on Friday. "On my way home the taxi driver wasn't nice to me at tall took the p*** out of me blasting is windows while open going down the motorway told me to chill, Asked him to close is windows ect and he wouldn't said to it was hot...and to chill out, This as really got to me and really upset me and because my voice is gone. I don't want to come again"		Advised Department that should this happen again then to direct the patient towards the transport department where a complaints form can be passed on for the patient to make a complaint 

Escalated to NWAS to investigate 

Advised as per outcome of the meeting to put a datix to NWAS so that it can be dealt with at a higher level		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/28/25		Once I read patients email on Monday I called to offer reassurance and to ask further questions, I gained permission to take this further. 
I emailed PALS and transport department asking how I should escalate this ; PALS promptly told me that as this was not internal it would be transport may be best placed to help with this not them. 
Reply from transport on Tuesday PM asking for DATIX to be completed so that this can be investigated further and escalated to the transport provider.		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17203		10/10/25		14:20		10/14/25		TSRT9 13CC SB3i MD13CC CF3a

Additional image #15 due to machine fault prior to initiating treatment, after acquisition of CBCT. Engineers requested the patient to be brought off the bed to allow for the fault to be investigated. B7 approved additional image, additional concomitant dose to patient 0.8mGy (Fast H&N S20).		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Fault occurred, would not allow treatment to be delivered. Called engineers who requested patient be brought down so they could investigate and fix the fault, B7 contacted to approve additional image. Patient moved onto another suite, rescanned and treated.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I17195		10/10/25		15:00		10/14/25		Radiographers reported that the carbogen regulator had a loose flow meter.
This is the second time we have seen the issue with these devices and fortunately was picked up before it flew off like in the previous incident.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting the organisation		Near Miss		Radiotherapy incident		TS - Technical services		3I Regular preventative maintenance and repair programme		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/31/25		Reported to engineers who confirmed flow meter was loose.
Tightened the flow meter grub screw and logged in EQUIP. 
Removed from clinical use. 
Informed MDSO and arranged to take device to CTSG.		keep on checking gauges before use.		Network Services

		I17187		10/10/25		00:00		10/14/25		Haematology support secretary has identified that several patients have had incorrect blood results added to EPRO by Haematology registrar. The registrar has dictated clinic letters but has manually inputted incorrect blood results into the EPRO letters.		discussed with SpR- reminded of correct practice and not to copy and paste
Secretary informed not to amend results herself
improvements to local inductions		The Christie NHS Foundation Trust / Network Services / Haematology Governance						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		Low Harm		No harm		10/29/25		Secretary identified and informed Service Manager and consultants. 
Letters corrected and checked to ensure all letters have correct information. 
Datix submitted. 
Trainee's educational supervisor notified.		Improvement on local induction processes for resident drs.		Network Services

		I17392		10/10/25		09:00		10/21/25		Postal return of High cost medication which can not be used so will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Contacted team to inform them and received reply				Network Services

		I17519		10/10/25		18:48		10/24/25		Patient passed away on the ward on 10/10/25. Patient was marked as "deceased" on Care Flow but was not marked as "Fully Deceased", meaning their appointments remained booked. Consultant noticed the patient was booked into an upcoming clinic, and flagged to me.		Awaiting		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Incident referred to DPSIG		No Harm		No harm				Turned off communication preferences so patient's relatives would not receive a text about the appointment cancellation.
Marked patient as fully deceased on Care Flow, and closed down the open referrals in the process.

At time of writing, there are 858 other patients who have passed away in the last 180 days who have not been fully deceased on Care Flow. Screenshot attached.

27/10 -CSSS Governance; RAPID REVIEW NOT REQUIRED -  I have flagged this for DPSIG 27/10 just for a mention so Team Leaders can disseminate this issue down to staff.		Awaiting		Digital Services

		I17081		10/10/25		03:50		10/10/25		Patient assisted with Zimmer frame by another Nurse  to transfer to commode
Patients legs gave way and assisted to the ground				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to sit		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Myself and a colleague assisted Patient from sit to stand position onto commode

13/10 - CSSS Governance; just need to check M&H assessment was updated after this near miss				Clinical Support and Specialist Surgery (CSSS)

		I17104		10/10/25		14:00		10/10/25		Upon entering transfusion room when transfusion was completed it was noticed that cannual dressing had come away and cannula shaft was bent at right angle in arm. Upon removing there was a swollen area above cannula suggesting infiltration.		Patient was informed of infiltration as he had not noticed until the nurse pointed it out. Aware that there will be bruising due to being a blood product. Patient safety netted with the correct advise.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Transfusion incident		Equipment		Equipment failure in clinic area		Aremia,  Laura		Finally approved		Low Harm		No harm		10/17/25		Patient informed that an unknown quantity of his transfusion had gone into his arm and he would likely have a bruise. Safety netted signs of compartment syndrome and what to do in the event of these.				Network Services

		I17101		10/10/25		15:12		10/10/25		After finishing paclitaxel and flush - noticed slight swelling and slight redness		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/16/25		No treatment was infusing at the time - treated as extravasation although, reviewed by Dr. Clement and was unsure if it was skin/vein irritation or extravasation. Re-cannulated for the next treatment in the regime.		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		Network Services

		I17098		10/10/25		12:30		10/10/25		TSRT9 / EL3 / 13Z / CF 1B / MoD 13I / SB 13AA SB13I
#6/20 prior to switching on for image it was noted that the image preset length was longer than required. 
Jaws indicate M20 but when measured only required an M10.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Escalated to B7 immediately, agreed.
Filter changed to M10 prior then image taken.
Image suitable therefore changed in imaging beam for future #'s.

Additional 7.0mGy delivered. Not reportable.
Feedback given to radiographer that completed image prep.
Feedback also given to staff that had imaged #1-5 to highlight for their awareness to check the preset is appropriate.				Network Services

		I17095		10/10/25		08:20		10/10/25		Planned apheresis today, patient went straight on machine for day 2 collection, CD34 count results 12 today. Deviation as their cell count does not meet minimum threshold.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Myers,  Nicola		Finally approved		No Harm		No harm		10/27/25		Dr Kulkarni has reviewed and and approved the plan for this patient with yesterday results. To continue with apheresis today.				Network Services

		I17113		10/10/25		16:50		10/10/25		17:50 patient tripped over her feet and fell onto the floor. She was receiving SACT through her port at the time and the drip stand fell to the floor as well. 
HCA saw the fall from afar, shouted out for help. the HCA confirmed she did not hit her head.		Incident managed appropriately, patient did not report any further issues after her trip.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		Observations done as charted and NEWs 0. 
Patient said she felt completely fine and had just tripped over her own feet. She confirmed she wasn't in any pain. 
nil issues with the SACT on the drip stand, this continued as normal. 
nil further actions required, she was helped back to her chair. repeat observations taken.		Incident managed appropriately, patient did not report any further issues after her trip.		Network Services

		I17114		10/10/25		10:30		10/10/25		Reviewed my patients pressure areas, she had broken skin to sacrum, very red. diagnosed as DTI.		Care applied as per TVN plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		dressing applied, mattress upgraded, pressure ulcer care plan updated and skin bundle, referred and reviewed by TVN and DTI dressed, also had medical illustration.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17115		10/10/25		16:00		10/10/25		TSRT9
Patient attended for fraction 4 out of 5 radiotherapy vsim plan, before getting patient in the room rad noticed post pin value given on plan was measured on PLO beam (measured diagonally through the civco and bed). Plan PDF did not provide a post pin measurement from directly under the couch. Alerted B7				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		11A Verification of patient ID, orientation and data entry format to include all patient data, imaging etc		Saunders,  Jane		Finally approved		Low Harm		No harm		10/17/25		B7 spoke to pre-treatment rads in vsim and asked them to provide a measurement for under the treatment couch to be able to calculate post pin to back of bed. This screenshot was added to patients plan and new post pin calculated by B6 & B7 treatment rads. Patient did not manage treatment due to pain so rescheduled.		n/a		Network Services

		I17116		10/10/25		20:00		10/10/25		Patient told he could go home late this afternoon 
TTOS completed however not handed to pharmacy so no TTOS dispensed 
This wasn't realised by nursing staff until late when pharmacy was closed. Agency nurse looking after patient 
Patient said he would go home with the medications in his draw and receive back the CDS that he brought in with him 
CDS were left on ward 2, not transferred up to ward 4 with him. these were discarded by pharmacy today so now patient has no CDS
Patient refusing to				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		continued.... wait overnight for TTOS to be dispensed from pharmacy 
Noted TTOS were also incorrect as Dr prescribed 100mg instead of 10mg of Zomorph, this has now been changed 
Apologised to patient and explained situation 
Escalated to oncall DR- has now spoken to patient 
TTOS changed and printed ready to give to pharmacy tomorrow 
Added to handover to NIC on the 11th to ring patient when TTOS on the ward- Note patient lives alone so difficult for him to get in- escalate any concerns to duty manger tomorrow 
Night time zomorph given to patient before he left. Has enough regular medications in his draw,				Clinical Support and Specialist Surgery (CSSS)

		I17117		10/10/25		19:40		10/10/25		take over patient at 6 pm , at the end of treatment when i was about to put the flush , noticed swelling above the cannula dressing and on her fingers , treatment was finished , explained to patient about extravasation ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/13/25		tried to aspirate from cannula but nothing was there  . removed cannula , marked site , provide heat pack and elevated hand , took a photo on patient phone to compare , provided hydrocortisone to apply if any inflammation , advised to use heat pack 20 mts 4 times a day for 1 to 2 , advised to move hand and elevate for 48 hours , made a note on diary to follow up , waiting on call to review ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		Network Services

		I17118		10/10/25		10:00		10/10/25		HCA had buzzed for assistance with getting Leslie into commode. Leslie was struggling to stand straight and unable to listen to instructions. Managed to get onto commode with Ax2 with great effort. When trying to stand to clean Leslie up, he was not able to stand on his own. Was sat at edge of commode so I advised the HCA to assist Leslie to the floor to prevent him falling. We assisted patient safely to the floor. I asked the HCA to stay, and I will get some help.		No further action needed		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		I went out to ask for help. I had come across OT, and asked whether he would be able to help me get the patient back into bed. Physio, and senior colleague came in to assist me and the HCA.		Great team work by staff		Network Services

		I17135		10/10/25		16:30		10/13/25		Patient was due etoposide on Sunday, which needed to be dispensed by Baxters on the friday, however due to short expiry on the bag from Baxters it would expire before it needed to be administered on Sunday. Discussed with sarcoma specialist pharmacist, advised patient could receive 'pharmacist stock' bag instead, however, would need to be collected by a nurse @ 4pm.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit				Incident affecting the organisation		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Finally approved		No Harm		No harm		10/27/25		I contacted aseptics at 4pm asking if it was ready to collect and they advised I should come at 16:15 to collect. At 16:15 i went down to aseptics to collect and they said I could not collect it because I was a nurse and that it needed to be a pharmacist. I explained that to the pharmacist via alertive, but the sarcoma pharmacist was off site so could not collect. Escalated to ward manager, she asked iQemo pharmacist to collect. Half an hour later (15 minutes before aseptics shut), the etoposide still hadn't been delivered so i contacted the iQemo pharmacist again and a different colleague answered the phone, she said the other pharmacist had gone home and hadn't collected it. Haematology pharmacist (not a haematology regimen / patient) ended up collecting it as aseptics was closing.				Network Services

		I17138		10/10/25		12:46		10/13/25		Incorrect NHS number on the sample.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested via phone at 15:00.				Network Services

		I17111		10/10/25		09:40		10/10/25		Wrong laterality on TheatreMan and CWP. 

Patient was listed for left sided operation on the TheatreMan , CWP etc (Left heel surgery).  But the actual operation was meant for right side (right heel surgery). The consent was done with correct laterality which reflected on the images.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Friskney,  Caroline		Finally approved		No Harm		No harm		10/16/25		Informed the coordinator. Checked with patient, consent was double checked along with the surgeon . As it was wrongly recorded on the Theatreman and CWP only  , team was happy to proceed with the surgery after checking the consent and  images . Patient was happy to proceed.  Communicated well with IPU staff too

13/10 - CSSS Governance; Difficult to allocate as no patient details included. If error on CWP/ Theatreman is due to parent team, please add Pt details & let me know so I can reallocate				Clinical Support and Specialist Surgery (CSSS)

		I17710		10/10/25		17:40		10/31/25		Patient scheduled for contrast MR scan of Head for staging; contrast injection not given due to difficult cannulation; scan completed without contrast (For a Brain scan, a scan without contrast for Grade 4 tumour) that has potential effect on diagnostic quality.
Patient need to visit again for the scan, clinically he is not well and needs an urgent scan, still awaiting for a date.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Whelehan,  Sarah		Finally approved		No Harm		No harm		11/3/25		Repeat scan as urgent requested on 21/10/25, as scan Radiologist can't comment on the disease status for the scan without contrast, but awaiting date.				Clinical Support and Specialist Surgery (CSSS)

		I17211		10/11/25		07:40		10/15/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number:  G095 625 407 446 A		To monitor and discuss at IRM		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS		Proper communication between the ward and transfusion lab for blood products ordered		Network Services

		I17143		10/11/25		11:41		10/13/25		First name spelt wrong on the sample.		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive.		sample should be properly labelled before sending to the lab		Network Services

		I17250		10/11/25		16:31		10/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17267		10/11/25		09:00		10/16/25		BP reading monitoring required daily from cycle 1 day 1. Unclear in protocol when to start BP readings at home, from Schedule of events appears starts from cycle 2. However upon clarification the bp review is from cycle 2 day 1, but daily blood pressure readings needed from cycle 1 day 1. 

Due to this error patient missed 4 days of blood pressure readings				The Christie NHS Foundation Trust / Research and Innovation						Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		Patient called and was able to obtain and BP machine at home. Bloods pressure readings normal. 
Medical team aware. 
Patient is coming in on Friday where an at home blood pressure machine will be provided with a blood pressure dairy. 
Daily blood pressure monitoring added to prompt sheets. 
For discussion in risk meeting. 
Clarification about this from sponsor.				Research and Innovation

		I17129		10/11/25		11:30		10/12/25		when doing weekly CD stock check, noticed on pg 98 diamorphine, there's an unsigned by x2 nurses Syringe driver check for a patient		Discussed with nurses involved 
Added to learning from incidents newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - no record/not recorded		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		datix, NIC aware.				Clinical Support and Specialist Surgery (CSSS)

		I17130		10/11/25		22:00		10/12/25		Rn on night shift missed a long acting CD for a patient		Discussed with named nurse. Advice/support given for learning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		NIC aware, datix				Clinical Support and Specialist Surgery (CSSS)

		I17131		10/11/25		22:00		10/12/25		Night staff reported oramorph (morphine sulphate) carried over to two different pages in CD book.		Communications sent out to all staff regarding being vigilant when carrying over CD's as this could lead to errors. Near miss incident highlighted to all Band 6s within their communication forum at time of event.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting the organisation		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		One page discontinued and oramorph recalculated - less that expected but within 10% - datix completed and email to be sent out to staff re being vigilant when carrying over CD's as this could lead to errors.				Clinical Support and Specialist Surgery (CSSS)

		I17132		10/11/25		16:40		10/12/25		night nurse didn't handover or escalate news - 6 to day nurse. Pt became very SOB and agitation @11:20 , RN looking after pt escalated to dr, reg, ccot on call. REG + dr reviewed, stated not concerned and doesn't think its a chest infection so gave the go ahead for chemo. high resps and agitation when administered pre chemo meds, escalated to dr and RN looking after pt that I'm concerned. DR was happy with reg plan. pt had cardiac arrest 20 mins later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Bushell,  Lyn		Learning response required		Death						CCOT informed about escalation concerns with dr and reg. NIC aware, email sent to ward manager 

SKB moved to CSSS but SKB will support via Parent team.				Clinical Support and Specialist Surgery (CSSS)

		I17133		10/11/25		10:00		10/12/25		pt stated that RN's throughout the day have been disconnecting pts TPN from CVAD and reconnecting the same line/TPN back to patient. pt was agitated due to saying we cannot disconnect when its running as RN's have been doing so for the week while he's been IP.		WM conducted full investigation. CPE discussed with the patient to determine details and to apologise for policy not being followed. Incident discussed with all of nursing team and healthcare assistants. Added to handover and discussed in huddle.

audits implemented.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		explained to the pt why we don't disconnect TPN, stated rn's disconnect when changing t-shirt every day and reconnect him. no one told him that this cant happen. explained and advised that this shouldnt happen but he stated 'im dying anyway and to just do it' and said 'we too young to understand' . NIC aware. managed to put tpn through his shirt and was happy with this. updated on handover to remind people of correct protocol				Clinical Support and Specialist Surgery (CSSS)

		I17119		10/11/25		05:00		10/11/25		patient required 2 units RBC 
1unit given 
on request of second unit - documents showed that 2nd unit has been collected 
escalated to blood bank - who did not disclose information if 2nd unit has been collected 
Unable to given 2nd unit due to records				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Escalated to NIC 
Requested new prescription 
contacted porters / blood bank/ security - no information provided regarding collection of 2nds unit				Clinical Support and Specialist Surgery (CSSS)

		I17120		10/11/25		01:30		10/11/25		Following suspected infiltration - escalation for reinsertion of new cannula required to administer 1 unit RCB 
8 attempts to re-cannulate with successful insertion to left jugular - not practise we often see ward level 
Concerns raised by peers regarding technique as same needle was used for multiple attempts on patient who has positive blood cultures for infection 
Cannula only secured with dressing to neck - high risk of displacement in this area 
No documentation of attempts / completed		The CCU on call team including the on call registrars will be informed that the use of External Juglar venous approach should be discouraged except in life-threatening/ resuscitation scenarios. If further training in Ultrasound guided venous access is needed the doctors should contact their educational supervisor to facilitate it.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Seth,  Rajan		Finally approved		No Harm		No harm		10/28/25		Escalated to duty manager 
cannula inserted in left hand early am 
to review patency of cannula in left hand prior to removal of line in jugular 
inspected attempted insertion sites 
conversation held with patient to help alleviate stress		After a detailed discussion we agreed that the CCu registrar should have documented the events on CWP which would have provided some guidance to the nursing staff on how to use this line. Also for future we agreed that External Juglar access is not the recommended access route in current clinical practice and alternative approaches like ultrasound guided venous access or in emergency Intraosseous access should be practiced.		Clinical Support and Specialist Surgery (CSSS)

		I17121		10/11/25		13:00		10/11/25		AACU staffed with 2 ANPs at weekend with escalation plan as follows (from AP Bradley): first help from AAU Reg, then Hospital Reg then consultant.  AACU full, pt reviews getting delayed, No ANP capacity, further 5 patients added to list; have asked for help via alertive - no response.  D/W Dr Nagy - he is busy on AAU and reports Trust one Reg short.  Unable to arrange assistance as per current escalation plan.		To speak with the trust lead SpRs on how short notice gaps on the rota can be managed.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		Harm		Monitoring and Information		Staffing		Staffing Issue		Cox,  Margaret		Finally approved		Moderate Harm		No harm		10/14/25		Will keep trying to source assistance to prevent delays to pt care; otherwise, night team will have to keep AACU open to review later patients.  
12/10 - CSSS Governance; Tricky to allocate & needs downgrading to 'low harm'. Allocated to NWS re: rota's and Reg cover.				Network Services

		I17122		10/11/25		02:59		10/11/25		Phosphate Polyfusor infusion possibly prescribed wrongly and given wrongly.
500ml over 10hours, clinically indicated for low phosphate		Findings fed back to medical management

Clinical Based Educator and Ward Manager on AAU have highlighted findings to nursing staff. 
New electrolyte derangement policy highlighted in newsletter. Hypophosphatemia algorithm poster in treatment room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		Infusion stopped		No harm to patient 
New clinical guidance on management of hypophosphatemia (July 2025) may have contributed to prescribing and administering error  
More education and awareness required to both medical and nursing teams of new trust guidelines on electrolyte management		Clinical Support and Specialist Surgery (CSSS)

		I17123		10/11/25		11:00		10/11/25		Patient received C2D1 Weekly Paclitaxel. 
After 26.1mls patient visibly flushed and mentioned experiencing some back pain
Treatment immediately stopped. colleagues and ACP made aware of reaction.		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication.
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain.
This then settled and patient continued with treatment over slower rate, tolerated well

Team emailed but no clinic appointment booked as patient had just seen the doctor prior to this cycle. Communication with Team via e-mail is to ensure script highlights slow rate for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication. 
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain. 
This then settled and patient continued with treatment over slower rate, tolerated well		Documented that observations were recorded but no actual results of observations were documented on CWP so unclear how many sets of observations completed and what was the NEWS2 score.
Will email the nurse that reported the incident to highlight this and identify learning.		Network Services

		I17124		10/11/25		10:00		10/11/25		Administered 50mg pregablin instead of 25mg pregablin in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		-informed ward Dr
- informed nurse in charge
-informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17125		10/11/25		13:00		10/11/25		Preparing Pembrolizumab with closed system.
upon drawing up on of the pembrolizumab vials started to leak medication around the bung of the vial where spike was inserted, medication dripping all over ANTT tray.
On observation, looked as though bung was dislodged.
Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Spillage cleaned as per policy
NIC informed.
Colleague assisted.
New vial of medication obtained to make correct dose for patient.
faulty vial disposed of into sharps bin.		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		Network Services

		I17126		10/11/25		14:00		10/12/25		No duty manager attended work on the late shift.
Second on call informed. 
Early duty manager at the time asked CCOT to temporarily sit in as DM whilst 2nd on call was coming in but they were an hour away.
There was a cardiac arrest at 16.51 - CCOT informed 2nd on call DM that they were at a cardiac arrest and can't do two roles.
No duty manager came in to cover the role.				The Christie NHS Foundation Trust / Network Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Adams,  Claire		Rejected		No Harm						CCOT needed to lead the arrest therefore unable to do both roles.
Cardiac arrest team was without a duty manager to help support the cardiac arrest, coordinate staff on the wards and help with other patients. 
Nurse on the ward put an alertive out to ask if any of the wards could spare a nurse to help with the ward.				Network Services

		I17127		10/11/25		16:51		10/12/25		Patient had a cardiac arrest on the ward
CPR for 6 minutes, 2 rounds of CPR.
ROSC achieved.
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Caporn,  Alice		Incident referred to DPSIG		No Harm		Death				ALS algorithm followed
Intubated on the ward.
Transferred to CCU intubated.
Later found AaND from Macclesfield on a purple form in the notes from 3rd October - no acknowledgement of this on any CWP documentation from parent team or clerking.				Clinical Support and Specialist Surgery (CSSS)

		I17166		10/12/25		14:00		10/13/25		Patient on TPN. Firstly N4 on Friday 10th October which was dispensed on ward level/communicated with TCP. Then patient to be commenced on N9 for the weekend 11th and 12th. Two bags of N9 was requested on EPMA to send up on Friday 10th. Patient had one bag N9 on 11th however no bag was administered on the 12th therefore missed a TPN feed. Bag not found in fridge.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Dietician aware		Staff reminded to ensure using correctly named/dated bag for TPN		Clinical Support and Specialist Surgery (CSSS)

		I17209		10/12/25		12:00		10/15/25		TSRT9

When doing a patients treatment prep it was noticed that the pt's village was spelled incorrectly.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Clinical Event		Radiotherapy clinical event		Radiotherapy Clinical event		Booth,  Adam		Rejected		No Harm						Messaged reception who were able to amend the data in CWP				Network Services

		I17300		10/12/25		14:48		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17128		10/12/25		09:05		10/12/25		Cardiac arrest on the ward
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Clinical Oncology		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Incident being managed locally		No Harm		Death				No issues during cardiac arrest
ALS followed
No reversible causes, likely cardiac given history
Good team work throughout
Hot debrief undertaken				Clinical Support and Specialist Surgery (CSSS)

		I17134		10/12/25		20:00		10/13/25		Poor recording of fluid balance:
Patients Fluid balance had not been recorded from 00:00 12/10/25 till 10:00. 
Patient scored highly in the evening with low sats. Was handed over that an additional stat dose of furosemide was given  when spiked a temp in the evening. Already on BD furosemide. This has not been signed for on EMPA in PRN section of chart.		13/10 - lack of documentation - nurse involved to be spoken to. MT to find out when frusemide was given/what dose.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Brennan,  Naomi		Finally approved		No Harm		No harm		10/13/25		Temp spike from 17:00, with no paracetamol given till night staff on shift. 
Calculated fluid balance		Accurate documentation		Network Services

		I17308		10/13/25		08:00		10/17/25		Ordercoms number 9380525 :  Re-used virology label from the 12/10/2025  Requested by Kiah Singleton.		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged and sample sent to MRI in the hope that they would process it using one of their own numbers.		One label should be used for one sample.		Network Services

		I17309		10/13/25		08:00		10/17/25		Virology sample received in pink photophoresis bag.- These bags are specifically used for the test photophoresis.  Requested by Cesarina Goncalves Leite
(Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could ended up in the wrong department as it had been put in the wrong bag.)		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged, booked in and sample sent to MRI with a delay due to it going to the wrong department as it was in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17310		10/13/25		08:00		10/17/25		Ordercoms numer Patient 1: - 9380981 Virology in with biochemistry samples in clear bag. - requested by Shauna Docherty, label printed by Harriett Nicholls.  Patient 2 - 9381217 - Requested by Nicola Hewitt   (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample was delayed getting to MRI as it had been put in the wrong bag. )		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged booked in and sample sent to MRI with a delay due to being in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17311		10/13/25		12:00		10/17/25		Ordercoms number 9381115 - Virology sample in biochemistry bag.  Requested by Cesarina Goncalves Leite.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This ample was delayed getting to MRI as it had been put in the wrong bag.)		To continue monitoring ordercom incidents		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Network Services

		I17314		10/13/25		14:39		10/17/25		Patient referral received 13/10/2025, dated 04 08/2025. Was on CWP, but appears not received by New Referrals at that time.		- Referral processed as urgent due to delay.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Triaged urgently to Consultant.		- Do not send referrals via post.
- Always send to the-christie.new.referrals@nhs.net		Network Services

		I17315		10/13/25		00:00		10/17/25		Two cases for biomarker analysis were mislabelled on receipt. 
Error was detected at analysis stage.
Case B25-53008 was identified as analysed and reported following protocol. Case B25-53009 had not been reported and was rectified prior to reporting and sending according to internal QC processes.
The report was retrieved and amended before dissemination to patient resulting in a near miss incident.		See Actions tab for details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Billington,  Catherine		Finally approved		No Harm		No harm		10/17/25		Stoke hospital was contacted to inform of error and report was destroyed pending release of correct authorised report. Correct results were re-issued and electronically distributed on authorisation. Stoke contacted and confirmed receipt of the correct report.		To maintain a quiet environment with no distraction to ensure the protocol can be followed and QC checks are not missed		Christie Pathology Partnership

		I17415		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/24/25		Medicine return logged by TCP
Medicine return log reviewed by Homecare Pharmacy Technician
Datix completed where applicable 
Pharmacy Homecare team have checked CWP for any relevant background and CMM to establish if the patients medication has been re-dispensed.
Email sent to team and reply received.				Network Services

		I17418		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil - all actions taken by reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician
Datix completed where applicable 
Pharmacy Homecare Team has checked CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Patient has had further cycles dispensed since 
He usually collects				Network Services

		I17212		10/13/25		12:30		10/15/25		Patient began deteriorating in clinic - escalated to the team and outreach. Bed requested on the AAU at 12:27 by doctor. Two research nurses and a healthcare assistant waited with the patient until we were able to transfer them at 19:00. During these 6 1/2 hours the patient was scoring on the NEWS2 between 6 and 10. Outreach came to review - sepsis was suspected but were unable to complete sepsis 6 within the hour as there was not a clear plan from the medical team that reviewed the patient.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Calvert,  Sarah		Finally approved		No Harm		No harm		10/23/25		As the patient was waiting for a bed in the outpatients department (department 1) we alerted the CRF NIC regarding the incident as if an emergency were to happen it would be more safe to have the patient on the CRF rather than the outpatient department. We were advised by the NIC to remain in the outpatient department as they believed it would be unsafe to transfer the patient upstairs and were told to ring up if we needed help.				Research and Innovation

		I17186		10/13/25		11:00		10/14/25		Patient gave informed consent to V5 of PIS, however had previously been provided with V4 PIS prior to a recruitment freeze. Patient was verbally updated on the changes to the PIS over the phone when asking if he would like to join the trial, however new PIS was not provided prior to randomisation.
Patient has been randomised to the active monitoring group prior to identification of the error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Taylor,  Claire		Incident being managed locally		No Harm						Apologised to the patient. Contacted patient and made aware of the changes to the PIS, new PIS emailed to patient to read. Plan to reconsent in clinic on next visit.				Research and Innovation

		I17200		10/13/25		11:00		10/14/25		Completed pharmacy part of discharge for patient on 13/10/25, not known to me as first day covering ward. Checked medicines reconciliation on admission against current drug chart and TTO, identified pre-admission was on sodium valproate EC 500mg tablets (Epilim GR), 1g OM and 1.5g ON but was prescribed sodium valproate MR 500mg tablets (Epilim Chrono) 1g OM and 1.5g ON on admission on 02/10/25		staff reminded via email		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Seth,  Rajan		Finally approved		No Harm		No harm		10/30/25		Explained error to patient and apologised for error. Able to supply correct formulation of sodium valproate (Epilim GR) on discharge		Importance for nursing staff to ensure the correct medication is being given in relation to the prescription - ie modified release etc		Clinical Support and Specialist Surgery (CSSS)

		I17184		10/13/25		17:00		10/14/25		Patient had MR scan of spine finishing around 0820. Scan was checked with radiologist covering list who said confirmed MSCC and patient should be log rolled on to MR trolley and kept in the department. Staff were brought from CT to help and the patient was logrolled onto the trolley and put in the anaesthetic bay with his wife around 0830.  The radiologist contacted the med onc reg who agreed to see the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						When the med onc reg arrived, they also had to assess a patient who had been found to have brain mets. This patient became unwell requiring further treatment from the outreach team and the med onc reg.  After this had been dealt with, the MSCC patient was assessed and the med onc doctor would request a bed for the patient. 
The patient was made as comfortable as possible through the day, and provided with sandwiches, and water and kept lying flat. 
Patient flow was checked with throughout the day and evening but the bed for the patient did not become available until 1850.  The patient was put on Teletracking at this point. 
Shortly after this the patient pressed the call buzzer which was answered immediately by a staff member who found the patient had turned on his side and was vomiting heavily. The patient was assisted  and left lying on his side. We attempted contact with the porters to ask for the patient to be taken to the ward immediately but there was no answer at the porter's lodge. 
As soon as 2 MR staff members were available, the patient was taken to the ward . They met the porters on the way, so the patient was taken by them.				Clinical Support and Specialist Surgery (CSSS)

		I17167		10/13/25		15:45		10/13/25		patient was sat on edge of bed and fell forward onto floor (unwitnessed) - reports didn't hit head just hurt his side as he fell down.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		emergency buzzer pressed (found by hca) obs taken with no concerns, bm taken within range. ward doctor checked over, supported to stand. No apparent injuries				Clinical Support and Specialist Surgery (CSSS)

		I17179		10/13/25		16:00		10/14/25		ASU prepared Mifamurtide SOC in the AM session with 4 hours expiry allocated. Confirmation of required time given by ward to ASU coordinator. Notified at 16:00 that treatment had not administered in time and the product had now expired, patient was unable to receive treatment on the required day. Ward request for ASU to make treatment the following day, uncertain of whether they will be able to receive due to other therapy on the same day (MTX).		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed.
Service Manager has sent comms out to medics re pathway with iqemo permissions. See evidence in documentation section.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		ASU agreement to remake treatment the following day should it be required.		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed - to reallocate to HS for review and input		Network Services

		I17164		10/13/25		12:00		10/13/25		Patient A was booked for a chest aspiration that resulted in a chest drain. Patient A was not vetted or booked for a IPU recovery space. Patient need last minute space in recovery after drain was inserted. Was communicated to IPU team after drain inserted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Royle,  Gregory		Incident being managed locally		No Harm						Space created for patient. 
Emergency admission done. 
Bed booked for patient.				Clinical Support and Specialist Surgery (CSSS)

		I17165		10/13/25		13:00		10/13/25		MDT Notes left in ORTC seminar room, containing detailed information about 9 patients. Approximately 10 copies left in the room of the info.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Rees,  Amanda		Finally approved		No Harm		No harm		10/24/25		Copies removed and put into confidential waste immediately. Unclear how many members of staff used the room between MDT meeting and meeting at 1pm when sheets were disposed of.				Research and Innovation

		I17157		10/13/25		11:15		10/13/25		Bed 5 (2 missing line label) 
Bed 8 (2 Missing line label)
Bed 9 ( 2 missing line label)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Information fed back to nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17169		10/13/25		11:45		10/13/25		Patient attended for C1D8 paclitaxel. Received 23mls and reported feeling hot and flushed with a "pain in her kidneys" and appeared drowsy. Treatment stopped, observations checked, two doses of hydrocortisone given. Oxygen administered as patient was desaturating on RA. Became hypotensive so 250mls bolus given. Patient then started to stridor and adrenaline was given.  ECG done, VBG sent and blood cultures. Lactate 2.6, blood cultures taken and repeat bloods. Monitored patient until became stable.		Actions and result of actions taken	

Oxygen, hydrocortisone, metoclopramide, adrenaline given.
VBG taken, meropenem given, ECG done.
IV fluids administered. Blood cultures and repeat bloods taken.
Observations recorded. NEWS2 initially scoring - 6. then increased to 8. Reviewed by Critical Care Outreach Team.

ACP reviewed on unit -  see above annotation 
Details and reason for admission	
Taxol reaction on ORTC this morning. Seen by outreach and requires 24 hour monitoring. BP unstable. Please could she be admitted to AAU ASAP? 
Patient monitored closely.

Handed over to AACU.
Team emailed to inform of situation.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/15/25		Treatment stopped, O2 given, hydrocort administered, adrenaline given		Critical care outreach review was important in confirming treatment plan.

Most recent NEWS2 score	3
Outreach comments	
Responded to urgent clinical request following Paclitaxel reaction. 

CCU Consultant Dr Vidya & SpR Dr Mo also in attendance. 

Mary had become very flushed, hot & was complaining of back pain around 24mls into infusion. 

Infusion stopped immediately by nursing team. 

0.5mg 1:1000 Adrenaline administered s/c by nursing team due to significant wheeze, desaturation & hypotension. 

2 x 100g Hydrocortisone IV administered 

4mg Chlorphenamine administered as pre med

On arrival: 

All symptoms appear to have resolved. Observations stable and within normal range. 

No audible wheeze, chest clear on auscultation. 

Agreed for plan to admit to AAU for further monitoring. 

1L NaCl in situ. 

No further concerns at present. Team aware to re-escalate any time with any worries or concerns.		Network Services

		I17170		10/13/25		16:00		10/13/25		paclitaxel reaction immediately after start of chemo,
10 ml of chemo in, started feeling breathless, seeing lights in front of eyes, felt like dying, red face, 1 episode of loose stool, 1 episode of vomiting
 doctor alerted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		stop therapy, doctor made aware, obs check, reaction box taken and used drug as per doctors advise given, re started therapy after 30 mins in slower rates, patient tolerated well , email sent to consultant.				Clinical Support and Specialist Surgery (CSSS)

		I17171		10/13/25		11:00		10/13/25		Patient on MATrix chemo regime.
Patient confused during admission, issues with using urine bottles to measure accurate urine output. 
Documented by medics on 09/10, "Urinary catheter short term to facilitate urinary pH and output monitoring whilst clearing methotrexate, urine pH 8 or above and urine output 100ml/hr or above". 
Not done until overnight 12/10/25 whilst documented on fluid balance "incontinent". Missing urine pHs on fluid balance and U/O<100mls hr and not escalated over weekend.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Catheter now insitu. 
Medical team aware of AKI. 
Now having 2 hourly urine dips documented on fluid balance.		16/10 - Lymphoma Drs will need to be aware of how to get messages for actions to the staff undertaking actions.		Network Services

		I17172		10/13/25		12:00		10/13/25		PGD 1 hour breach. Difficult Venous access resulted in a 1/2 hour window to administer antibiotics. PGD criteria met and Tazocin and Gentamicin commenced on EPMA. Medication given late due to nurse-related confusion over which antibiotic was required and near miss with administering the wrong antibiotic (Not myself). This near miss incident will be documented separately.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Clarke,  Catherine		Incident being managed locally		Low Harm						Clinical review on admission from ANPs. Aware of delay in antibiotic administration. 
Conversation with administering nurse about error and reflection advised.				Clinical Support and Specialist Surgery (CSSS)

		I17173		10/13/25		19:30		10/13/25		Patient having a shower with 2x HC, had vasovagel epsiode.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Emergency bell pulled. 
Outreach contacted. 
Observations, BMs taken. 
Escalated to Dr to review.		Reviewed by crash team and outreach. Patient had vaso-vagal and seizures.
All appropriate actions taken at time of review		Clinical Support and Specialist Surgery (CSSS)

		I17144		10/13/25		07:00		10/13/25		Feedback externally patient was discharged home with MASD and no district nurse referral.
Patient went on to develop cat 3 and admitted to hospice
Rapid Review requested by Associate Chief Nurse				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Patient discharged home with completed discharge checklist
Stairs assessment completed by physio				Clinical Support and Specialist Surgery (CSSS)

		I17149		10/13/25		06:45		10/13/25		Arrived in PBT dept level 1 from the bed lifts. Controlled access doors to gantry corridor both stuck in open position, so swipe access not maintained to Controlled radiation area.
Supervised radiation area (physics store cupboard) door was also wide open. 
This was following extensive physics QC on Sun 12.10.25 & no sign present on door for activated equipment following QC (physics colleague advised that this was missing).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Hard Facilities / Operations and maintainance				Incident affecting the organisation		Near Miss		Security incident		Site security		Doors unlocked		Edwards,  Thomas		Finally approved		No Harm		No harm		10/21/25		Closed door to Supervised radiation area and reported to physics team performing morning QA checks once they arrived. 
Closed swipe access doors to Controlled area.				Network Services

		I17150		10/13/25		12:50		10/13/25		referral received via post, sent to us by the secretary.  referral was dated 09/09/2025 and emailed 08/10/2025 to us.

**Awaiting email reply 17/10/25**		- Referring trust was contacted and advised on the correct process to submit referrals.
- Referral was actioned as urgent due to the delay.
- Datix was submitted per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		added the referral as urgent and emailed the referring organisation to send future referrals to us by email to avoid delay in possible treatment.		- External referral must be sent to the referrals inbox only.		Network Services

		I17153		10/13/25		14:00		10/13/25		Email referral Stepping hill. referral is dated 27/06/2025. we received it on 13/10/2025.		- Secretary sent to the NR team asap.
- Processed as urgent due to delay.
- NR team queried referring trust as to why it was delayed - yet to respond.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		i have added the referral on as urgent and let the secretary know. I have also asked the referring hospital why it was sent so late as well as additional reports.		- Do not send referrals via post.
- All external referral should be submitted via the-christie.new.referrals@nhs.net		Network Services

		I17154		10/13/25		13:45		10/13/25		patient tests booked in under incorrect patient.		To monitor incident category		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		test request deleted and correctly booked in		To book test under correct patients name by crosschecking the request and label on sample bottle		Christie Pathology Partnership

		I17155		10/13/25		12:50		10/13/25		TSRT9
Treatment radiographers noted when patient on treatment couch and when speaking to patient that fractionation had changed due to including a SIB from 23# to 25#. Pt unaware of change. Not highlighted at prep or during FDC.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		Alerted to B7. Dr contacted to speak to patient in department over the telephone. Pt happy with this. Updated annotation given by clinician. Feedback given to radiographers involved in incident.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		Network Services

		I17159		10/13/25		11:30		10/13/25		Bed 12 ( 1 correct line labelled , 1 Missing line labelled) 
Bed 20 (1 correct line labelled, 2 missing line labelled)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		Info feedback to Nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17160		10/13/25		11:45		10/13/25		Bed 19 ( 1 Missing line label) 
Bed 06 ( 2 Missing line Label) 
Bed 02 ( 2 Missing line Label)		Ward staff reminded to ensure they are labelling lines		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Information Feedback to Nurse in charge		Nurses to label lines		Clinical Support and Specialist Surgery (CSSS)

		I17161		10/13/25		13:00		10/13/25		Lab numbers (1) 2662315 & (2) 2662386.  Handwritten blood request form was booked in incorrectly.  The hospital number looked like 2014 when in fact it was 2019.  Results had gone over to CWP -to Patient 2's records (deceased 2015).		All incidents are discussed during daily huddles with the reception team.  The team have been reminded to double check that the number put in matches the sample to avoid any mistakes occurring when labelling, and to ensure that checks are completed against the computer and request form during the booking in process.
A trust wide digital solution such as Ordercomms, would help to reduce this error as the clinical team will request tests via CWP and label the samples before they reach the laboratory.
Space is limited within the laboratory and no capacity to move the computer to another area that is less distraction but within range of reception.  The trust ASICS project will result in a pathology decant and as part of this the new reception area can be modelled to reduce distraction as much as possible.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Abbas,  Madihah		Finally approved		No Harm		No harm		10/24/25		Samples re-labelled, comment put in on synergy to ignore results as they had been booked in in errory		The reception section is small within pathology and distractions can lead to errors being made.		Christie Pathology Partnership

		I17162		10/13/25		13:40		10/13/25		TSRT9
Patient was set up by the treatment team with a CIVCO mattress mistakenly in place and a scan was taken. The immobilisation equipment readout procedure was completed as per protocol in the room but the CIVCO was not removed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/14/25		A superintendent radiographer was immediately informed. The treatment team informed the patient of the mistake made, and re-set up without the CIVCO mattress in place. An additional scan was authorised.				Network Services

		I17258		10/13/25		15:08		10/16/25		Incorrect DOB on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 16:20.				Clinical Support and Specialist Surgery (CSSS)

		I17259		10/13/25		07:43		10/16/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 11:12.				Clinical Support and Specialist Surgery (CSSS)

		I17260		10/13/25		14:39		10/16/25		First name spelt wrong on the sample.		Reminded team to check cross match before send sample to labs. Samples to be checked by second person.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		New sample requested via phone at 15:30.		Coordinator to check sample before sent to labs and document on notebook about blood components requested		Network Services

		I17249		10/13/25		14:35		10/16/25		Patient received a unit of RBC’s and the first independent check not completed at the patients side. 
No starting information or end vital signs recorded.

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I17256		10/13/25		15:15		10/16/25		No date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		New sample requested via Alertive.				Clinical Support and Specialist Surgery (CSSS)

		I17205		10/13/25		19:14		10/14/25		Red blood cell unit transfused over 1 hour instead of 3 hours as prescribed on CWP.		Transfusion Practitioner - Reported externally to SHOT 2025/010/016/HV3/010
Contacted ward Sister for further information on 16/10/2025, and ward manager on 21/10/2025, awaiting replies.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Learning response required		No Harm		No harm		10/15/25		NIC made aware. 
Asked RN caring for patient to complete duty of candour and also asked RN to escalate to the medical doctor on call. 
Observations post transfusion completed. 
No harm to patient made. No adverse symptoms identified. 
RN whom made error was open and honest and highlighted the error as soon as it was noticed.				Clinical Support and Specialist Surgery (CSSS)

		I17224		10/13/25		10:30		10/15/25		Patient had USS + FNA request for Neck + Axilla

Message sent on the 10th October to radiology on CWP to explain USS axilla no longer required but to proceed with USS FNA Neck . 
Attended for appointment both axilla and Neck USS done but no FNA to the neck.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Royle,  Gregory		Finally approved		Low Harm		Low harm		10/23/25		Contacted patient to check which area he has had a biopsy to . He confirmed only his axilla , even though he did raise the question that he was supposed to be having his neck biopsied . 

Contacted radiologist via email to ask reason neck was not biopsied. 
Spoke directly to radiologist following day , who confirmed message sent on the 10th October was not noted , and that the neck nodes were amendable to biopsy , and to book patient back in for this.				Clinical Support and Specialist Surgery (CSSS)

		I17239		10/13/25		10:20		10/15/25		An expired suture was used on a patient for wound closure. Surgeon was informed on identification of the error. Surgeon confirmed no harm to patient as the suture was expired less than 2 weeks time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Equipment incident		Medical		Damaged equipment		Wilson,  Kay		Incident being managed locally		Low Harm						Co ordinator was informed.
Escalated to band7.
Added on to the morning huddle to make aware of the staff ,the potential risks and harm of not checking the expiry before opening any consumables for the surgery .
Inspected the theatre for any other expired items.
Discarded the items.				Clinical Support and Specialist Surgery (CSSS)

		I17499		10/13/25		13:14		10/23/25		Tsrt9 
No cma moves available during image matching unsure if it was due to rejecting image?
Unable to send cma pt in pain therefore band 7 approved under protocol an additional image after manual applying bed moves in room, therefore re imaged to ensure correct moves applied
This was first incidence where additional concomitant image due to error- resulting in additional dose of 424ugy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Ensum,  Hannah		Incident being managed locally		No Harm						Band 7 informed and additional concomitant image approved				Network Services

		I17477		10/13/25		15:00		10/23/25		Ordercoms number 9380092 requested by Sandra Johns (1342)  Biochemistry urine sent in a microbiology bag.  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and sample processed with a delay as it had been put in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17454		10/13/25		12:00		10/23/25		Patient was in an emotionally difficult mood when attending clinic 13/10/2025 and MRSA swabs missed by nurse prior to his port insertion.
Identified 17/10/2025 - manager informed via email.
Port was implanted as planned 20/10/2025.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Turner,  James		Finally approved		No Harm		No harm		10/23/25		Contact made with IPU, there was a negative result from July 2025 and he was starting his eradication treatment as planned prior to procedure.  
IPU confirmed swabs will be taken prior to the port insertion.  
Also, handed over how the patient can present when he is anxious – in case he presented like this when attending.				Research and Innovation

		I17140		10/13/25		09:00		10/13/25		Student Nurse borrowed a Trust laptop and found a patient's ECG tracing, with their ID sticker, folded in half and on top of the keys.		Knowledge Services Manager made aware of the issue identified and potential risk. Subsequently understood that the issuing lapsafe was not in the library but elsewhere in the Trust.

To be followed up with Digital Lead by Friday Knight in relation to notices on other Lapsafes across the Trust.		The Christie NHS Foundation Trust / School of Oncology / Library and Learning Zone						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Knight,  Friday		Incident being managed locally		No Harm		No harm				Datix raised, informed DCSGO and Digital Matron.		Health care professional who left the information on the laptop should not have done so.
Notice to be placed on the Lapsafe in the library outlining confidentiality issues.
Student Nurse followed process correctly.		School of Oncology

		I17609		10/13/25		14:00		10/28/25		tsrt9
scanned referral on wrong patient notes		Techbar contacted and incorrect document redacted 
The patient where the incorrect document was recorded also had her own document recorded at the same time 
The notes for the patient the documents were meant to the recorded on was correct		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/31/25		Consultant made me aware of this. Tech bar contacted to ask on removal of the scanned referral on the incorrect patient on CWP
CB 202517851 has the incorrect ref of AW 608 429 8923

cross referenced, the correct scanned referral document is on the correct patients CWP file		Staff to be aware of risk of documentation recorded in error on incorrect patients notes and not being identified - resulting in the correct patient having no record on their file of the results		Network Services

		I17483		10/14/25		12:00		10/23/25		for the same patient: Ordercoms 9383162 - Virology sample sent in microbiology bag, ordercoms number 9383161 - Microbiology sample sent in virology bag - both requested by Kathleen Winter (3926).  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  These samples could have ended up going to wrong hospitals due to being in wrong bag.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Errors logged, booked in and samples sent to the correct hospitals.				Network Services

		I17500		10/14/25		14:49		10/23/25		TSRT9 Level 1 13BB md16g sb13aa cf1c
additional concomitant exposures not added into notes and not highlighted to band 7 that further authorisation needed for additional concomitant exposures
-Patient already had additional image on #3 which was recorded in nav
-However offline review after #3 decision was to repeat #4/5 but was not recorded as additional exposures as per protocol, and therefore at that point should of been highlighted to a band 7 as further authorisation from a practitioner was needed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Thompson,  Aimi		Incident referred to DPSIG		No Harm		No harm				This was picked up during end of treatment checks via additional imaging summary 
-band 7 informed				Network Services

		I17480		10/14/25		12:00		10/23/25		Ordercoms number 9382880 Req by Joshua Lentink & 9382916 (TFT) requested by Rachel Brown 2 barcoded on 1 sample. Handwritten not on the label - only one brown top bottle ?? add thyroid function on afterwards.  Two barcodes on one sample is not possible.  Analyser cannot read two barcodes.		Ordercoms training organised by the IT team and Lab team. Training video sent to area lead to cascade to staff.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		error logged, booked in both labels but added the TFT on to the 9382880 and booked the other one in with a comment stating that TFT was added to the previous number.		One barcode should be used for one sample		Network Services

		I17233		10/14/25		10:00		10/15/25		Patient 1 called endocrine reception to say that she had recieved another patients appointment (patient 2) letter alongside her own letter. Informed by reception staff who took the call.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Staff		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Scott,  Andrea		Incident being managed locally		No Harm						Attempted to call back patient 1 to ask to bring letter in on her next appointment, no answer. Another appointment sent to the correct patient (patient 2). Attempted to call patient 2 to apologise and inform that her appointment letter had been sent to another patient in error, no answer after 2 days of trying. 
Reminded all admin staff to take care when sending out letters to patients.				Clinical Support and Specialist Surgery (CSSS)

		I17236		10/14/25		13:50		10/15/25		Patient confirmed they attended BCTH Bury Hospice for bloods on 14/10 at 13:50pm. Came to review her via nurse led oral sact 15/10, however no bloods on the system? Unsure where or if they have been mislocated. Apologies provided to patient and rebooked for tomorrow 16/10.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Datix completed to highlight error
Apologies provided to the patient				Network Services

		I17223		10/14/25		15:40		10/15/25		Patient complained of new severe back pain during C2 Odualag treatment.		Actions and result of actions taken	

Treatment stopped.
Medications given - pain settled.
Treatment recommenced at 1/2 rate as per ANP advice.
Who was involved or informed of the event	Chemotherapy nurse
Reasons responsible medical team not informed	ANP Jenny B involved.
Team emailed to inform as will need slow rate next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped. 
Observations taken. 
100mg IV Hydrocortisone and 10mg IV chlorphenamine given. 
Pain settled. 
Treatment recommenced at 1/2				Network Services

		I17227		10/14/25		10:20		10/15/25		The rolling floor control cabinet 'fell off' the gantry. the brackets holding it to the gantry sheared.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Staff		No Harm		Equipment incident		Medical		Damaged equipment		Hewitt,  Mark		Incident being managed locally		No Harm						Gantry stopped rotating. Patient removed from the bed, and gantry 2 taken out of clinical use for the day whilst the system was repaired				Network Services

		I17215		10/14/25		12:40		10/15/25		Date of birth incorrect on Sample for Group and Save request.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		11/3/25		Ward informed and new sample requested				Network Services

		I17219		10/14/25		18:00		10/15/25		Pt for 1 unit red blood cells. Unit arrived to ward and G0 number wrong - taken back to lab. Next unit came and prescription said 'irradiated blood not required' however when clicking on 'view prescription' it said 'Lifelong irradiated blood required'		15/10/2025 - Transfusion practitioner discussed with the prescribing Dr who advised that when completing the special requirements checklist, it stated 'no special requirements'. Ticket placed with Tech Bar for further review.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/16/25		Called the lab to explain the error. Unit not given to patient. Informed doctor and lab who confirmed pt does not need irradiated blood. Unit of blood that we had on the ward not irradiated. 

Doctor confirmed unit can be given to patient (see anno)
All observations in RN anno on CWP. 
Explained to pt the delay.				Clinical Support and Specialist Surgery (CSSS)

		I17257		10/14/25		08:00		10/16/25		14/10/25
Significant leak from molecular radiation 2 on ward 4 down to brachytherapy unit. 
large amount of water, leaking +++ in corridor of unit through the sky light panels on the ceiling. 

16/10/25
Early hours significant leak again on to brachytherapy unit. 
Shower was running in molecular radiation room - switched off. Felt this may be the cause. 

*Nuclear medicine assessed radiation of leak - nil. Ensured safety. 
update 09:10am started leaking again.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)				Incident affecting the organisation		Near Miss		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident being managed locally		No Harm						Escalated to estates. 
Attended MR room with ward manager (supplied radiation monitoring badges)
Estates felt toilet was the cause and confirmed fixed. 

17/10 - CSSS Governance: I have linked this incident to another incident, raised by Clinical Scientist I17238, whcih has been sent to DPSIG. Spoken about in CSSS DPSIG this morning. No Rapid Review from Estates. Incident sent to NWS as it's a CMPE issue				Network Services

		I17238		10/14/25		17:00		10/15/25		Brachytherapy ward staff alerted us to Estates staff (plumbers) entering room MR2 on ward 4 (BMRU) to investigate a leak. This is a Radiation Controlled area- only trained staff may enter, all others require a Permit to work and supervision for their safety. No-one in the Nuclear Medicine department was contacted for advice. Do not know who the plumbers were.				The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Staff		No Harm		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident referred to DPSIG		No Harm		Moderate harm				The Plumbers had left the ward by the time we were made aware. Therefore we think an incident is best way to draw attention to this.				Capital, Estates and Facilities

		I17262		10/14/25		10:30		10/16/25		TSRT9/ level 5/ 13J/SB13F/MOD13G/CF3A
Noted prior to #4 that there were no inf isocentre marks on vacbag.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		Escalated to superintendent radiographer
inf isocentre marked on vacbag during treatment #4.				Network Services

		I17266		10/14/25		10:30		10/16/25		Staff member walked around the corner to go into the treatment room on Ward 2 when she slipped on a damp floor. It had been mopped earlier - the slippery floor sign was there but it wouldn't have been visible from where the staff member was coming from.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Paterson,  Ruth		Incident being managed locally		Low Harm						Staff member was assisted to the staff break room and she using cold/ heat packs for the area on her leg just above the knee. She stated that she had fallen onto her knees but the area above her right knee was very sore immediately after the fall.
She is not a Ward 2 nurse - she was just helping out on the ward due to staff sickness and after a rest she returned to ambulatory care unit as originally planned.				Clinical Support and Specialist Surgery (CSSS)

		I17264		10/14/25		13:47		10/16/25		Sample mislabelled.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		New sample requested via phone.		To ensure samples are labelled properly		Network Services

		I17180		10/14/25		08:30		10/14/25		The date dictd is on 9 Sep 2025 on the referral letter, but our secretary received the letter on 13 Oct 2025.		- New Referrals team actioned accordingly.
- Requested amended referral letter.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Marked referral as urgent and asking referrer the reason of delay referral		- Proof read letters before signing off and sending out.		Network Services

		I17175		10/14/25		07:00		10/14/25		Unwitnessed fall in bathroom- patient found sat on floor after calling for help.
Patient states his conveen fell off whilst on the toilet, tried to pick it up off the floor but right leg gave way and he slipped off the toilet and onto the floor.
Did not hit head- able to recall event.
Patient usually mobile with zimmer- did not take zimmer frame and mobilised independently to toilet.
Safe footwear in place- hospital grip socks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations and BM checked immediately- stable, HR was elevated but patient was anxious.
Skin check- all areas appeared intact, nil visible injuries.
ward doctor and ccot alerted- ward doctor reviewed patient, see CWP.
Assisted with 2 off the floor- wheeled back to bed on commode. 
Call bell given to patient- advised to use for assistance.
Already known to PT/OT- was due stairs assessment today.
Handover updated.
Will update moving and handling care plan when lying and standing BP taken- will handover to day staff because patient has only just got back into bed.
Patient adamant he did not want us to update his NOK- happy to update her himself.				Clinical Support and Specialist Surgery (CSSS)

		I17196		10/14/25		11:30		10/14/25		Churchill Unit. Patient receiving 2nd cycle of Docetaxel. 5 minutes into infusion - started to feel very sick - also had severe back pain and looked flushed.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Obs taken - stable. Hydrocortisone and Chlorphenamine given as per hypersensitivity protocol. Symptoms dissappeared almost instantly. Re-started Docetaxel at slower hypersensitivity reaction rate - no further reactions.				Network Services

		I17197		10/14/25		15:00		10/14/25		I have just received a phone call regarding this patient`s appointment letter. The lady who called said she has received an appointment letter for this patient for a scan scheduled for the 23rd of October. The lady said that the address on the letter is totally different to the one we have for the patient, and that it is her address which is an M11 Postal address, where as the patient`s is M18. The lady is NOT a patient of the Christie.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Health Records				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/24/25		I asked the lady to destroy the letter, and apologized for the inconvenience, and that we will contact the patient to let them know about their appointment. I also contacted the secretary, and I have messaged the department where the patient is attending their appointment on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I17198		10/14/25		11:20		10/14/25		The patients pump was alarming as infusion had finished. 
I administered the treatment with Super nummary nurse.  I over estimated however I assumed that there was 100mls in the bag rather than 50mls (which was what the treatment was re-constituted in). Super nummary nurse inputted the volume in pump and I thought I had seen 30 minutes on the duration however as the over estimate was wrong, it was administered over 15 minutes instead of  30. Supervised by myself and I did not check correctly.		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/27/25		I completed observations. 
Informed the patient and explained the error. 
ACP Informed and she reviewed patient. 
Patient felt well- and discharged safely and safety-netted to hotline. 
Documentation completed on CWP		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		Network Services

		I17188		10/14/25		11:15		10/14/25		Extravasation of 50 mls of iomeron 350 contrast agent for a CTPA scan.
The patient did not report express that there was any  pain during the injection				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/15/25		attempted to withdraw the contrast with a syringe, canula removed  and applied cool pack. Medical illustration took photo		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17189		10/14/25		10:10		10/14/25		Contacted by paediatric medical team - experiencing increased no of high creatinine results for paediatric patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						identified all samples run on line 1 - shut down enzymatic creatinine on line 1. 
Samples rerun on Line 2 and amended reports issued.				Christie Pathology Partnership

		I17190		10/14/25		13:00		10/14/25		Patient attended for PBT planning scans. Christie profile obtained to check creat prior to IV contrast for planning scan. CWP blood result showed creat result to high for IV contrast so not able to have planning scan. High creat result highlighted to biomedical scientist as didn't fit patient's clinical status. Patient was rebled, creat rechecked, now in normal range. Patient has to reattend for a new appointment for cannula and scans.
5 other paed patient creats high , re analysed, now  normal				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						Patient was assessed to check if creatinine result reflected clinical status. 
High creatinine highlighted to biomedical scientist as querying validity of results.
Patient was rebled via cannula to see if creatinine result was accurate.
Cannula was removed as we were unable to continue with PBT planning scans as IV contrast could not be administered.
Apology given to parents and paediatric patient.
Patients planning scans were rearranged.
Other paediatric patients with higher than expected creatinines also highlighted to biomedical scientist. 
Samples reanalysed and new creatinine results acknowledged on CWP.				Christie Pathology Partnership

		I17191		10/14/25		12:15		10/14/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minutes break as per medical team advice and protocol.		Hydrocortisone 100mg, administered under PGD
Other, metoclopramide 10mg

ACP on unit present for support, Observations taken and NEWS2 score 2 and then decreased to 0.

Patient felt better after 30 minutes and treatment completed successfully.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minuted break as per medical team advice and protocol.		No documentation from ACP. If a review was not needed then documentation would of only been completed by the nurse dealing with the patient.

It was documented that the patient continued the rest of her treatment at a reduced dose when in fact it was a slower rate.

No documentation that team was emailed to ensure slower rate prescribed for next treatment.		Network Services

		I17192		10/14/25		09:00		10/14/25		2 new Gynae Clinical Oncology patients triaged on Thursday 9th October.  On Friday 10th October patients phoned by booking and left a voicemail message for patient to call back for details of Tuesday 14th October new patient appointment.  Patients did not receive message and did not call back.  Bookings team did not chase this, nor did they inform the Gynae team.  Patients did not turn up for appointment.  One category one patient contacted on the day and got a taxi to clinic.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Tuesday 14th October - patients phoned by Gynae team, urgent category 1 patient encouraged patient to attend clinic and team accommodated late arrival.  Other patients appointment rearranged.

RP - Apologised to consultant and investigated with the team.  Will update the incident review with further actions and findings.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		Network Services

		I17193		10/14/25		10:50		10/14/25		The correct consent form was present explaining what the patient were booked for on CWP. The paper consent form was correct but instead of stating 'brachytherapy' it had 'radiotherapy' in small print on the form, which weren't picked up until the WHO Time out.		Escalated on day, DATIX completed.
Ensure correct consent processes followed.
Scrub nurse to be present at sign in in anaesthetic room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Wilson,  Kay		Finally approved		No Harm		No harm		10/28/25		the entire team involved confirmed against the consent form on CWP to ensure it correlates with the paper copy. We all agreed the form provided was the radiotherapy consent form instead of the brachytherapy consent form. 

Correct Consent form was present in CWP (signed back in August)  need to ensure have correct consent form to hand at check in.		Process for brachy theatre patients needs paper consent form. Must be provided on transfer from ward.
Consent form needs to be confirmed and signed each treatment.
Scrub team did not do sign in in anaesthetic room with anaesthetic team - asked to do this in future. 
Correct consent checked in theatre by team but patient spinal and sedation already started.		Clinical Support and Specialist Surgery (CSSS)

		I17194		10/14/25		14:39		10/14/25		A patients documents (2) were uploaded to a different patients CWP				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Mis-filed documents		Vinod,  Cellins		Incident being managed locally		No Harm						Request for the documents to be deleted. I have already uploaded the documents to the correct patient. techbar now require a datix to be filled in before i can make a request for the document to be deleted so that is why no techbar reference has been added.				Research and Innovation

		I17201		10/14/25		15:00		10/14/25		TSRT9
2DkV confirmation image shifts applied and additional 2DkV concomitant exposure taken by B6 without approval from band 7, outside scope of practice.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Member of staff involved contacted and  clarification of scope of practice given.				Network Services

		I17202		10/14/25		12:00		10/14/25		Patient noticed 15minutes after her scan that she felt itchy around her inner right thigh. She called the attention of a Radiographer aide who called me to assess the patient. 
She consented for me to view the area, where I noted some hives. She also said that she felt flush and noted a possible rash on her left side too. Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction. Reaction form filled and alarms put on CWP and CRIS.				Clinical Support and Specialist Surgery (CSSS)

		I17204		10/14/25		14:20		10/14/25		Myself (RN) & another RN went to complete CD check for pts s/driver - counted 13 vials of morphine sulphate 10mg/1ml in CD cupboard, however 14 vials recorded in CD book, went back in book but couldn't find where a miscount had happened.		Lead nurse and pharmacist informed
NIC checked the patient's administration history and CD book and everything adds up on EPMA with the entries in the CD book
Full CD check done of the CD cupboard and all other controlled medication accounted for
Possibility of it being disposed in the sharp bin without realising it?		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		Also checked oxycodone etc. to see if could to find where error had occurred and looked at regular patients etc.
Asked other nurse to recount.
Escalated to Nurse in charge at time of incident.		Staff to be more vigilant when administering controlled medication		Clinical Support and Specialist Surgery (CSSS)

		I17213		10/14/25		09:28		10/15/25		TSRT9 / EL4 / 13GG / CF1c / MoD13HH / SB13CC 13HH
Noted on #2 that a treatment history check (CLOCK) had not been completed after #1.
Team treating chose to read through all of the treatment/machine data as protocol on #1 without the treatment history checked being completed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13GG Recording of additional information		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Band 7 was informed.
Treatment history check was completed after #2. All data was correct.

Uncertain which B7 was informed however have discussed with the treatment team who acknowledged they should have completed the CLOCK prior to treating #2 rather than after as the patient was not in pain & the delay would have been minimal. Reminded staff of importance of checking fractionation & if #2 checking prior to taking the patient in for treatment that CLOCK has been completed on QCL & assessments tab.				Network Services

		I17422		10/14/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician 
Datix completed where applicable
Pharmacy Homecare team has checked CWP for any relevant background and CMM to establish if patient has had their medicines re-dispensed.
Team aware and further supply has been made ready for collection.		nil		Network Services

		I17318		10/14/25		12:00		10/17/25		TSRT9

S2 patient - Patient activity  was in as lung for Oesophagus patient - IRMER site states diagnosis Oesophagus and site as mediastinum/scf. 
Preset fast lung M10 was used, noticed after patient was scanned #10 by s11.  Discussed with B7 who advised chest M10 should have been used,  resulting in more exposure than intended by protocol.  4mGy total over 10 #'s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Feedback to s2 staff				Network Services

		I17675		10/14/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC : 1 unit of platelet was requested on the 13/10/2025 @ 09 :57 AM, and it reflected on the laboratory result as pending, meaning request was received by the laboratory. On duty resumption today(14/10/2025), a call was placed to the blood bank via the ward intercom to inquire about the time when platelet would be issued. The laboratory personnel, stated on phone, that it would be ready by 15 :30hours because they were low in stock. (CONT)				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						@ Exactly 15:30hours, I rang the blood bank requesting to know when it would be issued as its still not reflected on the system as issued, then I was informed that a request form wasn't sent which was quite unusual as the RMO on shift stated he did send a request form. He however prepared another form, which I sent to the laboratory. I called for the third time to inquire when it would be ready and a staff confirmed that the previous form might be somewhere.

The above however caused a lot of distress and anxiety to my patient including the team.  Platelet was however issued late, and patient left late with partner who is to drive long distance to Scotland				Christie Pathology Partnership

		I17645		10/14/25		13:20		10/29/25		TSRT9 
During data input it was noticed that immobilisation devices used at RTP were missing from site set up, B7 alerted, able to determine no civco mattress used and nothing under knees, any poly can be used depending on patient preference. Note added to Navigator, this information was added to Site Set Up following confirmation of appropriate position on #1 CBCT scan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						Able to determine immobilisation used.
Note added to Nav.
Site set up amended following CBCT confirmation of appropriate position.				Network Services

		I17707		10/14/25		16:25		10/31/25		BNT-122-01 Trial - vital signs to be recorded at specific timepoints from infusion start and end times.
Vaccine 10 -  4h (+/- 10 mins) vital signs measurements were 5 mins out of window.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting the organisation		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Pickwell,  Thea		Finally approved		No Harm		No harm		10/31/25		Reported on deviation tracker.		To review handovers carefully and ensure that trial procedures are completed in a timely manner.		Research and Innovation

		I17329		10/15/25		15:30		10/17/25		IQemo prescription for 15/10 Carboplatin and oral Etoposide C2 D1.
- Carboplatin given as prescribed.
- Etoposide missed. PO tablets were supplied by pharmacy that day- pharmacist handed over to NIC that the SACT tablets were present on the ward.
- Etoposide not prescribed on CWP. Was supposed to be given at the same time as Carboplatin. One dose on Day 1, 2 and 3.
- Missed Day 1 and Day 2 of Etoposide.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Issue raised by ward pharmacist. Team doctor informed. Ward doctor informed team registrar as was unsure. Reg advised to re-prescribe for today to start day 1 and continue regime. Filgrastim to be prescribed 24 hours after last PO SACT. 
Team doctor informed patient for duty of candour.				Clinical Support and Specialist Surgery (CSSS)

		I17320		10/15/25		15:30		10/17/25		TSRT9

Incorrect image preset used #1-3. Small FOV preset used despite isocentre being greater than 13.5 cm away from lateral aspect of GTV/CTV.

Identified on #3 online image as unable to visualise full GTV/CTV - escalate to B7.

Additional dose to pt = 3.2mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Escalated to B7 online #3.

B7 justified additional image using Medium FOV preset to ensure GTV/CTV captured within XVI reconstruction.

Images not escalated previously (#1/#2) - unable to retrospectively assess coverage as image acquisition not adequate.

Preset changed offline for future #s.				Network Services

		I17301		10/15/25		16:05		10/17/25		Unit of platelets was collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.		Discussed incident with individual concerned who advised that there were no issues with the computer and they were adamant that they used CWP to collect.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Able to confirm traceability using the corresponding laboratory compatibility form.
Collected on 15/10/25 at 16:05.				Capital, Estates and Facilities

		I17295		10/15/25		22:40		10/17/25		Patient received a unit of RBC’s and the pre transfusion vital signs completed one hour and 25 minutes prior to its commencement.
NEWS not completed within the timeframe for transfusion vital signs.		Staff reminded to ensure		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Transfusion practitioners informed		Staff to ensure observations taken within 60 minutes of starting a transfusion and that this is documented in CWP prescription.		Clinical Support and Specialist Surgery (CSSS)

		I17296		10/15/25		14:50		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17413		10/15/25		22:30		10/22/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly as G095 562 542 313 7 on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 423 137 *				Clinical Support and Specialist Surgery (CSSS)

		I17263		10/15/25		12:21		10/16/25		Crossmatch sample mislabelled.		Scan for safety to help ensure proper documentation
Ward managers to documentation of crossmatch at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		New sample requested via Alertive.		To  accurately document cross matched sample for the benefit of patient safety.		Network Services

		I17253		10/15/25		09:30		10/16/25		Patient was on C@Home list seen at 09:35 and assessed as ok to proceed with treatment.  SC Atezolizumab given with no issues.  Nurse unable to get onto CWP or Iqemo as laptop not connecting trust wifi.

Patient seen in clinic at 14:41 on same day to discuss scan results and these showed disease progression and plan was to change treatment.

Nurse returned to main site at around 16:30 and was going to enter batch numbers and annotate on CWP but script had now been cancelled by clinic.		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home		The Christie NHS Foundation Trust / Digital Services / External Digital Environment				Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Meek,  Crawford		Rejected		No Harm		No harm				Staff rang pharmacy to get script put back on, CWP anno from clinic they were aware that treatment had been given and this was done so nurse could annotate.

This is a near miss and could have been a larger issue need to look at improving the C@Home team access to trust intranet when off site to avoid further incidents		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		Network Services

		I17254		10/15/25		14:00		10/16/25		observing staff member reconstitution a pembrolizumab 100mg vial (Lot Z009879 expiry 02/2027)
as they put the closed system vial spike into the vial the silver rim of the vial itself came loose.
Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		staff member instantly realised this and no drug was spilled.
correct PPE was worn and no contamination to staff member.

drug vial disposed of via sharps bin.

escalated to management as similar issues have occurred recently.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		Network Services

		I17255		10/15/25		21:00		10/16/25		Insufficient sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Tried to request new samples, no answer from the ward.				Clinical Support and Specialist Surgery (CSSS)

		I17270		10/15/25		13:00		10/16/25		set opened, set checked, on the instrument checklist 6 hiess, 7 heiss in the tray, tray used, note made  on the checklist, counts correct, set sent back with 7 heiss
CHR00000020, 299377237,		Issue reported to Steris.
Discussions had with team and at the staff meeting on process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Wilson,  Kay		Finally approved		No Harm		No harm		10/27/25		tssu staff informed coordinator the next day, coordinator escalated to TSSU band 7 and TSSU lead, datix completed		ensure that all instrumentation matches tray sheet before use as part of operation count.		Clinical Support and Specialist Surgery (CSSS)

		I17272		10/15/25		12:23		10/16/25		Patient was admitted to the CRF Unit, completed C1D1 on 14th of October. Patient still an inpatient for C1D2 trial procedures. As per protocol, patient is to skip the morning dose of trial treatment and to not be dosed until after 36hr post-dose assessments completed. Reviewing Dr notified that patient had been incorrectly dosed at the 24hr point with trial drug. This occurred prior to 24hr post-dose assessments were completed. As a result, the 24hr and 36hr post-dose assessments will be invalid				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Finally approved		No Harm		No harm		10/23/25		PI of the trial informed, patient reviewed by the doctors to assess if any AEs had occurred. Sponsor informed via email. Dosing at the 36hr mark had been withheld so that patient only dosed the once on C1D2. Patient informed of error as part of duty of candour. DATIX completed. To be escalated in monthly RISK meeting.				Research and Innovation

		I17273		10/15/25		12:00		10/16/25		TSRT 9

Picked up at #1/20 during cross check of iso move directions in the room that CMA move had been input into site setup incorrectly. Post move so should have been +2.2 but input as -2.2.		- Corrected error. 
- Discussion with staff involved. 
- Documented.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Ensum,  Hannah		Finally approved		No Harm		No harm		10/30/25		- Band 7 informed. 
- Cross checked plan and amended CMA moves. 
- Patient aligned to tattoos again and CMA moves reapplied. 
- Cross checked move directions against plan and correct. 
- Proceeded to image which was acceptable. 
- Treatment completed as planned.
- DATIX submitted.				Network Services

		I17286		10/15/25		13:11		10/16/25		Patient reacted to Carboplatin, volume infused 360mls.
Eaction grade 2:
Itchy palms, swollen fingers, rash on face and neck, slight rash and tingling around mouth.		The correct procedure was followed- carboplatin hypersensitivity protocol followed. 
Patient will continue treatment but on a de-sensitising regimen		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		Moderate Harm		No harm		10/17/25		Stopped the treatment, IV Hydrocortisone and IV Chlorphenamine  administered. Recovering within 10min., swelling settled within 30min.
Escalated to the consultant. Patient for  Carboplatin de-sensitisation.				Network Services

		I17220		10/15/25		09:05		10/15/25		There are 2 consent forms in the patient notes. The latest date is the correct consent form which matches the list. This was used at check in by  the waiting area A/R prac. and the anaesthetic practitioner for T1. However, in the anaesthetic room the old consent was shown to the scrub nurse and signed by the anaesthetic prac. The patient had correctly verbally consented, on checking in.  It was identified in time out that the old consent form had been used in the anaesthetic room check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Jones,  Tracey		Incident being managed locally		No Harm						Spoke to the surgeon at the table and queried removing the old form however he said to retain it as a record of conversation.  Carried on the time out using the correct consent form. Asked line manager how to proceed,  who checked the check-in consent , which established the patient had verbally consented as per the correct form. NB Team commented that It did not help that the list order changed last minute, as the scrub  team were already prepped to carry out SLNB on the original first patient, so may have had that foremost in mind. SLNB was the procedure on the incorrect consent form.				Clinical Support and Specialist Surgery (CSSS)

		I17221		10/15/25		00:00		10/15/25		I have on two recent occasions (details below) identified radiology reports that show my name as one of the reporters on a scan when I have had nothing whatsoever to do with that scan or its report. This is a result of a setting in SECTRA PACS that auto-populates additional names on reports unintentionally. It is hard to detect the scans that have inaccurate author details. This represents a risk to the patients, reporters and to the trust - insufficient character allowance to explain				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		PACS manager and consultant PACS experts within department informed. Raised issue at consultant meeting with departmental leads present. Requested that reports be corrected - at time of writing my name is still erroneously recorded against the affected reports.
 
The functionality that introduces the risk is built into our computer systems and as such is very difficult to eliminate. It is also very hard to detect when it has happened - both the reporter and the person erroneously named as reporter can be unaware. I have only detected these cases by chance and we have no way of telling how many patients are affected across the department.

There is risk to patients because referrers can be falsely led to believe there has been consultant review of scans when there has not. 
There is risk to consultants who could be falsely held responsible for errors in radiology reports that they have had absolutely no input in.
There is risk to trust as this false documentation of reporters undermines their ability to investigate incidents and patients complaints involving radiology reports.

Scan reports that I know to have been affected (and still have inaccurate author details) are:
RBV202107068 FDG PET-CT dated 6/9/25
RBV202310044 XR Chest dated 30/9/25
RBV202502082 XR Chest dated 30/9/25
RBV202502185 XR Chest dated 30/9/25
RBV201914656 XR Chest dated 30/9/25				Clinical Support and Specialist Surgery (CSSS)

		I17222		10/15/25		10:40		10/15/25		Multiple interlocks including Layer switch error, Generator time out, emergency stop etc )during the middle of second beam of SUP isocentre. Lost couch compensation. Informed MCR and Superintendent.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Compensated couch and additional 2D taken.				Network Services

		I17216		10/15/25		10:10		10/15/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Team took the image, proceeded to open the 2D online image review workspace which opened behind tabs on a different computer screen. Engineers were called and refreshed each individual screen to try and open the workspace on the correct computer. Engineers restarted the CCP and Band 7 authorised another image.  2nd Image taken and matched well.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Band 7 and engineers informed. Patient wanted to sit up so radiographers went into the rooms to help. Engineers restarted the CCP and Band 7 authorised another image.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		Network Services

		I17217		10/15/25		11:05		10/15/25		HCAs found a DTI on pt's buttocks. Have made nurse in charge and nurse aware.		HCA Away Day in December focus on pressure area prevention and care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		No Harm		No harm		10/22/25		Medical illustration came up for her but she declined. 
TVN referral done. 
To update SSKIN bundle. On regular turns. 
Datix done.		All correct actions at time of finding DTI 
Ensure consistent and regular pressure area care given prior to DTI		Clinical Support and Specialist Surgery (CSSS)

		I17218		10/15/25		10:40		10/15/25		it was C1 D1 administering paclitaxel, 300 mg in 1 hour. after administering 205mg  patient felt hot and flush. so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Nurse that made the drug error had administered the 3 hour paclitaxel over 1 hour and has been open and honest about their mistake and emailed the team. 
The team stated - 
Thank you for updating us.
Please can you complete a DATIX just for learning purposes? (which has been done)

I don't think we need to make changes to her iQemo script at this point,  as her reaction was due to a mistake in her paclitaxel rate in this instance. 

Very best wishes from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Take time when administering chemotherapy. Ensure correct route, dose and rate. If unsure always check with another member of staff or an educator.		Network Services

		I17225		10/15/25		12:45		10/15/25		patient bone marrow request scanned onto wrong patient on cwp		scan removed
discussed with staff member to check correct patient record identified.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Broomhead,  Jan		Finally approved		No Harm		No harm		10/31/25		bone marrow request scanned onto correct document				Network Services

		I17237		10/15/25		14:00		10/15/25		Missing PGD stock 
1 box of fybogel
3 single enemas				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Finally approved		No Harm		No harm		10/29/25		Stock levels recalculated. 
Informed line manager 
Datix completed				Network Services

		I17234		10/15/25		13:10		10/15/25		On the 3rd reduced rate of paclitaxel pt complained of chest discomfort, flushing to the face, tickly cough.		Note  from review by SpR MedOnc on call

Alerted to review patient due to ?paclitaxel reaction despite rechallenge with desensitisation pre meds and slower rate

Part way through reduced rate of paclitaxel patient suffered a new cough, left sided chest pain, mildly tachypnoeic on obs

Received 200mg IV hydrocortisone in all 

On attending, obs normal, pain and cough resolved

ECG - AF (known AF), rate controlled, nil ischaemia

O/E

HS dual

Chest clear

No tongue/lip swelling

No rash

Imp

Grade 2 Hypersensitivity to rechallenge paclitaxel

Plan

1. Informed clinical oncology team

2. Not for further paclitaxel today; for carboplatin today		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Infusion stopped immediately.
Asked for help.
NEWS2 completed.
IV 100mg Hydrocortisone given under PDG by Sister on ORTC.
As symptoms still persistent after the first bolus of hydrocortisone, second 100mg IV Hydrocortisone administered under PDG by Sister with a good effect.
IV 1g of paracetamol administered for pain by Sister as per IQEMO.
Concerns escalated to clin onc who came to review pt. 
ECG completed. 
Pt reports feeling better, pt not for re-challenge of paclitaxel as per clin onc		Message from patients medical Team 

Many thanks for reviewing pt.

Patient had a taxane reaction G2 on C2 and was re-challenged as per protocol for C3 (today), unfortunately he had another G2 reaction so will continue carboplatin and paclitaxel discontinued. He is very well and I agree to continue carboplatin today.

I have discussed this with other members of the team not for further paclitaxel and continue single agent carboplatin. Wil amend script to reflect above.		Network Services

		I17235		10/15/25		00:00		10/15/25		Hospital letter scanned on incorrect date 24.10.2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/17/25		Scanned on correct to correct date 24.09.25				Clinical Support and Specialist Surgery (CSSS)

		I17230		10/15/25		10:03		10/15/25		Patient  had Paclitaxel in 3 hours but by mistake I started it at 1 hour. after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		Low harm		10/20/25		after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		Network Services

		I17231		10/15/25		14:20		10/15/25		Transport failed to collect patient for her treatment. Was arranged with transport managers with less than 24 hours notice due to the patient being treated at a different site and reassured this was ok. Transport failed to collect patient resulting in the patient missing RT. Transport contacted and mentioned that it is not possible to arrange with less than 24 hours noticed and that this should never have been booked in.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		18B Transport issues		Scott,  Andrea		Incident being managed locally		No Harm						Patients radiotherapy was cancelled for today. Patient contacted via phone and informed that an appointment will be added on to the end. As a result of this transport failed, this additional appointment has cause issues with capacity.				Network Services

		I17232		10/15/25		11:00		10/15/25		IPU outpatient plastic clinic lead by SHCA who had patients ready to be seen at 08.50 (start time 09.00). Delayed start with the surgical team not seeing patients until 09.20am. Clinic delayed through the morning as a result. At 11.00am, 4 x (1 new, 3 f/up) patients. 24 pts in total experienced a delay ranging from 20minutes to 90mins.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Smith,  Lydia		Incident being managed locally		No Harm						IPU co-ordinator apologised and informed patient of delay on behalf of the plastic surgeons and clinical nurse specialists as clinic progressed. Refreshments offered with explanation. Datix submitted.				Clinical Support and Specialist Surgery (CSSS)

		I17240		10/15/25		14:00		10/15/25		I have noticed that paclitaxel infusing through a filter line that was not changed after pembrolizumab upon administration by my colleague.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		Infusion paused. 
Advise sought from CPEF who advised me to attach another line on the 3-way tap and re-start the paclitaxel that way without disconnecting the line to prevent leakage of chemotherapy. Pt aware that 17mls in the line of the treatment will be lost as we are not able to give treatment through the line used for pembrolizumab. Pt upset about it. Pt tells me that ''I had no problems in blue team last time, my son doctor is not going to be happy about this''. Conversation witnessed by Sister on ORTC. Re-assurance and apologies made again to the pt.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		Network Services

		I17241		10/15/25		14:50		10/15/25		Patient received a platelet transfusion. End observations not completed. Patient sent home without end observations.		Action created on the action section of this record. 
Incident to be closed		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Patient contacted to check that they feel well as has previously reacted to platelets. Discussed with staff member who forgot to complete end observations.				Network Services

		I17242		10/15/25		14:11		10/15/25		Phone call from Salford labs patient AFB positive. Awaiting further sputum samples.
Medical annotation 14/10/25 13:23 'given Quantiferon +ve, will send sputum samples t test fr TB - indicates exposure '.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Perry,  Liz		Incident being managed locally		No Harm		No harm				Alertive sent to nurse in charge on ward 4, ward manager, patient flow and Medical doctor in charge of care. Patient isolated. Patient contacts noted for Surveillance on IPC tracker. On call microbiologist informed. On call microbiologist to contact Salford microbiology due to cover day shift tomorrow. Ward 4 matron and Lead nurse contacted to inform. Ward manager contacted to compile Staff exposure list. Occupational health contacted. Spoke to medical doctor via alertive more samples to be sent and to be reported to UKHSA.				Clinical Support and Specialist Surgery (CSSS)

		I17243		10/15/25		16:42		10/15/25		After 25.5mls patient started to feel unwell, flushed and chest pain. 
Observations checked 
BP 148/79
HR 66
SATS 94%
RR 27
TEMP 37.2

3L via nasal specs to help 02 recover to 100%		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	

Treatment stopped immediately, colleagues made aware.
100mg hydrocortisone administered and 10mg chlorphenamine given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware

Medical team emailed to follow up		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped immediately, colleagues made aware. 
 100mg hydrocortisone administered and 10mg chlorphenamine  given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware				Network Services

		I17244		10/15/25		07:30		10/15/25		Patient seen on AACU 14/10/25 for attempted NG tube insertion (head and neck ca). Patient declined to stay overnight for NG insertion 15/10/25 mane. Patient returned to Christies 15/10/25 mane but was unfortunately taken to outpatients instead of IPU, where the staff member sent him home as no o/p appt on system. Bolton Hospice liaised with IR co-ordinator on patient's return and made decision to blue light back to IPU for NG insertion due to low blood sugars and no way of feeding patient.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Berman,  Danielle		Incident being managed locally		Low Harm						IPU co-ordinator phoned outpatients where member of staff confirmed they turned pt away earlier today. IR team attempted further NG tube insertion on return to Christie - IPU where they were unsuccessful. Patient refused further NG insertion attempt. In line with patient's request and consultant radiologist aware, patient transferred back with same ambulance crew to hospice where he will reattend for an outpatient appointment mane 16.10.25. Parent team consultant messaged on CWP. Attempted to message team/CNS via Alertive, however at this time it was 16.30pm - OOH. Handover given by IR team to hospice.				Network Services

		I17245		10/15/25		17:30		10/15/25		Started on rechallenge caelyx
After 13mls complained of slight 'twinge' in lower back.
Infusion stopped and pain resolved. After discussion with senior nurses treatment restarted.
After 17.9mls back pain returned. Still very mild.		Then following above situation - Patient appeared flushed and red after 96mls of Caelyx total
Infusion stopped and 100mg hydrocortisone administered under PGD
Obs documented and improving
Currently on 4l oxygen nasal cannula
To be reviewed by Junior Dr before deciding to go home
to email team

Doctor documented - Carbo/Caelyx on hold - requested clinic FU on 28/10 as had x2 reactions to caelyx despite changes made to script and pre med chlorphenamine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		infusion stopped and contacted on call Akhlaq Maan who advised likely grade 1 reaction, and that given back pain now resolved can give 100mg hydrocortisone and rechallenge. To stop and not rechallenge if back pain reoccurring.
Hydrocortisone given under PGD at 18.10
Restarted treatment at 18.30
So far no recurrence of symptoms
To email team		Always confirm plan with doctors if outside of protocol.		Network Services

		I17246		10/15/25		08:30		10/15/25		Patient fell off toilet, landed onto knees with zimmer frame holding upper body up. NIL head injury. Emergency buzzer pulled, assisted back from fall to bedside chair via commode. Patients observations recorded and fine, doctors aware and assessed patient for further injury. NIL further treatment needed related to fall		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I17247		10/15/25		19:00		10/15/25		Patient went off ward. 
Came back with porter and seemed unconscious. 
Porter reported she was found on side of road. 
Taken back to bed. 
Patient not making sense. 
Not able to communicate. 
Observations taken. BP low. Asked Dr to prescribe stat dose of fluids. 
Bms stable. 
When helping patient to bed found substance in a packet. Looked green and brown and finely chopped. 
Gave to NIC. Locked in DC cupboard. 
Patient safe in bed. 
Will continue to monitor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations taken. 
Bms taken. 
Reported to NIC and Doctor. 
 [incident I17251 has been linked to this record as it involves the same patient - MSO]				Clinical Support and Specialist Surgery (CSSS)

		I17484		10/15/25		08:00		10/23/25		Ordercoms numbers 9383243 and 9383241 requested  (3778) - CPW samples sent for virology testing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and comment added in synergy.				Clinical Support and Specialist Surgery (CSSS)

		I17485		10/16/25		08:00		10/23/25		Ordercoms number 9384727 requested by Jessed Oliver Ext 1197 -  MRSA swabs in virology bag. (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and samples sent to Salford.				Clinical Support and Specialist Surgery (CSSS)

		I17457		10/16/25		14:33		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17458		10/16/25		12:00		10/23/25		Addressograph cut off on request form for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17248		10/16/25		01:45		10/16/25		POCT VBG 15/10/25 at 5.45am and POCT VBG at 01.45 16/10/25, patient on 2 litres O2 and FiO2 should be 28% but is 21% on VBG- RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				Clinical Support and Specialist Surgery (CSSS)

		I17287		10/16/25		13:00		10/16/25		TSRT9/level 5/ 13i /CF1c/CF2c/MD13i/SB13i

#3 DIBH 3 field breast
Radiographers imaged TP but omitted SCF image. Realised after delivering 80mu.
Paused beam and escalated to B7		reminder to staff to follow protocol		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		As beam had been partially treated decision made to deliver beam.
Daily imaging
SGRT used for monitoring
TP in tol, SCF in tol previous 2 #s
Staff reminded of importance of making sure following protocol.		follow protocol		Network Services

		I17288		10/16/25		15:50		10/16/25		C1D15 Paclitaxel
18mL has gone through
patient appeared red in colour
chest tightness and back pain		Medication given for drug reaction	
Oxygen as saturations were lower than normal threshold. And patient had chest tightness.
Hydrocortisone 200mg, administered under PGD
Actions  taken - followed the hypersensitivity protocol
Patient tolerated slow rate and completed the dose.
Emailed- Responsible medical team

medical team documented in notes - 	
Emailed about recent hypersensitivity to paclitaxel. I have added in dexamethasone pre-med and asked for slower rate of paclitaxel.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Stopped infusion
called for help
Obs taken
Dr on duty informed
Hypersensitivity protocol followed
Patient felt ok within 15-20 mins		Cannot see on CWP that observations taken or documented. Will clarify with nurse who submitted datix.

Spoken with nurse who as present at reaction - email sent from her states - 

Apologies, I didn’t realise that I hadn’t documented the observations on CWP . However, I remember that the patients Spo2 dropped to 93-92 and the patient reported experiencing chest tightness. Oxygen was applied for approximately 10-15 mins after which the patient Spo2 maintained within normal range on room air .Other vital signs were within normal limits. Restarted the treatment after 30 mins on slow rate and patient completed the infusion without any issues.		Network Services

		I17289		10/16/25		16:00		10/16/25		Bone marrow transfusion brought to the ward at 4pm with 1.8 litres to be infused. It was not possible to infuse it all with hours.		Discussed with the lab team:
A reminder to think about dilution factors.
For future BMH, if this happens again, to prioritise issuing this above other transplants / workload.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Bone marrow infusion given with consent from medical team.				Network Services

		I17290		10/16/25		19:25		10/16/25		Patient had completed third desensitizing bag of carboplatin, returned from the toilet reported she felt very warm, appeared slightly flushed, also mentioned itching around abdomen and down arms.		Team emailed to inform them 
They will need clinic review to consider future treatment.

NEWS2 score initially 4 then decreased to 1. Safely discharged.

Consultant documented -
Reacted to carboplatin on de-sensitisation protocol after approx 1/8 of the dose.

Stop carbo, continue with SA paclitaxel		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		Treatment stopped, piriton and hydrocortisone given under PGD, observations recorded and stable. Resolved quickly, patient discharged.		Patient safely discharged and communication sent to team.		Network Services

		I17291		10/16/25		15:00		10/16/25		Pt has increasingly become more confused today. Pt was very agitated that she has been flailing and writhing that she had 2x witnessed falls assisted to the ground from her recliner chair, we have used a hoist to get her back in bed. Pt was very frightened and unable to reason with. Emergency buzzer was pulled both times.
On 1:1 supervision. Aw capacity assessment for DOLS.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Drs made aware and reviewed. 
Needs a capacity assessment
Pt did not hit her head. No evidence of lacerations
Pt currently very confused, Lying and standing blood pressure inappropriate at the moment. 
CSU taken.		Difficult and complex situation, rapid disease progression 
NOK updated regularly throughout last week of life. All MDT involved to best support patient		Clinical Support and Specialist Surgery (CSSS)

		I17274		10/16/25		14:30		10/16/25		Patient referred for PICC line insertion as previous PICC removed due to ?infection.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team stated this would be done.
On arrival to ward, patient states only used eradication wash once and was told by her RN to only wash her arms so full body wash not done and full eradication not completed.		Contact IPU for information/posters regarding eradication treatment and disseminate to the teams. Introduce this to Induction of new staff.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		NIC of ward informed.
Patient informed and advised of reason for eradication therapy and advised to recommence full eradication while IP on ward.		Ensure staff are aware that eradication treatment pre line insertion is for 2 days and full body coverage. In urgent situations staff must speak IPU for clear guidance		Network Services

		I17275		10/16/25		10:00		10/16/25		Patient referred for PICC line insertion.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team happy to proceed on 1 day eradication only due to urgent clinical need.
On arrival to IPU, patient states only wash his left arm with eradication wash as advised by his RN that morning.		Discuss the procedure of pre line insertion eradication treatment on induction of new staff. Ask IPU for information or poster they may have for the clinical areas		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		Patient's right arm washed on IPU with Octenisan wipes, as PICC line was due to be inserted on right arm. Advised patient of importance and reason behind eradication therapy and advised to continue with full body wash whilst remains an IP.
NIC of ward informed.		Increase awareness within the clinical areas of the pre line insertion eradication process.		Network Services

		I17276		10/16/25		15:15		10/16/25		TSRT9 13CC SB3i MD13CC CF3a
machine fault after XVI review 
patient off the bed and taken to another machine, resulting in an additional image		MLC not ready - Y1 8 not moving - Replaced - Shape test 2x completed - SC completed lightfiled		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Raisbeck,  James		Finally approved		No Harm		No harm		10/20/25		MLC fault 
engineers called and patient taken off the bed 
moved to another machine with an additional image authorised by band 7 
Additional image 0.8mgy delivered		Leaf key failiure.		Network Services

		I17277		10/16/25		11:55		10/16/25		Upon drawing up Pembrolizumab using the closed system equipment according to instruction, the drug started leaking once the syringe plunger had been pulled. (Vial batch no. Z009879)				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		Issue reported and escalated to PEFs. Vial that leaked was not used. PEF staff came to investigate the equipment				Network Services

		I17278		10/16/25		13:40		10/16/25		a leak occurred during the preparation of pembrolizumab within a closed system while using PPE. The leak was identified after the liquid was drawn into the syringe and the air was pushed back into the vial (in the closed system). Small amount of the drug leaked from the vial. 

pembrolizumab vial- lot: Z009879, EXPIERY:02/2027				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		No exposure to staff occurred due to the use of PPE, and the area was immediately cleaned. 
full closed system placed into the sharps bin and PEF team reviewed and photos documented by the PEF.				Network Services

		I17271		10/16/25		13:30		10/16/25		Patient was due Irinotecan today. It is prescribed over 30 minutes, however she has for awhile required an Atropine injection prior to administration due to cholinergic symptoms. The Irinotecan was administered over 30 minutes rather than 1hr 30 min despite the Atropine being given prior.
Patient complained of further cholinergic symptoms including excess saliva production and mild stomach cramps so a second dose of Atropine was prescribed and administered.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/27/25		Senior nurse discovered that the Irinotecan was given over an incorrect time, it was given over 30 minutes instead of 90 minutes. The patient was informed and apologised to. The ANP on unit was informed. Observations taken and patient monitored. Nurse who administered the chemotherapy was informed as well.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		Network Services

		I17268		10/16/25		10:00		10/16/25		Ptt had robotic total hysterectomy on 9.10.25. Sent home with catheter and TWOC appt for 16.10.25 on IPU. 
Pt called on 15.10.25 and not attending due to travel issues. When asked if a DN referral was sent, as requested by pt on d/c, pt informed no referral was sent. Pt then stated that she would remove it herself. IPU scheduler documented this on CWP, however, did not escalate this verbally to any senior medical team member. Upon calling the pt on 16.10.25, pt has removed it herself.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hibbert,  Caroline		Finally approved		No Harm		No harm		10/30/25		Called patient to ask if she was okay. No answer. Called mother, who confirmed the patient had "cut out" her catheter. Passed coordinator number to mum to pass to patient. 
DN referral completed in hopes they can go out today she assess patient is well.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		Clinical Support and Specialist Surgery (CSSS)

		I17269		10/16/25		00:00		10/16/25		Wrong Oncotype result in notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Datix filled in so that I can request IT to remove it. Correct Oncotype report requested.				Network Services

		I17252		10/16/25		08:40		10/16/25		i have scanned documents for the wrong date. 

the 2 documents are:

histopathology -- scanned in on 15/10
mr scan -- scanned in on 14/08

i was informed by the proton mdt team				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Bryan,  Dwain		Finally approved		No Harm		No harm		10/21/25		i called them to clarify which documents they wanted me to remove as it wasn't straight forward. they advised which ones to remove. i have asked techbar to remove these documents				Network Services

		I17265		10/16/25		09:00		10/16/25		TSRT9 / LEvel 5 / 11V / SB11t / CF7a MD12l
Plan not ready in timely manner. Not exported to radiotherapy prep with enough time to ready it for patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/31/25		Pt due #1 @ 10am 15/10/25. Plan had dose verif evening of 15/10/25. Needed final check 16/10/25 am. Finally exported to prep @9am 16/10/25 giving 1 hour for input/check/image prep process to take place. Noted at prep that intent to treat annotation was inadequate so needed to contact Dr to do this further slowing this process.

Further investigation
Late export from treatment planning had been accepted by prep room, owning to the DV requirement it wasn't possible to export any earlier. 
Delay re Intent treat annotation is a separate from treatment planning delay.				Network Services

		I17412		10/16/25		13:35		10/22/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Documented as G095 625 382 732 9
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 382 739 K				External Other Trust

		I17297		10/16/25		13:00		10/17/25		Document accidentally uploaded under 'date received' rather than 'clinically relevant date'				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Put a ticket into techbar requesting the document to be removed, so that it can be re-uploaded under correct date. Request - INC-117849 - document has been removed.				Network Services

		I17293		10/16/25		20:30		10/17/25		MASD to skin under both breasts, lower stomach and groin areas. Present on admission, has been using barrier creams at home, due to perspiration not incontinence.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		TVN referral, barrier spray applied and given to patient. NIC informed.				Clinical Support and Specialist Surgery (CSSS)

		I17294		10/16/25		21:00		10/17/25		CD was taken out for patient at the right time - no access was available so cd was wasted but EPMA wasn't updated so the reminder was gone. CD ended up not being given as by the time I realised it was too late and would have disrupted future doses - dr made aware - pt states no pain but will monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Informed dr, wrote datix and will inform ward manager when on ward				Clinical Support and Specialist Surgery (CSSS)

		I17282		10/16/25		15:40		10/16/25		patient had an extravasation while on the scanner, first flush of cannula was fine. pt. confirmed no discomfort then .checked on pt and they confirmed no pain during scan.  however ,  during scan, there was no contrast on image.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		scan was stopped immediately. made sure patient was okay . medical illustrations was contacted . pt. was given an ice pack to apply on area of extravasation and arm was elevated for 5-10mins. 
pt was given follow up instructions on how to manage the extravasation and reassured everything would be okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17280		10/16/25		15:43		10/16/25		CT scan was needed to be done of this patient's thorax, abdomen and pelvis. Test bolus injection  of 10mls of Saline given at 2mls/sec. This went through fine. Patient injected with iomeron iodinated contrast agent. 19.7mls went in but the patient said she was feeling pain so the injection and the scan was stopped. I went in to check and the contrast has extravasated into the skin. 8 CM X 6CM LUMP - SWOLLEN AREA. RED AND TIGHT SKIN. MASSAGED AREA, ELEVATED WRIST AND ASPIRATED AS MUCH AS POSSIBLE				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		Aspirated as much contrast out of wound as possible. - approx 6mls. Massaged skin, cold compress applied. Limb elevated. Checked with patient that pain had subsided and she said it had.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17321		10/16/25		18:30		10/17/25		I came on to my shift on the morning of the 17/10/25 and noticed that the patient had a bag of saline with 4% glucose running, I queried this with the nurse who had been looking after them overnight and he said he wasn't the one who put it up, looked at the prescription and noticed it was meant to be hartmans running. informed doctors, checked pt blood sugar which was fine. 

had to select diabetic medication as option for saline wasn't available		spoke to nurse who had put up incorrect fluid - asked her to complete a reflection		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		drs informed, bag of fluid taken down, blood sugar checked		importance of checking correct fluid being administered		Clinical Support and Specialist Surgery (CSSS)

		I17313		10/16/25		16:20		10/17/25		Immunotherapy  attached to A line rather than B line in error. Immunotherapy then removed from A line and reattached to B line in blue tray. When attaching B line to pump the clamp was not on and caused a spillage of about 5ml before line was attached to pump. The Spillage went on pump and small amount on the floor. 
None went near the patient.		Spillage discussion had with reporter on the day of incident.  Minimal spillage ? saline ? treatment - reported approx 5mls spilt in try and droplet on floor.  Advised re following spillage policy.  Discussed with NIC.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ingham, Mrs Andrea		Finally approved		No Harm		Low harm		11/5/25		Spillage kit used. Floor cleaned, pump cleaned and domestic was to be made aware to clean floor. 
Pump isolated.
Medical team made aware. 
Ward manager made aware. 
Once first administration was finished new IV line was used. Was deemed correct from medical team to continue with infusion rather than wasting drug		Ensure staff know how to utilise the infusion devices and know how to trouble shoot when something untoward occurs. 
The patient and the nurse remained safe and were supported by other appropriate staff during the incident.
Always ask another treating nurse to supervise / talk through your intended process when dealing with important clinical aspects such as this to ensure safety at all times.		Research and Innovation

		I17335		10/16/25		22:00		10/18/25		Pt was being cleaned and repositioned and a DTI was found on pt buttock which the daughter hadn't noticed before.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		Low Harm						Barrier cream applied and pt repositioned - explained to pt family about pressure areas being relieved.				Clinical Support and Specialist Surgery (CSSS)

		I17362		10/16/25		10:00		10/20/25		Inspection of the GA anaesthetic rooms was taking place, Christie GA staff who had access to the MRCAA, authorised the enter of at least 3 of the inspectors, whilst a patient was beings scanned. All of the inspectors had never been into the PBT MRCAA before and had not been screened to enter. No one in the GA team is an MR Supervisors.		As a result of the MR safety incident reported on the 16/10/2025
An action/learning from this incident, please can the anaesthetist who provided access to the MR controlled access area please re-read the local rules and re-affirm their understanding. This need to be done on their next working day in PBT. 

The key points to note from this incident 
The anaesthetists are MR Authorised Person MR Environment
Free access to MR controlled access area (excluding magnet room)- Yes
Responsible for others while in the MR CONTROLLED ACCESS AREA (excluding MAGNET ROOM)- Yes
Free access to the MR  ENVIRONMENT- Yes
Responsible for others while in the MR ENVIRONMENT-No
May screen visitors- No 
In this scenario the visitors should not have been given access by the MR Authorised Person MR Environment (anaesthetist) without the visitors been screened by an MR Authorised Person (Supervisor) e.g. Radiographer. 
As an MR Authorised Person MR Environment, you are required to read the following: 
1 MRI Safety Policy
3 Local Rules
4 MRI staff training policy
5 MRI procedures and policies
8 Safety screening guidelines
9 MRI QA requirements
Not essential reading but must be aware of
2 UK CEMFAW Regulations
6 MRI implant procedures
7 MRI forms
The above documents (MR Safety Framework) are located on HIVE under QART -Radiotherapy protons - Pre-treatment -MR sim - MR specific Documents HIVE - Proton Beam Therapy - Main List (xchristie.nhs.uk)		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT pre-treatment						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		I immediately followed them into the MRCAA area asking them to stop however the GA staff (unsure if it was an ODP or Anaesthetist as I did not recognise them) who had swipe access, stated they did not need to enter the MR Environment so it didn't matter.
I then proceeded to screen the staff who were not authorised and informed them that this must happen BEFORE entering the MRCAA in future.				Network Services

		I17357		10/17/25		14:00		10/20/25		TSRT 9
Pregnancy check not completed prior to treatment #1 as per XRT guidelines.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13E Confirmation of pregnancy/fertility status		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Completed prior to #2 exposure. 
Datix submitted and recorded in pt notes.				Network Services

		I17358		10/17/25		17:30		10/20/25		TSRT9
Single fraction T spine patient. Image review carried out by a competent Radiographer (A), independent review carried out by none competent Radiographer (B). After treatment had been delivered B told A that they hadn't carried out their 2D imaging training (training currently on hold waiting for new training package). Radiographer A escalated to treatment band 7.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Retrospective independent review of 2dkV carried out. Online match acceptable.
Radiographer B reminded to let colleague know prior to treating a patient if they are not competent for technique/image review.
Memo sent out to staff group to remind them to discuss with colleagues if they are not competent for technique/image review.				Network Services

		I17347		10/17/25		14:00		10/20/25		TSRT9/level 3/ 13CC/SB3i/ MoD 13CC/ CF3A
RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch. MCR called resetting systems .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Called superintendent who was in contact with MCR throughout. Superintendent approved additional imaging for when Patient back on bed				Network Services

		I17349		10/17/25		13:00		10/20/25		Lab request number 2664844 & (rejected sample 2664764)  Samples for patient initially rejected as incorrect hospital number on the request form - Does not comply with laboratory accetance policy where samples and forms require 3 patient identifiers.  Nurse Cletus ONERHIME came up and asked us to process sample as patient elderly and waiting for treatment.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/20/25		Error logged.  Explained to nurse why sample was rejected.  Spoke to Head of blood sciences who agreed to process this sample on this occasion only as it failed to comply with the acceptance policy but that we would raise a datix.   Sample re-labelled, hospital number on form and sample amended in presence of Deputy reception manager and sample booked in under new lab number and sample processed according to laboratory protocol				Clinical Support and Specialist Surgery (CSSS)

		I17352		10/17/25		15:00		10/20/25		Lab request numbers 2663371 & 2665288:  Blood tests booked in under the incorrect patient and results went over to CWP.		The incident has been discussed with the reception team regarding incidents relating to tests booked in under the wrong patient.  Suggestions have been made of what to do when they are distracted to avoid mistakes which includes double checking before completing work.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Finally approved		No Harm		No harm		10/27/25		Error logged.  Brought to the attention of Duty biochemist.  Results redacted from incorrect patient and inputted into correct patient.  Clinical heads of Haematology and Biochemistry informed.		There are a number of distractions within the pathology reception area which can lead to errors as booking in is a manual process.  Staff should ensure they concentrate when booking in requests and if they are interrupted to start from the beginning or double check to avoid mistakes being made. Staff member associated with booking in this test has now left the organisation.		Christie Pathology Partnership

		I17355		10/17/25		17:10		10/20/25		TSRT9

Clock not completed after #1, error picked up prior to #3. 
Clock ran #1 and #2 verify beam parameters were correct.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Clock check done, Datix completed and recorded in pt notes.				Network Services

		I17330		10/17/25		20:00		10/18/25		A treat and return patient was not happy with her experience.
She states that she arrived from MRI Hospital very early in the morning and then waited around for 2 hours without being informed why.
She was then on W12 awaiting transfer back to MRI which had not been booked by them, they then booked it at approx 19:36 which meant the transport was going to be a 3-4 hour wait.
The patient eventually got collected at 04;30AM on 18.10.25.		W12 manager have sent out Process for Admission Direct to the ward, shared this on our private group and let staff know this is on our MSTeams channel for reference if unsure. Reminded ward staff to contact the parent team when patient arrives for treat and return.

Note from MSCC team- no one had contacted the MSCC team that the patient had arrived.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Mcgough,  Sophia		Incident being managed locally		No Harm		No harm				I was called to speak to the patient at 23:45 as she was in pain and also not very happy about the wait.
I first spoke with the RN at MRI as she was on the phone when I got to the ward- She informed me that the ambulance had not yet been allocated. 
I was given the reference number.
I spoke with the patient to apologise for the delay and explained how the treat and return process usually works.
I apologised on behalf of the trust and explained the complaints procedure to her and advised that we would appreciate any feedback.
She was then clerked by the Dr so that we could administer some pain relief. She also said that she had waited a long time when pressing the call bell, she needed assistance to the toilet.				Clinical Support and Specialist Surgery (CSSS)

		I17319		10/17/25		12:00		10/17/25		Drug reaction to docetaxel at 25ml
Flushed face
breathlessness
back pain		Actions and result of actions taken
Oxygen
Hydrocortisone 200mg, administered under PGD
resolved within 15 minutes		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		Stopped infusion 
Administered PGD hydrocortisone with effect 
Short term Oxygen applied 
resolved and rechallenged with effect				Network Services

		I17317		10/17/25		14:15		10/17/25		Post oxaliplatin patient complained of cramping to hand, slurred speech and cramping in legs.		IV fluids commenced. IV hydrocortisone 100mg given and observations taken.  Patient monitered  for a few hours post infusion to ensure symptoms resolved.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		IV fluids continued and IV hydrocortisone given under PGD criteria. Monitored patient for a few hours post infusion whilst symptoms settled
Observations taken and documented
Team emailed to advise				Network Services

		I17312		10/17/25		13:32		10/17/25		Red clean requested on aacu sr5 for c diff.
unable to complete a fog in those sr due to structure of doors.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		deep clean requested				Capital, Estates and Facilities

		I17322		10/17/25		11:45		10/17/25		After consenting the patient for radiotherapy, the patient's husband, who is a recently retired Consultant Professor ENT Surgeon, proceeded to confront me in the hospital corridor later on as he was unhappy with how I had spoken to her. See CWP annotation. He spoke to me in a verbally aggressive way, and entered my personal space as I backed up into the wall trying to de-escalate the situation, and made a reference to physical action. There was no physical contact.		The SpR de-escalated the situation, and promised to speak to the patient again which he did late in the presence of the radiographers  in CT in XRT. The SpR has reflected on the incident and  apologised to the patient if anything was said in a way that was upsetting. 
The patient said she was not upset or distressed and that she was trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment.  The SpR did not want any  further action taken on the day  with the patients husband as the patient required them to be her for support, however the SpR was released from their on call responsibility for the remainder of the day and returned to cover his shifts over the next 2 days. 
Security was informed of the incident however no action was required on the day. 
The Service manager called the SpR to do a welfare check with them on the Saturday  and they also received support form their educational, clinical supervisors and the on call consultant.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12		The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Cox,  Margaret		Finally approved		No Harm		No harm		11/3/25		De-escalated the situation, and promised to speak to the patient again, which I did later. I spoke to the patient without her husband present, with the radiographers present (She was in the room at CTsim next to me), and apologised to her if anything was said in a way that was upsetting. 

The patient said she was not upset or distressed and is trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment. I then informed the consultant on call and my clinical and educational supervisors who escalated the incident and instructed me to do a datix. Service manager also aware of the situation and is investigating. Due to the emotionally charged nature of the incident one of my colleagues kindly took over the on call bleep. Please see all CWP annotations

17/10 - CSSS Governance;  reallocated to NWS and service manager whom is already aware of this incident and investigating.				Network Services

		I17323		10/17/25		15:15		10/17/25		TSRT9/ Level 3/ 13CC/ SB3i/ MoD 13CC/ CF3A

RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch.  Patient needed to be re-set up, this resulted in an addition CBCT and 2DkV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Superintendent in contact with MCR throughout-  informed needed a minimum of 30 mins after 15 mins of downtime- patient removed from couch. Superintendent authorised additional imaging. Incident reported.				Network Services

		I17324		10/17/25		17:58		10/17/25		ward 12 b1 pt ?TB-sent home and as per cwp note from infection control, amber clean requested from deep clean team.
unable to complete amber clean as bed is in bay.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17325		10/17/25		14:45		10/17/25		Patient was receiving Paclitaxel. C/o feeling unwell- felt hot and had body tingles/sore back. 20.2mls of Paclitaxel had been infused.		Infusion stopped
- IV hydrocortisone 100mg administered
- Observations carried out at 14:47:
hr 108, rr 23, bp 155/107, spo2 99%, temp 36.9
- Alerted ACP on ORTC who came to review- advised to recommence paclitaxel at reduced rates as per protocol after half an hour and re-check observations.
Observations at 15:30: rr 18, bp 140/78, spo2 100, hr 88, temp 36.3.
- Datix completed
- Breast team emailed to update and amend script accordingly.

Remain treatment administered with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		- Stopped infusion
- 100mg IV Hydrocortisone given
- Observations taken
- ACP informed
- Recommenced at reduced rates as per protocol
- Email to parent team to update		Team emailed and informed - good communication seen.
Script to be modified- needs reduced rates going forward.		Network Services

		I17326		10/17/25		18:15		10/17/25		Patient had a CT Abdomenpelvis Scan
At the point of bolus tracking no contrast was seen on the monitoring images
Scan was stopped and patient was immediately accessed with the cannula site swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/20/25		The patient was reassure and informed of the situation
Cannula was taken out after trying to pull back for the content
Image of the affected arm was taken with the patients consent
Cold pack was given to the patient and asked to elevate arm
Another cannula was inserted and scan done		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17327		10/17/25		15:00		10/17/25		47.5ml nivolumab infused. Abdul presented with severe lower back pain, leg pain. Felt warm and was flushed. Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.				Network Services

		I17328		10/17/25		17:00		10/17/25		Patient attended for Zoledronic acid, protocol states that patient's should be consented for this treatment. Escalated to reg and advised she was verbally consented over the phone in March. This was not clearly documented and patient had gone through clinic multiple times since then and had not been consented properly.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						On call came to unit to consent patient				Network Services

		I17304		10/17/25		00:00		10/17/25		Consultant noticed that per CWP Outcome form 28/08/25, 2 month fup has not been booked.		- Highlighted to secretary to book next available.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Emailed sec to book patient to next available fup.		- Book FU's as per EOF's.
- If this is not possible then query with relevant team.		Network Services

		I17305		10/17/25		09:58		10/17/25		MR request for patient with a pacemaker - referrer had selected no to implant. Upon investigation, this was the third request for a MR scan for this patient. The team were informed each time that the patient cannot be scanned at the Christie as the patient's pacemaker does not fit our safety guidelines. There is no alert on CWP to inform any staff member that this patient has a pacemaker.		Mr Grecu has added an alert to CWP for this particular patient. I will have a wider conversation in the plastics diary meting regarding the importance of adding alerts to CWP for pt safety		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Smith,  Lydia		Finally approved		No Harm		No harm		11/3/25		A message was sent to the referrer to explain that we cannot scan the patient here and could they please put an alert on CWP to prevent another request being placed. 

17/10 - CSSS Governance; A plastics patient. The plastics team don't seem to be grasping that Pt intelligible for MRI within the Trust.				Clinical Support and Specialist Surgery (CSSS)

		I17409		10/17/25		14:00		10/22/25		Patient received a unit of RBC's and the 15 minute vital signs not recorded. 

NEWS not completed.		Transfusion practitioner completed prescription on CWP and provided evidence for traceability. Staff reminded to complete and record NEWS within timescale for transfusion vital signs.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		Staff Nurse competent in blood transfusion to follow the policy and complete end observations .		Network Services

		I17445		10/17/25		17:00		10/22/25		TSRT9 5k level 3 SB 13aa, MD 13GG, CF 1b,1c,2c
Patient imaged #1-#5 due to images being out of tolerances. Additional 2 images not authorised by superintendent radiographer in imaging notes, was authorised retrospectively				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		N/A				Network Services

		I17292		10/17/25		01:00		10/17/25		Patient has been found outside by security over the past couple of nights. Security confirm they witnessed her smoking/inhaling something ?illicit substances. Her behaviour is then subsequently altered in line with some sort of drug abuse. 
I have sensitively approach this issue with her overnight but she denies taking any substances. She does however seem very impaired, drowsy, altered gait, slurred speech. She needed escorting back to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Finally approved		No Harm		No harm		11/4/25		Security escorted her back, I have spoken to her and raised my concerns about her well being. I am concerned that this will escalate as her treatment will last for weeks. We need a plan to manage this behaviour and understand the expectation of the clinical staff, in hours and out of hours. 
Stage 1 written warning issued
Verbal conversation with WM on breach of hospital policy and documented in notes				Clinical Support and Specialist Surgery (CSSS)

		I17521		10/17/25		14:00		10/24/25		BB7611: Bone marrow CD34 cell dose calculated incorrectly initially due to multiplying the WBC by 10, as is standard practice. Bone Marrow samples are neat and do not require a dilution. The initial CD34 cell dose reported was 10 x higher than the actual value. Emailed Consultants with the incorrect cell dose. There was no Collection report available from the Centre (NMDP donor).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Wilson,  Sarah		Incident being managed locally		No Harm						Double checked all calculations in Synergy by performing manual calculations. Sought advice from Lab Manager who advised check the dilution factor. Once results were rectified and verified, emailed the Consultant with apologies and informed them of the correct cell dose. 4 bags of marrow were transplanted 1.8L with no incident.				Christie Pathology Partnership

		I17711		10/17/25		12:00		10/31/25		Ordercoms number 9385329  two Fluid electrolyte samples received for the same patient - one in a microbiology bag. Requested by Claire Edwards ext 7519  (Please note that Biochem/haem samples go in the clear bag and are processed here. Microbiology samples go in the blue bag and are processed at Salford.  Virology samples go in the red bag and are processed at MRI.) One of these samples could have gone to Salford in error as it was in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Incident being managed locally		No Harm						Error logged, booked in and both samples processed here				Clinical Support and Specialist Surgery (CSSS)

		I17712		10/17/25		12:00		10/31/25		Ordercoms number 9386141- Christie profile and magnesium, 9386144 - CRP - Two labels on 1 sample.  Requested by  ext 1081.   Please note that two labels on one sample cannot be read by the analyser.		To escalate to IT 
The Haematology team will visit the lab on Pathology day to understand the process of the lab and how error affect the workflow of the lab.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/31/25		Error logged, booked in and Christie profile and magnesium were added to lab number 9386144		To always use one label for one sample as analyser will not be able to read 2 labels on one sample		Network Services

		I17713		10/17/25		12:00		10/31/25		Ordercoms number 9386016 Requested by Leah Parrott ext 1557.  2 x Samples received (1 Serum and 1 EDTA) with the same lab number for Christie profile.		All HCA's		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		11/5/25		Error logged, booked in, the serum sample was booked in and processed.  The EDTA sample was put in the spares rack.		Nurse involved informed of mistake for learning		Clinical Support and Specialist Surgery (CSSS)

		I17582		10/17/25		10:11		10/27/25		Staphylococcus aureus, Klebsiella pneumoniae and Enterococcus faecalis  in peripheral blood culture 17/10/25.  previous overnight stay on AAU, discharged 19/9/25. Within 28 days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				reported to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17381		10/18/25		10:00		10/21/25		Pt attended for Goserelin injection on 18/10/25- pt was administered ward stock 3.6 mg instead of the named and labelled 10.8mg from main pharmacy.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Team informed via email.
Tried to call pt to inform her of the error- unable to get through.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		Network Services

		I17366		10/18/25		06:45		10/20/25		Reviewed patient on Monday after being cared for by an agency nurse over the weekend. Noticed that patient spiked a temperature on 18/10/2025 6:45 am. No documentation of escalation. No cultures were taken or paracetamol given at the time. Patient was not seen by a doctor and thus not assessed for infection.				The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Incident being managed locally		No Harm						Reviewed patient, obs and infection markers over the weekend. Fortunately no harm was caused to patient and clinically remained stable. No infection developed				Corporate

		I17331		10/18/25		10:35		10/18/25		After 1/4 rate completed, 19mls, pt's wife alerted staff with above.		Stopped tx immediately. Administered 100mg hydrocortisone. 
Obs taken, NEWS as charted- NEWS2 initially 2.
 Reviewed by ACP on ORTC. Symptoms resolved.
Repeat obs taken - NEWS2 - 1.
 Reported feeling well. 
ACP happy for pt to go home. treatment stopped as reacted on a rechallenge at a slow rate.. Safety netted with hotline. Emailed team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken, NEWS as chartered. Reviewed by ACP Sarah Wellsby on ortc. Symptoms resolved. Repeat obs taken. Reported feeling well. Sarah happy for pt to go. Safety netted with hotline. Emailed team.		Team documented - 
Reaction at reduced rate paclitaxel. 
Will need clinic for consent to nab-paclitaxel.

Clinic planned and patient booked in for nab-paclitaxel.		Network Services

		I17332		10/18/25		12:00		10/18/25		HCAs assisting patient with a wash this morning. Noticed broken skin ?C2 to patients inner thigh.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral sent. Datix completed. PurT completed. 
Added to the handover for medical illustration to be completed Monday. (Found on a saturday and med illustration do not work weekends.)

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for ?pressure damage to inner thigh.  

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own clothing, and hospital incontinence pad. Needed assistance x1-2 to move in bed and remove/replace clothing in order to enable examination.

Superficial area of healing skin damage 0.6cm x 0.8cm to inner area of her R thigh. Wound bed is almost entirely epithelializing tissue with small area of red granulating tissue to centre. Surrounding skin normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage – all skin and surrounding skin is blanching, and no mechanism can be identified through which pressure would have been present to this particular area.

Patient and family unsure how wound occurred, neither do nursing staff know aetiology of the wound.

Medical illustration obtained during consultation, please also refer to photographs. 

Plan of care:

To small healing wound on inner R thigh:

Clean with normal saline

Apply Kliniderm foam border dressing

Change each 3-4 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17333		10/18/25		18:50		10/18/25		Absconded patient. 
Patient transferred to W14 17/10 1700pm. Left ward around 1815pm. Informed HCA staff was returning books and would return to ward. Has not returned still, now 18:55 18/10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Discharge		Self discharge/ against advice		Caporn,  Alice		Incident being managed locally		No Harm						Duty manager and security contacted and made aware by day and night staff. 
Night nurse rang pt - no answer. Rang partner around 22:10 - 'she said she had been discharged, at the bus stop now bringing her back'. 
Night nurse tried partner again 1am - no answer. 
Escalated again day of 18/10 as pt still not back. Duty managers have being ringing pt and partner today - no answer and no sign of patient. 
DM rang police on 101 (LOG NUMBER: 1391 of the 18.10.25): 'who advised that they will not attend Michaela's property as we cannot confirm if she is going to be there. They advised that we go to the property to see if she is there and if she isn't then we can report her as missing to 101 or via the GMP website. I explained that we cannot leave the hospital to attend her house as there is a safety issue for the staff and we are busy caring for our current in-patients.'

DM advised that she still cannot get in contact with pt/partner. To pack up patients belongings and place them in a locked office (in Educators office on w14). 
If she is to come back she is to go through hotline.				Clinical Support and Specialist Surgery (CSSS)

		I17334		10/18/25		08:55		10/18/25		Patient admitted to AACU for repeat bloods.
On arrival blood sugar 18.1.  Patient had not brought his regular insulin with him, so prescribed a stat dose on EMPA of Trurapi 8units at 08:55.
Nursing staff contacted on call pharmacist as unable to source from wards.
At 12:00 insulin still not received from pharmacy.  Phoned and informed that vials had been requested and only stock pens, so awaiting this to be changed by pharmacist.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Stent,  Sue		Finally approved		No Harm		No harm		10/31/25		Had to prescribe pen on an outpatient prescription in order to source for stat dose.  Received on unit at 1pm, and dose given.  Delay of 4hrs

TCP - dispensed the OP Rx as above. No stock of vials as requested on EPMA and waited for ward pharmacist advice as mentioned in datix above to amend the Rx to insulin pen. Ended up dispensing the OP Rx and the EPMA Rx was still waiting to be changed.				Network Services

		I17336		10/18/25		20:30		10/18/25		Patient admitted to ward skin checked and found MASD to buttocks and Cat 3 to sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/20/25		Skin cleaned dressing applied to sacrum skin bundle completed informed patient Datix informed sister in charge of the ward

TVN assessment on the 20/10/25- found to have Moisture lesion to the natal cleft .No evidence of pressure damage.  ward manager to be informed and incident requires changing.				Clinical Support and Specialist Surgery (CSSS)

		I17337		10/18/25		22:00		10/19/25		Pt presented with Grade 2 to the sacral area.		Pressure ulcer present on admission. Nil action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		10/24/25		Air mattress
Drssing
Regular Turns
TVN referal
Datix

20/10/2025 Tissue viability service assessment 

Referral received due to query cat 2/MASD  to sacral area Present on admission.

On assessment there is an area of 2 cm x 1.4 cm,  Category 2 pressure ulcer to the natal cleft, He has originally started as MASD to the natal cleft due to location and now appears to be a combination of moisture and pressure which Allan informed, he had not been moving around as much,  He has had this at home.

No sign of infection to the area

Allan can mobilise but due to feeling poorly is also resting on the bed.

Mattress in place with Hybrid pump now switched on.

Plan of care.

1) Put a pressure relieving cushion on the armchair.

2) ensure mattress and pump are checked and working correctly.

3) Dressing advice

Cleanse with Medi derma s PH Cleansing spray

apply Flaminal forte to the area, apply a thick layer, this can be applied following personal care or episodes of incontinence.( ensure applied at least twice a day  morning and evening)

4) 2 hourly repositioning advised and discuss with Allan 

5) update wound care plan and wound care chart

6) update purpose T and Nutritional assessment.

7) Referral to the dietician

Ensure the area is monitored for signs of infection or deterioration, if this occurs escalate to medical team and swab the area for c and s.

8) On discharge home, please ensure, medical illustrations is taken and referral to district nurses for wound care- pressure area management.

Refer back to tvn team if any concerns.		Pressure ulcer present on admission
Assessment complete in a timely manner and appropriate care delivered.		Clinical Support and Specialist Surgery (CSSS)

		I17338		10/18/25		22:00		10/19/25		Checked patient's skin and on checking, MASD was on the patient's buttocks. Barrier ointment applied and encouraged the patient to reposition regularly. TVN referral sent and awaiting Medical illustrations. DATIX completed within 48 hours.		All correct actions taken at time of incident.
Staff reminded to check that bed pumps are insitu and working		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Barrier ointment applied.
TVN referral sent.
A/W medical illustrations
Datix done within 48 hours.  

20/10/2025 Tissue Viability Nurse

Referral received for MASD to buttocks.

Visited Ward 12 to review patient. TVN Helen Meakin also present during review. Handed over verbally to W12 RN India. 

On examination: 

In bed on her back, mattress pump in situ though switched off. Pillow beneath her bottom. Wearing her own clothing. Not able to roll onto her side for examination due to discomfort from abdo drain, but was able to get out of bed easily and stand at bedside for assessment. Has pressure cushion on bedside chair for when she sits out. 

Patient reports mattress pump not working therefore had been switched off. She dislikes mattress and prefers to sit on the pillow because this feels softer to her. Explained that mattress is intended to be in contact with the patient and it will not work to redistribute pressure effectively if pillow etc is placed between patient and mattress. Discussed that the most effective way to protect from pressure damage is regular movement, if she is not able to lie side to side she can elevate each hip in turn using pillow beneath sheet to a 30deg tilt, and also she needs to regularly spend time out of the bed either walking around or sitting out in chair on pressure cushion.  

To the inside of both buttocks, she has red excoriated skin with some superficial areas of skin loss, appearance of MASD. Surrounding skin is normal in appearance and texture. No signs of infection. 

Patient reports when she was unwell in previous few weeks she had problems with urinary incontinence where she was unable to reach bathroom quickly enough. Not a current issue for her, she is continent and has been able to get to the bathroom. Using barrier cream currently and applying each day. 

Plan of care: 

To MASD at buttocks: 

Apply Mediderma barrier ointment each day after washing and drying skin

Reapply after cleaning and drying skin following any episode of incontinence. 

Nursing care:

Please obtain working mattress and pump for her bed and utilise these

Continue with regular skin checks and repositioning and document on SSKIN bundle

Please refer to DN on discharge for ongoing skin assessment and care		Staff to check and ensure that bed pumps are working.		Clinical Support and Specialist Surgery (CSSS)

		I17339		10/18/25		14:00		10/19/25		On attempt to disconnect TPN line from PICC - Component of IVI line A broken within lumen - preventing further access and sterile appliance of a green chlorhexidine bung				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		out of hours services - unable to contact procedures team 
Unable to manipulate component out of lumen 
Secured lumen within sterile pack 
Cannulation for ivi access 
Request team to step down TPN management to reduce risk of infection 
For removal of PIcc 
? disconnection technique		staff reminded to ensure PICC line is accessed correctly		Clinical Support and Specialist Surgery (CSSS)

		I17340		10/18/25		15:00		10/19/25		Medical bank nurse supporting ward on early shift
Whilst by the bedside I overheard the patient's family report concerns of new oxygen demand, confusion and RR to nurse, Who was unsure the reason for this. Est time 15:00pm
I escalated this to clinical fellow and review of News - 11:00am observations not escalated ( News 5 / 3 - in one parameter)		action was taken at the time by the nurse in charge who spoke to the nurse - reminded her of the correct escalation process		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Asked individual why this was not escalated - expressed that they thought escalation was only required if a news of 6 
reminded staff of correct escalation 
- review of bloods / fluid balance / bladder scan/ CBG/ medications ? opioids / confusion screen				Clinical Support and Specialist Surgery (CSSS)

		I17341		10/18/25		13:00		10/19/25		Pt admitted to AAU by ANP, no senior review completed (or documented), discharged same day, no discharge summary				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Finally approved		No Harm		No harm		10/29/25		Discussion with treating consultant

20/10 - CSSS Governance; A Med-Onc Pancreatic patient. Incident referred to NWS HPB service manager ?why Pt didn't get a senior review.

Im closing this incident as patient was a self discharge with the agreement that they returned the following day, this was overseen by Consultant on call as it was a weekend admission.  Patient would not at this stage require a discharge summary as patient returned as agreed and is still an inpatient receiving treatment.		None identified		Network Services

		I17360		10/18/25		05:30		10/20/25		INCIDENT REPORTED BY MFT: - Patient was for emergency radiotherapy on 17/10/2025 in Christies hospital for the 1st slot 
- Patient booked for transport early in the morning and left unit with CSW staff escort at 06:30 in the morning. 
- She was transferred to a ward after reaching Christies
- The radiotherapy has taken place only around 17:00 and throughout the day patient had to wait in Christies during this time. 
- At 19:00 CSW staff called ward to say Christies will not book transport				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hawkes,  Iain		Finally approved		No Harm		Low harm		10/21/25		- Transport booked by ward staff promptly in the morning and for return
- Delay in treatment and transport has caused severe distress for patient and family and when returned on ward had to have PRN medications for symptom management				Network Services

		I17565		10/18/25		09:00		10/27/25		Platelet unit ordered for the patient, not used and wasted.

Donation number: G072 425 046 769 K		to monitor incidents for any other issues		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Unit discarded.		Alertive to always be used between the lab and ward team		Network Services

		I17676		10/18/25		00:00		10/30/25		INCIDENT REPORTED BY TCPC : 
Patient returned from CCU without any clinical handover doctor to doctor.
Information pieced together from drug chart, nursing handover.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						datix submitted				Clinical Support and Specialist Surgery (CSSS)

		I17726		10/18/25		08:00		10/31/25		Ordercoms number 9287448 & 9387449 - Requested by Louise Knox.  High Risk label on Biochemistry sample but not on the FBC.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Rejected		No Harm						Error logged, booked in and added yellow HR labels and processed both samples as High Risk				Clinical Support and Specialist Surgery (CSSS)

		I17342		10/19/25		00:00		10/19/25		it was handed over thar pt has C2 from old soft set which has been removed and there is dressing on it.  family member showed me the picture 0f it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral done and is for 20/10/2025. is for MEDD ILL for tomorrow. 

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for wound to abdomen following removal of SoftSet for routine replacement.

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own nightwear. Needed minimal assistance to move in bed and remove/replace clothing in order to enable examination.

1cm x 0.5cm irregular shaped wound to her lower L abdomen. Wound bed is entirely white/yellow slough. Surrounding skin is normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage.

Plan of care:

To sloughy wound on lower L abdo:

Clean with normal saline

Apply Flaminal Forte to sloughy area

Apply Kliniderm foam border dressing

Change each 2-3 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17343		10/19/25		12:06		10/19/25		request placed for mscc treat and return, if pt not able to be transferred before 12pm could come following day.
pt arrived in xrt dept just before 12pm, bed on w10.
pt has arrived with no handover from AMU at MRI hospital, no escort and unsure if pt has return journey booked.
W10 will get handover from paramedic crew and ask about a reference number.
tried to call bed manager for repats and tertiaries and also amu at mri but no reply/response.
DMOC informed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Safety,  Patient		Incident being managed locally		No Harm						Christie staff creating transfer request for this patient did specify that the patient should attend with an escort and handover, and stating that transport should be booked by the ward the patient attends from.				Network Services

		I17344		10/19/25		11:21		10/19/25		Due cytarabine BD, no SACT delivered for 20/10 6am dose from trials; changed on IQemo from 'accepted' to 'shipped at 11.21', attempted to ring baxters and trials pharmacy to see if someone present who could help with the issue,  haem reg aware, on call pharmacist contacted for guidance, unable to give cytarabine in accordance to Iqemo prescription, patient aware of large gap between doses,		20/10 - Staff escalated to relevant medical team, pharmacy team made aware so chemos arrival could be prioritised for Monday morning. Ward manager spoke to trial pharmacist and an agreement was made with ward pharmacist that baxters would be asked to provide the Monday morning chemo on a Friday evening in future.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Brennan,  Naomi		Incident being managed locally		No Harm		No harm		10/20/25		On call pharmacist contacted for advice, haem reg and patient made aware				Network Services

		I17345		10/19/25		23:00		10/20/25		At 23:00. Skin assessment conducted. Suspected Deep Tissue Injury (DTI) noted on the bottom.
Assessment: This appears to be a new development; no prior documentation or observation of this condition noted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		No Harm						Escalated to the Senior Nurse in Charge on Ward 14. Patient repositioned safely in line with care plan. Pillow placed under affected area to offload pressure and prevent further skin damage. Patient's pressure-relieving bed pump is being monitored to ensure optimal function.
TVN comment: Not appropriate to review as she is too unwell and on end of life pathway.				Clinical Support and Specialist Surgery (CSSS)

		I17427		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		as per reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if their medicine has been re-dispensed.
Emailed the team and received a reply to say they will contact the patient to review.		Patients do not collect medicines from royal mail collection centre		Network Services

		I17429		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare Team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if the patient has had their medication re-dispensed.
Patient has picked up a further 3 cycles since.  Team made aware		Nil		Network Services

		I17380		10/20/25		12:00		10/21/25		A tumour block transferred to central lab for a clinical trial was not returned and, investigation revealed, has been 'discarded'. There is no evidence available to say that we gave permission for this to occur (at this time).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/21/25		Originating hospital were informed. Internal records updated.				Research and Innovation

		I17391		10/20/25		18:30		10/21/25		TSRT9 level 5 4k cf1d md12i
Radiotherapy prescription dose/# different to that on referral form and OP annotation with no updated information as to rationale of change/confirmation of change in dose/#
Patient attended for treatment (target patient) but no treatment delivered as clarification from clinician could not be sought.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Clinician was contacted at time of data prep when discrepancy between px and referral found and asked for annotation/clarification via email with no response
Patient attended department for first # of radiotherapy. B7 and B8 alerted 
B8 discussed with clinician via switch the issue and to seek clarification of whether to proceed on current plan however unable to confirm. 
B8 updated patient and apologised for delay and to attend the next day following confirmation of treatment plan 10# or 15#				Network Services

		I17367		10/20/25		12:48		10/20/25		21mls drug infusion
Started feeling faint/ 'Stars' in vision
Started coughing as was part way through eating which had now gone down incorrectly.		Actions and result of actions taken	
Infusion stopped
Emergency call bell actioned
Cold cap removed
Colleagues in attendance including Doctor
Hydrocortisone administered
Obs taken and stable
Further obs showed decrease in BP 250ml saline actioned.
all symptoms Settled within a few minutes.
Obs remained stable discussed with ORTC medical team to re-start as per hypersensitivity rates.
Patient fully aware of events, Will inform medical team via email and complete IRF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Drug stopped
Emergency buzzer called
Colleagues in attendance
Cold cap removed
Hydrocortisone given
Obs taken and recorded
Noted BP drop in later obs IVF commenced		Actions taken quickly - patient came to no harm.		Network Services

		I17368		10/20/25		19:00		10/20/25		**extravasation - no option to choose this
Patient had iv thiamine running through cannula to right hand - patient buzzed and reported some pain. Infusion stopped, hand appeared to be swollen around cannula site.		learning identified and to be added to next LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Tried to aspirate with 10ml syringe but unable to aspirate anything. Got extravasation kit and followed protocol. informed NIC, removed cannula. applied cold pack following guidelines, drew around the swelling site. explained to patient what had happened and elevated hand. Informed doctor on call for advise and to come and review.		to maintain good IV access, make sure careplans are being updated to ensure IV access is not being used post 7 days and following extravation protocol.		Clinical Support and Specialist Surgery (CSSS)

		I17369		10/20/25		18:00		10/20/25		2x oxycodone instant release capsules found in a cup on a epma trolley. Notified NIC. Spoke to nurse who had patient taking oxycodone IR capsules, confirmed that was what the capsules were. 
Wasted alongside nurse. Marked in CD book. Count remained correct despite drugs found. Concerned that a) CD drug discovered on ward, b) that potentially patient missed a dose, as count was correct, so drug was signed out and needed to be given to patient but wasn't				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Expiry date - passed/omitted/wrong		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/28/25		Escalated to NIC. Checked that it definitely was the drug. Safely wasted the drug.				Clinical Support and Specialist Surgery (CSSS)

		I17370		10/20/25		19:00		10/20/25		TSRT 9 level 3 13L, SB 13hh, MD13AA, CF1a,1b,1c,2c
Patient was initially set up (brain) with extension on harmony bed, origin position set but then realised after CMA moves loaded but before sent that the patient needed to be set up without extension on bed, patient reset up without extension on bed however the Harmony workflow screen was not reset so when the CMA moves were sent this resulted in an incorrect start position on the software resulting in the scan being taken at an incorrect isocentre position.

This was picked up on XVI scan as notable discrepancy in the sup/inf (longitudinal) direction

Patient reset up and rescanned.Apologised to patient and explained the set up was incorrect. Patient was very understanding				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Staff informed B7.
Repeat image authorised.
Apologised to patient.
Reset up and treated accurately.				Network Services

		I17371		10/20/25		16:30		10/20/25		Verbal abuse to nursing student by patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Abuse to staff from patient		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		NIC witnessed end of situation, patient flung sats probe towards the student, mouthed 'stupid b****' at her. Student said the patient asked her to throw away rubbish from his table then became upset and asked for it back.
NIC asked patient to stop speaking inappropriately and took student away from the situation, immediate debrief and support provided by supervisor and ward team.
Discussed again later on with patient to reiterate this was unacceptable - he apologised and asked to pass the apology on to the student, he stated he felt unwell today.				Clinical Support and Specialist Surgery (CSSS)

		I17372		10/20/25		12:10		10/20/25		Unwitnessed fall, patient fell out of bed, landed on knees. No footwear or socks on. Patient reports to have hit head. Pt safely got up out of bed with assistance of staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Learning response required		No Harm		Death				CBG checked 
NEWS2 checked 
1:1 nursing care put in place 
CBG checked
Medical team notified 
Family aware				Clinical Support and Specialist Surgery (CSSS)

		I17373		10/20/25		22:00		10/21/25		Stat oxycodone prescribed for pain as could not yet a subcutaneous PRN (prescribed 6 hourly). 
Stat oxycodone prescribed as oral, administered the same dose as subcutaneous in error.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Doctor made aware. 
Subsequent doses prescribed as subcutaneous. 
Datixed				Network Services

		I17374		10/20/25		00:00		10/21/25		TSRT 9 

Table compensation loss occurred due to other interlocks. 
Additional 2DkV pair imaging required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR aware, B7 informed and additional imaging authorised prior to exposure.				Network Services

		I17375		10/20/25		13:45		10/21/25		TSRT9 / EL3 / 13Z / CF1C / MoD 13I / SB 12C 13HH
Upon CBCT acquisition, radiographers realised that the incorrect pre-set had been prepped and used for acquisition.
4D M20 Abdo pre-set was used instead of a 3D.
The dose difference between the presets is an additional 0.1mGy. This is non-reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Radiographers escalated to band 7 during acquisition.
Band 7 reviewed image as it was still clinically useable.
The pre-set was immediately corrected afterwards in the imaging field.

Discussed with the treatment radiographers the importance of pausing & checking the image preset prior to initiating acquisition.
Also discussed with the radiographer that completed the image prep, had not intentionally chosen 4D preset & knew standard 3D was correct.				Network Services

		I17376		10/20/25		16:00		10/21/25		Patient due 1 pool plts. Arrived on ward checked with porter nil issues noted. Went to do bedside check with second checker and when we went to hang the bag noted ?small blood clots in bottom of  plt bag. Did not start transfusion (although on CWP care plan could not override this section).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Transfusion incident		Contamination		Component/product contaminated		Stansfield,  Emma		Incident being managed locally		No Harm						Returned pool to lab. Lab did not think any issues but re issued a new pool. Pool transfused with nil issues. Traceability completed on CWP and datix completed. Nil harm to patient and nil products wasted.				Christie Pathology Partnership

		I17393		10/20/25		12:00		10/21/25		Daily crash trolley checks not done				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Dawidpaluch,  Caroline		Incident being managed locally		No Harm						Check performed on crash trolley following day, relevant staff notified				Network Services

		I17346		10/20/25		06:50		10/20/25		Patient expressed discomfort at sacral area upon examination C2 formed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Incident being managed locally		No Harm						dressing applied Purpose T updated

20/10/2025 Tissue Viability Nurse

TVN service review following DATIX submitted reporting PU to buttocks.

Attended Ward 15 to review patient. TVN Helen Meakin also present during consultation, as well as patients spouse who was present throughout at his request.

On examination:

Lying in bed on his back, on a dynaform pro mattress with pump in situ. Wearing his own nightwear. Noted that he was sitting on several folded towels and a stack of dry patient conti wipes – wife explained that this was due to pain in his bottom and they were using these to make it softer for him to sit. Myself and Helen explained that the mattress surface is intended to be in contact with the patient and explained how it works, demonstrated the alternating air cells. Mattress pump switched from ‘firm’ to ‘medium’ which improved his comfort level. They agreed not to put towels etc underneath pressure areas.

NS report that he is continent at present, using urinal bottles/bedpan with assistance.

Initially he had declined an assessment of his skin as he wished only males to do this – escalated to WM Alice who will speak to other wards to facilitate male staff for personal care, skin checks, repositioning throughout today, and will also look at night staffing. Medical Illustration contacted by TVN and will send a male photographer later today as Mr Kamran not happy for female photographer who attended this morning.

As he was uncomfortable and sheets were creased, myself and TVN H Meakin asked if we could reposition him in the bed, which he agreed to. Sheets changed and moved up the bed using a slide sheet. After this, he said that he would be happy for us to see the wound on his bottom, which we examined in presence of his wife.

At the top of his inner buttocks, areas of irregularly shaped superficial skin damage to R and L side, in ‘kissing’ pattern. Appearance of Moisture Associated Skin Damage. No pressure damage visible at buttocks or sacral area. Did not consent to further skin checks at this time so other areas not visualised.

 

Plan of care:

To MASD on buttocks:

After washing and drying skin, apply barrier ointment to area of damage, and to surrounding skin at risk of MASD.

Following any episode of incontinence or if any other additional moisture, clean and dry skin and reapply barrier ointment.

Please obtain medical illustration when possible today, and repeat each 7 days.

Continue to use air pro plus mattress.

Continue with 2-hourly skin checks and repositioning.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17361		10/20/25		15:45		10/20/25		Noticed patient had cuts beneath their chin prior to fitting. 3 point beam directional shell used for treatment. Once shell had been fitted, it was identified that it was the mask potentially causing these cuts. Confirmed this with patient also as they stated they did not harm themselves outside of department. Shell made at Salford				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		10/28/25		Confirmed with treatment superintendent radiographer that mask was cause of the cuts beneath patients chin. Patient was happy to receive treatment at this time with mask in current shape and form and agreed to have mask reshaped and smoothed near affected area of chin to avoid this issue with future treatments.				Network Services

		I17359		10/20/25		08:30		10/20/25		tsrt9 level 5 5a cf1d md11a
Discrepancy noted at radiotherapy planning checks between 3 documents on CWP dated 3.10.25. Incorrect laterality had been highlighted and corrected at a previous stage. However, previous SACT, treatment history and staging were inconsistent with prior CWP entries. Incorrect laterality and treatment history duplicated on Patient Letter entry of the same date. Correct treatment history and laterality for the right breast documented correctly on Outpatient Clinic Outcome note.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5A Completion of referral for treatment (including incomplete referral or insufficient data or failure to communicate referral)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Highlighted the discrepancy to consultant's secretary via email and asked for correct documentation to  added to CWP - Outpatient annotation and Patient Letter entry to be updated. Christie Clinic patient.				Network Services

		I17363		10/20/25		14:25		10/20/25		Enteral tube type confusion - nil (medical) annotation of xray review.
Ward staff advised treating NGT as NJT - nil indication of Xray or medical review to support this - unclear where or by whom this was communicated.
No NJT monitoring chart at the bedside - NGT monitoring chart has only X1 record documented from 17/10/2025 - despite reference to checking aspirates
Nil evidence in medical notes of review of xray carried out 17/10. No evidence therefore that the tube tip is gastric vs jejunal				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						High risk ward staff have been using a NGT as NJT, not gaining or monitoring aspirates and therefore not monitoring safe gastric position. Could have precipitated a never event.

Patient declining feed, but nurse annotations on 18th/19th/20th clearly state NGT administration of medications - this does not correspond to verbal advice and handover annotation that tube was reviewed as NJT. Nil supporting documentation of aspirate monitoring to state safe to use NGT.

Discussed with PA agreed to treat and manage tube as NGT today, if on going issues to then reconsider need for formal NJT tomorrow.

Ward staff aware of need for bedside NGT monitoring chart and to record every aspirate both failed and successful.

Ward manager has removed reference to NJT in nursing handover.				Clinical Support and Specialist Surgery (CSSS)

		I17364		10/20/25		13:30		10/20/25		Contacted patient to pre-asses prior to chemotherapy tomorrow and she informed me she did not received her desensitising medications that she has to start today prior to her chemotherapy tomorrow. She is unable to collect them and does not have anyone else to do so either. She was told last week on the unit that they had not arrived from pharmacy and they would be posted out to her but they were not. 

PostedMeds (added to enable identification of similar incidents)		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		I apologised to the patient for not receiving them and informed her that unfortunately she would not be able to have her treatment tomorrow without having taken these medications. 
I consulted with pharmacy and a PEF on the unit and the plan was to defer the treatment until the patient had received the medication and had time to take them. The patient has asked to be deferred by 1 week so coincide with a clinic appointment with her team next week. 
I have deferred the script, asked pharmacy to post out the medications using our cost code and emailed the schedulers to give her a new treatment appointment

Pharmacy - as per the attached prescription, the patient was due for treatment on the 14/10, on ward 3. The medication was collected by a member of staff (see attached sign out sheet), at 10.44am (3 hours and 16mins before the patient was due treatment), along with medication for other patients who were due to receive medication on ward 3. 
Was there a reason the patient was not handed the medication then, instead of needing it posted out? Also, the prescription came back down to TCP on the 21/10, to then be posted out. However, the patient should have been given the pre-meds when they attended for treatment on the 14/10, as the were on the ward at the time. Transferred over to handlers at ORTC/W3		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		Network Services

		I17365		10/20/25		15:00		10/20/25		Patient on AACU booked for nephrostomy insertion, blue radiology care plan sent up to ward specifying IV access required for procedure.
Patient brought down to IPU radiology by radiology nurse as no porters available- blue radiology careplan had been left completely blank by ward staff and patient not cannulated. Caused significant delay to start of procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						Pre-procedure checklist completed by radiology nursing staff and US Guided cannula inserted by radiology nurse to allow sedation to be administered during the procedure.				Clinical Support and Specialist Surgery (CSSS)

		I17356		10/20/25		10:30		10/20/25		Wrong Details put onto CWP		Staff member realised this at booking in and re-requested, they asked IT to amend the report.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Asked IT for redaction.				Christie Pathology Partnership

		I17353		10/20/25		12:00		10/20/25		Patient arrived with hickman line not being flushed or bloods taken 3 weeks from the date of today according to him. I rang day unit to ask for advice and manager coordinator Ruth told me to proceed using the line, After following the guidelines and cleaning the area, when took out the dressing I noticed the line was bend so was decided and consent to not put a plaster as it needed to be straight, as I draw back first nothing was coming. However, when I tried to flush the line popped.		HCA referred to OH
Line removed from IPU		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Virology incident		Virology incident		Safety,  Patient		Incident being managed locally		No Harm		No harm				Escalated to Manager Hanna and was told to ring IPU in which I did and they ask to one of the nurses to fill a form so the line could come off. IPU came and clamp the line and after taking bloods peripherally patient went to IPU to get the line removed.
I am not sure if I should get bloods done immediately, I took a shower straight after it happened, it didnt came in my eyes but was in my face slightly, I washed straightaway		30/10 - appropriate steps and precautions taken  IPC measures were in line with policy, and to refer to stoke (Royal Stoke University Hospital) to haem outpatients to review incident and their practice in assessing lines.		Network Services

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities

		I17350		10/20/25		06:00		10/20/25		Nurse reported needle stick injury post administration of insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/28/25		Night staff handed over to day staff needlestick injury occurred on night shift ?escalated to duty manager overnight. 
Nurse washed injury site at the time 
NIC consulted policy on HIVE
Bloods taken from nurse 
Drs updated and asked re capacity as patient confused under 1.1 supervision - to review today and ask consent for blood sampling if possible/appropriate 
Nurse given Occ health details to contact and NIC to send over risk assessment to OH				Clinical Support and Specialist Surgery (CSSS)

		I17351		10/20/25		09:59		10/20/25		The patient attended outpatients for their appointment. No Request for a BSL Signer was sent to the interpreters email to request a BSL signer for the appointment. Received a call from the consultant in the department to say that the patient is in the department and awaiting a signer. I checked on Care flow to check whoever made the appointment should have sent a request for a BSL Signer. The member of staff who booked the appointment no longer works at the trust		- Unable to address error as staff member no longer at the trust.
- Reporter acted urgently to arrange a last minute BSL via teams.		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Interpretation issues		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		The consultant asked if we could do it over a video link. I sent a request to our Interpreter providers who came back with a linguist over teams. I let the consultant know in the department, and gave him the link.		- All interpreter request are shown in the outpatient outcomes. It is vital to be vigilant and book as requested for the next appointment to avoid situations such as this.
- Patients have active alerts on Careflow to highlight communication issues.		Network Services

		I17348		10/20/25		05:30		10/20/25		Attended to a noise heard from Janet's room. Found Janet sitting on the floor stating that she had slipped while trying to go to the bathroom. Pt had taken off anti slip socks, these were at the end of her bed. Observations recorded, Blood glucose taken 6.8mmols, GCS 15/15.Medics made aware and attended to bedside within minutes. Janet denies that she had not hit her had and had just slid on to her bottom. Patient denies any issues or pain just wanted to get back bed.		72 hours review completed.
Staff followed SLIPS, TRIPS AND FALLS POLICY. 
Medical reviewed: no head or any injury. 
Actions to come out of falls thematic review.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/21/25		Observations and blood glucose recorded. 
Medical team notified and reviewed.
GCS monitored.
Reassured patient.		Staff followed SLIPS, TRIPS AND FALLS POLICY.  Reviewed by medical team; GCS and NEWS performed; datix completed; care plans including falls and bed rails done.		Network Services

		I17503		10/20/25		17:07		10/24/25		Patient received a unit of RBC’s and the pre transfusion vital signs were completed one hour and 12 minutes prior to its commencement
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.		To escalate with ward manager
To follow up with transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		Reported to transfusion practitioners		NEWS and vital signs are to be completed accurately and on time		Network Services

		I17504		10/20/25		15:15		10/24/25		Patient received a x bottle of Albumin and the request number was documented instead of the batch number. 

Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/24/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04K049411				Clinical Support and Specialist Surgery (CSSS)

		I17459		10/20/25		16:50		10/23/25		Received a referral in the inbox on Monday 20th October from secretary. the email stated "Hi Gerben
This letter was on my desk on my return.  I’m not sure if you’ve already seen it or not, it does not seem to have been Christie registered yet it is a referral.
Please advise what you would like me to do with it."
Letter was dated 11th August and was not added on. Not sure if referrer sent it late or if was seen late.		- Secretary queried with consultant.
- Referral team processed urgently due to delay.
- Datix was submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Registered and actioned the referral as urgent and confrimed to the secretary that it has been added on and a DATIX has been done.		- Do not send referrals to the Christie via post.
- All external referrals should be sent via email to the-christie.new.referrals@nhs.net		Network Services

		I17451		10/20/25		10:50		10/23/25		Patient developed an urticarial rash approximately 10 minutes following the completion of a platelet transfusion.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/23/25		Medical review sought and chlorphenamine administered IV with effect.				External Other Trust

		I17456		10/20/25		12:51		10/23/25		Incorrect DOB on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17470		10/20/25		08:42		10/23/25		This patient's referral was triaged to a consultant in May 2025, and this patient's referral was then discharged from that consultant, and re-directed to another consultant, and this patient referral had still not been accepted, or appointed, nor had their referral been discharged in October 2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Forwarded email from Support Manager to my Deputy Service Manager to investigate and respond

RP - SM for DG1 to review -  It looks like this patient remains unaccepted so in a received state which would mean the patient has been sat on the consultant list without action. Bookings would have only seen this if it was accepted with comments added.
Please can you review ASAP and action. Then a plan on how these are managed going forward.

New Referrals raised datix as requested.				Network Services

		I17721		10/20/25		00:00		10/31/25		TSRT 9 
#8/10 electron
Picked up during switch on that only 1/3 calculations had been completed by a B6+, should be 2 as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11U Identification of responsible staff (appropriate training, competency, entitlement)		Shardlow,  Jemma		Incident being managed locally		No Harm						- B7 informed. 
- Calculation checked and correct.
- Proceeded to treat. 
- PDF document amended. 
- Discussion with staff involved. 
- DATIX submitted.				Network Services

		I17599		10/20/25		11:00		10/28/25		tsrt9 level 5 4i sb4b cf1d
paediatric patient from Ireland referred for CSI radiotherapy. Patient and family asked to attend the christie hospital for pbt planning asap prior to MDT meeting. At consultation family where informed that there was a query regarding weather patient was standard risk or high risk prognostic group. Depending on the grouping this would change treatment pathway. Family consented to pbt prior to MDT. MDT decision high risk so indicated chemotherapy not pbt.				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor / Oesophagogastric Research Team						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4I Choice of other concurrent treatment or interventions and their sequencing or timing (including patient selection criteria or referral criteria not met)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dad informed via phone call in Ireland by consultant after mdt. Arranged to have a meeting with consultant, Irish consultant and Family following day to discuss. Second radiology opinion sought from RMCH who did not agree with MDT decision and on balance of probability patient was to be treated as standard risk. Communicated this to family and planning scans delayed by 1 day.				Network Services

		I17486		10/21/25		10:30		10/23/25		Asked to speak to patients friend /NOK on the phone by IPU admin as she was concerned that patient  hadn’t showed up for her booked pre assessment appointment at 3 pm today to prep for her booked Nephrostomy Procedure on 23.10.2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Cox,  Margaret		Incident being managed locally		No Harm						Patient  was unable to come to the phone. Her friend described her as semi responsive and too unwell to come to hospital anymore. I reassured her friend I will try to get a plan in place and ensure patient  was reviewed. My concern was to establish urgently if this was because of her Hydronephrosis( moderate on discharge 2 days ago) or was she now approaching EOL? I noted Macmillan had tried to speak to Med reg earlier today.

16:47-Rang Consultant to discuss case and ask for advice was asked to ring Med onc Reg on call.
16:48- Allertive sent to Med onc on call -Message sent outlining concern re non attendance of appointment and unresponsiveness. Explained she hasn’t seen her Gp this week has severely deteriorated plus her bloods are trending severely downwards. I asked for advice.
17:30- I then called the GP practice to ask for an urgent visit to establish if we needed to expedite her appointment as the GP hasn’t been to review in approximately one week so I called the practice to request an urgent visit to establish if she needs to come in sooner or indeed focus on comfort measures. I left my mobile number, and they agreed to call me back.
17:39-Telephone call to DN team who know patient well. They said she is now approaching her final hours of life and is no longer appropriate to come to the Christie. Macmillan have called the Christie to discuss pain relief increase. The DN team also agreed to call her GP. DN team attend daily for syringe driver oxycodone. Carers QDS and her friend was staying 24/7.

17:44-Subject: Nephrostomy request message 
Sent To:  to Consultant re all of the above asking if we should cancel her request or not?
17:57-Response from med reg on allertive -explained she had to attend to a poorly patient. Explained she  had spoke to Macmillan this am and that she planned to  review her when she came in today at 3 pm. I then suggested we speak in person as it was urgent. Call initiated – I explained the above situation and the fact I needed to know what to do and unfortunately cwp had no plan outlined re 3pm assessment and nothing was communicated to Radiology. The Doctor explained patient  was not semi-responsive earlier today and she was concerned about her and stated she really needs to come in asap.I was then asked to ring the hotline to arrange admission but I asked if the Doctor could take over at this point. She agreed to ring the hotline to arrange blue light ambulance and admission.
 
18:18 HOTLINE call -called NOK due to altertive from MED onc to say patient needed urgent blue light ambulance arranging for nephrostomy ? ureamic encephalopathy patient semi conscious spoke to GP who was in attendance with Patient doing palliative care home team visit patient deteriorated ? app EOL GP feels comfort measurements are the priority at present GCSF 15 doesn't feel she has ureamic encephalopathy, feels not appropriate for her to come to the Christie patient has community teams in place, macmillan team and DN involved in ensuring comfort goals are met GP is going to discuss with patient and NOK goals for comfort SPR informed and happy with the plan
18:20-Still no reply from her GP at this point.

22.10.2025-7.58-Message response from  Consultant-Subject: RE: Nephrostomy request 
Sent To: Radiology Nurse
 It is very sad to hear of her decline. I believe the procedure should be cancelled for now though I think this query should be redirected to the medical oncology team  since patient  was being considered for 2nd line chemotherapy.
22.10.2025-7:58-Hi Dr ,
 I have been messaged about patients  decline. She was due to come in for nephrostomy change but is too unwell.
Based on this I believe she will not have second line treatment . She was supposed to be going back to med onc clinic on 28th for consideration of this.				Network Services

		I17455		10/21/25		12:34		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Samples should be properly labelled before sending to the lab		Network Services

		I17465		10/21/25		12:00		10/23/25		TSRT9/level 5/13F/CF1c/SB13F/ MD 13f

Left Breast #4/5
Pt for cardiac monitoring.
Radiographers did not wait for Medical team to arrive to monitor pt prior to switching on beam.
1 XRT beam delivered prior to starting monitoring.		monitroing in place for second beam
no harm to patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Pt checked by medical team and monitoring switched on for 2nd beam.
Pt medical review following XRT.
Pt clinically well, no concerns regarding pacemaker.
Medium risk on cardiac risk categorisation 
Radiographers educated on importance of following departmental procedures.		follow policy		Network Services

		I17493		10/21/25		17:50		10/23/25		Patient had a Cholinergic reaction to irinotecan; sweaty and stomach cramps		Symptoms resolved - treatment continued.

Will email team to change duration of treatment to 1hr30mins and to have atropine as default not optional..

Safety netted patient with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped treatment and administrated 0.25mg atropine		Nurses are all taught on UKONS how to treat this reaction.		Network Services

		I17514		10/21/25		15:36		10/24/25		Incorrect patient letter attached to an overseas patients email to request the immigration share code. I have attached the email and attachment to this datix.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Bryan,  Dwain		Finally approved		No Harm		No harm		11/5/25		Raised to management and completed Datix.		To be more careful when attaching files to emails.		Network Services

		I17394		10/21/25		15:40		10/21/25		TSRT9/ EL3 / 13I / CF1a CF1c / MoD13BB / SB13aa SB13ii

Offline review #1-3 stated to repeat imaging for remaining 2#'s.

Resetup required #4.
B7 did not realise resetup #1 meant that more than 2 additional KV images had been acquired over the 4#'s treated currently.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Whilst annotating additional image note B7 realised additional imaging exceeded 2.
Clinician emailed for authorisation.
Ensured annotation input from clinician before next treatment/image due.

Spoke to radiographer that completed offline review. It should have been escalated at the time of offline review that additional imaging due to resetup #1 would exceed 2 over the course of treatment.				Network Services

		I17395		10/21/25		11:50		10/21/25		Whilst checking on the patient it was noticed that his hands and palms were red.  He then reported that he felt hot and nauseous.  On closer examination his chest and upper arms appeared blotchy.		treatment stopped Chlorphenamine 10mg, administered under PGD
Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken
patient reviewed by acp J Booth;

- iv paracetamol and metoclopramide given after rescue medication.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		chemo stopped; clinical observations were taken; rescue medication given ( 10mg piriton and 200mg of hydrocortisone).  Unit acp was notified to review patient and give plan of care.				Network Services

		I17396		10/21/25		15:50		10/21/25		TVN review - classed C2 pressure damage				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Langstaff,  Alexandra		Incident being managed locally		Low Harm		Low harm				Nursing staff referred to TVN on identification of damage blister/C2 to left heel
TVN reviewed and classed as C2 and advised ward staff to datix. 
L heel blister was present on admission - NS state has burst during admission.
Also has blister to R heel and C1 marking to thigh ?from catheter.
Currently hoisted astx3, nursed in bed majority of the time, high BMI, lymphoedema. 
Added to turns chart and nursing handover, heel pro boots in situ, added to SSKIN bundle, medical illustration taken yesterday.				Clinical Support and Specialist Surgery (CSSS)

		I17397		10/21/25		08:20		10/21/25		Patient had a fall by M&S this morning, as I just happened to arrive a nurse was already helping her. I fetched a wheelchair and when the patient felt ready the nurse and I helped her into the chair and I brought her up to radiotherapy. She informed me her legs 'just went' and this has happened before.				The Christie NHS Foundation Trust / Other / Hospital Grounds						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		I passed this information onto the treatment staff on suite 2 and they agreed she needs obs and review as she knocked her head when she fell. The patient was happy with this plan				Other

		I17398		10/21/25		12:43		10/21/25		Patient had had 273mls of docetaxel administered as per hypersensitivity protocol due to previous reaction, complained of abdo pain radiating into back, lightheaded		Treatment stopped, appropriate medications given.  observations recorded, safety of the patient priority.
treatment re started, with further reaction.  treatment stopped 
 reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/22/25		Treatment stopped, observations recorded, 100mgs of hydrocortisone given under PGD, symptoms appeared to settle, pain improved. Reviewed by tACP, 1g paracetamol PO given under PGD.
Around 20minutes later patient reported symptoms returning, pain and nauseous. Further 100mgs IV hydrocortisone given. C/O chest discomfort - ECG completed and reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.				Network Services

		I17399		10/21/25		17:30		10/21/25		evidence of contrast on bolus tracking, scan triggered. Patient did not complain of pain during scan. PV scan suboptimal to checked patients arm after scan and there was evidence of extravasation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/29/25		apologised to patient, drawn around, cold compress given, picture taken, attempt was made to aspirate but very little came out. Checked images with HULA as patient was anxious over the diagnostic quality of the images. HULA assured repeat imaging with a new cannula was not required. 
Camera will be sent to medical illustration tomorrow, and will call patient tomorrow to check on status of swelling. No immediate concerns		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17400		10/21/25		14:00		10/21/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after.		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD
Patients symptoms then eased.

Actions and result of actions taken	
Sister  and staff nurse  first to attend, quickly followed by ACP and other ORTC staff.
Initial NEWS 9 (o2 89% = 3 using O2 = 3) - within minutes this had come down to 1 so outreach not contacted.

Nurse emailed team to prescribe desensitising medications for next treatment. Bloods and clinic booked for next week 27/10/25 so team can review prior to next cycle of chemotherapy.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after		More detail could of been documented regarding how many mls of treatment went though before he reacted and what the plan was regarding 
No updates on Iqemo to say that drug was partially administered.		Network Services

		I17401		10/21/25		16:00		10/21/25		RN needlestick injury after administering insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		Low harm		10/23/25		First aid to RN, washed and bled site 
Occ health referral made
Policy followed - patient low risk 
Escalated to lead nurse 
Bloods to be taken from RN and patient with informed consent				Clinical Support and Specialist Surgery (CSSS)

		I17402		10/21/25		19:00		10/21/25		TSRT9 Level 10J 5 SB10l 10J CF1c
Bladder pressure for abdomen belt not provided on scan sheet, assessment tab or patient site set up by pre-treatment staff. The ant Tattoo to belt measurement of 1cm that was provided did not match the 4cm difference on the acetate.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		Issues raised to superintendent.  Clinical judgment used to set bladder pressure with help from partial picture of pressure gauge from pre-treat on site setup.  B7 present for set up after and CBCT.				Network Services

		I17403		10/21/25		20:05		10/21/25		Incorrect Christie number entered on blood gas machine (patient KM). Unable to change number as machine had locked in result. Patient name deleted from test on gas machine- consequently test has not currently appeared on CWP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Digital Services / Transformation				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/30/25		Sample re-entered with correct Christie number (patient MW).

Out-of-Hours labs called. Confirmed they could also not see result on CWP. Not possible to add comment to result as it has nt appeared on CWP.

IRF submitted				Clinical Support and Specialist Surgery (CSSS)

		I17390		10/21/25		13:30		10/21/25		Cannula causing pain, 10 ml flush showed swelling when pushed slowly.		Extravasation managed appropriately, follow up call made, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Chemical		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/27/25		Infusion stopped 
Checked for flashback and flashback seen 
10 Ml flush used to check cannula, small swelling noted
Treatment clamped off and disconnected 
Aspirated cannula, blood seen.
Area marked and photographed with patient consent 
Flow chat D followed 
Heat pack applied for 20 min 
No swelling seen and area not red and patient expressed no pain. 
safety netted patient to contact Hotline A+E  if develops pain/ swelling or is concerned. 
Arranged to contact patient tomorrow AM to check on patient status.		Extravasation managed appropriately, follow up call made, no further issues reported.		Network Services

		I17388		10/21/25		14:00		10/21/25		Patient experienced symptoms like Warm and flushed during the Treatment infusion.		All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.
Treatment given
Medication given for drug reaction
Hydrocortisone 100mg, administered under PGD		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment stopped immediately. Clinical Observations were taken timely. All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.				Network Services

		I17405		10/21/25		14:00		10/22/25		94 year old admitted to IPU at 14:00 for excision of lesion of forehead under LA Plastics list. Known Type 2 on insulin. BM on admission unrecordable - high. Bloods (VBG) taken by IPU nursing team. Escalated to diabetic team (serum osmolarity, Christie Profile HBA1c requested) . Escalated to Plastics team and theatres. Reviewed by Plastics Registrar and 8 units of Novarapid prescribed. 
Second VBG taken - awaiting result. Plastics reg instructed IPU B6 to discharge patient as he "was stable".		Wider work ongoing regarding: who takes responsibility for surgical pts when their presenting issue is medical. Mr Oudit is in communication with Eva and Sekar regarding this. New SOP to be created in regards to the management of surgical patients going to medical.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Smith,  Lydia		Finally approved		No Harm		No harm		11/4/25		IPU B6 team disagreed with management plan and stated they were not discharging the pt.  

No results obtained from 1st VBG - results failure on machine. Escalated to IPU B7 (interviewing at time). 2nd VBG  - lactate 2.2 K+6.2  Glucose recorded as ?. Capillary BM recorded now at 32mmols. Ketones 0.6 on AAU machine. Plastics Reg stated he had consulted Surgical Reg on call and he would review these results. Plastics Reg left duty. Surgical Reg on call unaware of pt after being consulted by IPU B6. Management plan obtained from Surgical Reg on call - escalated to Consultant, escalated to CCU and patient transferred to AAU at 19:45 following further novarapid, calcium gluconate and IV fluids. BM 29.7 on transfer.				Clinical Support and Specialist Surgery (CSSS)

		I17377		10/21/25		08:44		10/21/25		TSRT9/ 13AA/ Level 5/ SB12G/ MoD 13I/ CF1c/
Systematic review not scheduled for after Ph2 #1 as per PR3.69.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 regarding no anno, proceeded to use 2D as per B7 authorisation
Systematic reviews scheduled correctly apart from missing post #1 as Same ISO as Ph1- incorrect process.				Network Services

		I17382		10/21/25		10:00		10/21/25		Out of date PPE Supply in the out of hours store cupboard by Department 40.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Estates and Facilities Department						Incident affecting the organisation		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Escalated to head of estate department.				Capital, Estates and Facilities

		I17383		10/21/25		10:45		10/21/25		TSRT9 / EL3 / 13I / CF1B / MoD 13BB / SB12C 13HH
Incorrect image preset selected at treatment prep stage.
Head and neck S20 should have been used, M20 selected.

1.7mGy dose from H+N M20 compared to 0.8mGy for S20, additional dose of 0.9mGy.
This is not reportable		The radiographer that completed the image prep has been involved in a similar incident regarding another image prep. They have been undertaking a lot of treatment preps recently & therefore this should be closely monitored. I have spoken with them about both incidents & educated them on the selection of appropriate image preset selection.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 after #1
Image preset changed in imaging field after assessing treatment volume on CBCT.

Discussed with treatment radiographer the importance of pause & check that appropriate imaging preset selected prior to initiating exposure.
Discussed with radiographer that had completed image prep, they believed an M20 would be better for TV visualisation inferiorly. Reviewed CBCT & discussed that S20 would still have been sufficient. We would standardly select S20 & then review if not sufficient to escalate for consideration of M20.				Network Services

		I17384		10/21/25		11:48		10/21/25		Patient had a rate increase retuxamab infusion. 
Second rate was given @ 692ml/hr instead of 112ml/hr due to human error, I incorrectly put the time in the pump and after correcting this did not double check the rate (which had been changed due to the automotive system on the pump). 
Communicated this to the pt who reported feeling well in self, he was understanding of the situation and was incredibly understanding.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Donovan,  Helen		Incident being managed locally		No Harm						Started treatment at increased rate @ 11:30, noticed incorrect rate @ 11:48. 
Stopped treatment and communicated to pt what happened and apologised. Checked if pt was feeling ok, which he reported he was.  Spoke to NIC TP who advised me to call the research team. Called CRN Joanna who said for me to keep an eye on the pt and repeat obs. Obs repeated and all ok, so go ahead with treatment.
Recorded timings and will record on SACT careplan and IQEMO				Research and Innovation

		I17386		10/21/25		10:00		10/21/25		tsrt9 level 5i cf1d md12a sb5i
PPM not acknowledged on booking form				The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Email to cardiac devices for more information
Phone call to Bolton cardiology for further information and highlight end of treatment check
Pacing dependent therefore treatment site switched to allow for monitoring

Patient Safety - please reassign not for R&B - is for DG1 as clinician would have completed radiothx form?				Network Services

		I17379		10/21/25		09:30		10/21/25		2 x surgical patients discharged from inpatient ward. Both required TWOC appointments on IPU. No booking requests sent and patients just arrived onto IPU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Dale,  Emma		Incident being managed locally		No Harm						Patients clinically required TWOC on the day of arrival onto the Unit and therefore patients had to be added onto the TCI for IPU despite already high activity for that day. TWOCS performed.				Clinical Support and Specialist Surgery (CSSS)

		I17411		10/21/25		16:44		10/22/25		Lab number 2666298. Incorrect hospital number on form. Sample rejected on synergy  accidently put -1 in CEA field.  -1 result wasn't realised until a day later.  Consequence result went over to CWP patient record.   Training error.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Incident being managed locally		No Harm						Error logged.  Fbc already on analyser so results remove from analyser - hadn't gone over to CWP. Serum removed before it went on analyser. Duty biochemist informed.  Results redacted from CWP.				Christie Pathology Partnership

		I17424		10/21/25		12:00		10/22/25		TSRT9/level 3/ 13L/ CF 1C/2C;/MD 13i/ SB 13i

*Patient set up to isocentre using SGRT then moves to isocentre applied again via CMA
*Geographical miss requiring repeat XVI
*Additional dose to pt =5.3mGy
*Non-reportable		corrected prior to treatment

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		*B7 called to review XVI
*Treatment radiographer realised error from imaging
*Repeat XVI approved
*Pt set up again
*Picked up due to daily imaging		staff to be aware and folllow protocol		Network Services

		I17416		10/21/25		16:35		10/22/25		Consultant surgeon - presumed needlestick injury from high risk patient during theatre case				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Staff		No Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Jones,  Tracey		Incident being managed locally		No Harm						Needlestick protocol followed. Reported to occupational health. Patient informed and consent obtained for bloods to be taken.				Clinical Support and Specialist Surgery (CSSS)

		I17417		10/21/25		13:30		10/22/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Come out of the room to image the patient. Patient in breath hold for CBCT and needed a break mid-scan. Interrupted the beam as normal at 14.6 degrees gantry angle. XVI returned a treatment error and give us the option to review the image as though the entire scan had been acquired (image due to end at 20 degrees). Patient therefore needed another CBCT.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Band 7 and engineers contacted. Engineers photographed error message and closed out of XVI. Chose to do a test scan to see if the same issue happened again. Patient was able to get  back on the bed and had treatment without any further issues.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		Network Services

		I17443		10/21/25		11:45		10/22/25		TSRT9/ level 4/ 10j/ CF1c/ SB 10l/ MD 13g
Treatment team identified that a patient's site setup did not include the lung board. A picture of the patient was included with their treatment plan, clearly showing the patient with their arms up on the lung board.		corrected pre treat patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		A superintendent radiographer was informed, and a lung board was used for treatment. The site setup has been amended and approved with a lung board included.		ensure all documents are fully completed		Network Services

		I17616		10/21/25		14:30		10/28/25		Had appointment booked on 21/10 14:30 at Macclesfield, was phoned the day before and given the appointment details. Arrived at Macclesfield and there was no appointment on the system to book into as this had been cancelled by the team at main site who had phoned the patient the day before with the appointment but the patient had not since been told this was cancelled.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Incident being managed locally		Low Harm						Macclesfield reception team spoke with the clinical team and the secretaries, explained the situation and they agreed to see the patient in clinic. The patient was very distressed to find out the appointment was not on the system at first so appreciated the Macclesfield team being able to solve the problem and be seen.				Network Services

		I17575		10/21/25		12:00		10/27/25		Endoscopy report had to be edited after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report on CWP- one is correct and one is incorrect and needs redacting. Completing datix for tach bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						Endoscopy manager aware.				Clinical Support and Specialist Surgery (CSSS)

		I17444		10/22/25		17:50		10/22/25		TSRT9 level 5 SB10l10J CF1c
civco matress omitted from RTP site setup information				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		b7 asked to attend setup for patient. #2/10 right knee. Discrepancy in table height from planned height and had to adjust ~1.8cm to set ANT FSD. On review of RTP information and plan it was noted that patient should have been on a civco matress. patient resetup with matress in place and civco added to site setup				Network Services

		I17428		10/22/25		14:30		10/22/25		Seen pt at 15 min checks. Obs stable.  PVC area checked and intact. Pt buzzed around 10 mins later that arm was hurting. Saw pt had a big lump from where it has extravasated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Scott,  Sabrina		Incident being managed locally		Low Harm						Blood stopped. Senior nurse and dr made aware. Area drawn round. Dr reviewed. Blood aspirated by colleague. Transfusions nurses made aware. Advised not to put heat on. Labs and blood bank made aware due to needing another unit.  PVC was inserted by ultrasound guide. IPU called for urgent picc line. Pt being admitted for monitoring. Extravastation careplan completed.				Clinical Support and Specialist Surgery (CSSS)

		I17446		10/22/25		17:45		10/22/25		Dressing around cannula noticed to be wet whilst IV SACT running. IV SACT paused. Slight swelling noticed to round cannula site.		All appropriate actions taken once incident was identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/28/25		IV SACT paused. Informed NIC & ward dr. Extravasation flowchart for specific chemotherapy obtained & followed. On call Dr informed. Attempts to withdraw from cannula with nil output.  Cannula removed and sterile gauze applied and surgical marker pen used to circle area. Cold pack applied as per protocol and will.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17447		10/22/25		16:00		10/22/25		TSRT9 level 5 19a sb19a cf2d md13a
Noticed #1 IRMER dose/# not christie protocol. Dr informed us that the CL3 07 document is just not updated yet and it will soon be protocol, however for now old IRMER voided and new IRMER completed by consultant. This was missed during prep checks. Patient was in the department for 3 hours before getting treated although this was mostly due to waiting for her consent.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1				Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Band 7 informed. Doctor had just consented patient. therefore, amended IRMER appropriately.				Network Services

		I17448		10/22/25		19:00		10/22/25		pt had MASD- unfortunately now developed to c1. doesn't often mobilise as feels ++dizzy when walking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Incident being managed locally		Low Harm						dressing applied. informed NIC. assisted pt to lie on side. informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17449		10/22/25		20:00		10/23/25		Admitted with cat 1 pressure sore x3 2 on left buttock and 1 on right buttock with red sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Informed sister in charge
On an air mattress
Patient declined dressing to be put on
Referred to TVN
Datix				Clinical Support and Specialist Surgery (CSSS)

		I17450		10/22/25		20:30		10/23/25		Patient found on floor in side room, had an unwitnessed fall. Large haematoma to forehead, fractured nose, bleeding from nose, forehead and ex cannula site - cannula fell out during fall. 
Patient reported she had tripped from the bathroom and crawled out to the bedspace. On the floor for approximately 15 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Perry,  Liz		Learning response required		Moderate Harm						Fast bleeped on call doctor for review. Applied pressure to patient's nose and bleeding settled. Observations taken, NEWS2 score 8 at time of fall. Clinical Night Practitioner, On call Dr and nursing staff assisted patient into bed. Neuro obs completed as per policy. CT head and facial bones completed. Confirmed nasal bones fracture. Bloods taken as requested.				Clinical Support and Specialist Surgery (CSSS)

		I17430		10/22/25		12:00		10/22/25		TSRT9/level 3/13R/CF1d/SB13i/MD13i

#18/20 VMAT Prostate M10 filter
Additional dose to pt = 7.9mGy
Blue triangle immobilisation cushion used under knees for XRT set up instead of Orange knee bolster.
Radiographers realised during Image review due to poor XVI match (large corrections)
Escalated to B7

Additional dose to pt = 7.9mGy
First Occurrance - Non-reportable		correct immobilsation used 

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Unable to achieve satisfactory PTV coverage
Site Set up checked - immobilisation incorrect.
Pt re-set up & re-imaged.
Additional XVI approved under protocol.
Treatment delivered correctly.		staff to ensure they use and communicate the use of th ecorrect immobilisation		Network Services

		I17431		10/22/25		11:50		10/22/25		Patient experienced facial and chest flushing 10 minutes into Paclitaxel infusion.
Patient also complained of abdominal discomfort/bloating. 

Incident at Bolton Churchill Unit				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Paclitaxel infusion stopped. Observations checked and satisfactory. 
PGG followed- 10mg chlorphenamine and 100mg hydrocortisone IV administered. 
Patient monitored for half an hour and all symptoms settled and resolved. 
Paclitaxel infusion completed following reaction protocol at titrated slow rate and with no further issues.				Network Services

		I17432		10/22/25		15:32		10/22/25		the patient was on a slow rate docetaxel on his 1/2 rate when he suddenly started feeling hot and became flushed.		Patient reviewed  on ORTC as reacted to slow rate docetaxel, similar to previous reaction he felt hot and became flushed. No pain noted.

Treatment stopped and 100mg of hydrocortisone given, Not for further treatment today. Will need to go back through clinic to see about a change in treatment. Only 5 days of filgrastim given to take home as he only had a small amount of the drug. Not given dexamethasone pre meds to take home.

When symptoms settle can go home. Team and schedulers to be emailed to arrange clinic appointment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		treatment stopped, 
100mg hydrocortisone given 
ANP on unit informed		Processes followed and ANP reviewed on unit swiftly.		Network Services

		I17433		10/22/25		11:50		10/22/25		Patient's partner alerted a nurse walking past that the patient had sudden back pain during SACT infusion.		Reviewed by doctor on the unit - no concerns - rechallenged on hypersensitivity protocol and was stable.

 Team emailed to amend the script for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/31/25		Infusion was stopped and hydrocortisone administered. Observations were taken. Dr was informed and came to review the patient.		Thank You for reporting this incident. All process followed and patient safely finished their treatment. 

Team made aware so changes can be made to script.		Network Services

		I17434		10/22/25		11:00		10/22/25		Discovered DTI located to left heel.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Spooner,  Jennie		Learning response required		No Harm						TVN referral, pressure relief provided. Elevated heels. Patient requires a pump for mattress. Medical illustration done. 
TVN review 22/10/2025
On assessment, she has a small DTI to her left heel, approximately around 1cm circumferential. She herself was positioned on her side during assessment.

Management plan

Elevate the heel on repose wedges/if no repose wedges to use pillows to elevate the heel.

Attach the mattress pump to the mattress 

Medical illustration photo today

Datix the incident as DTI.
29/10/2025: TVN update
Reviewed Photo on PACS from the 27th prior to discharge.
DTI is resolved and downgraded to Cat 1.				Clinical Support and Specialist Surgery (CSSS)

		I17435		10/22/25		14:08		10/22/25		During Paclitaxel infusion, the patient reported he got a little bit hot feeling and light headache after 25.2 ml infused.		Team emailed to change script.

NEWS2 - 0 throughout.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		The infusion was stopped immediately and observations were taken and marked at CWP. hydrocortisone 100mg given on 1409. The patient remained alert and claim.		paclitaxel reaction managed well 

Patient went on to have her next treatment at a slow rate and managed fine.		Network Services

		I17436		10/22/25		13:10		10/22/25		Patient became more flushed than baseline after having 82mls of Docetaxel.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		Low Harm						Patient had arrived flushed as a side effect of steroids. Nonetheless felt she had became more red and when asked said she felt hot but this could sometimes happen even when at home. Infusion stopped, hydrocortisone and chlorphenamine give, observations taken, and patient rechallenged successfully following sensitivity protocol.				Network Services

		I17437		10/22/25		15:45		10/22/25		Contacted by patients sister who claimed her brother had requested pain relief at 9am this morning and had not received any until 1430pm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Scott,  Sabrina		Finally approved		No Harm		No harm		10/23/25		Spoke with nurse who was caring for the patient, who explained that regular medications had not been prescribed, hence why he had waited so long, she had asked for the medications to be prescribed and had asked 3 times before an ANP had prescribed some.				Clinical Support and Specialist Surgery (CSSS)

		I17438		10/22/25		09:00		10/22/25		Leighton staff not having access to QPulse after QPulse transition		Quality team aware to pass on dates to satellite sites.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton						Incident affecting the organisation		No Harm		Non-clinical incident		IT issues		Software Failure		Fox,  Samantha		Incident being managed locally		No Harm		No harm				Datix raised, ongoing - discussed at monthly satellite quality management meetings		Ensure that dates of planned outages are communicated widely alongside BCP that is in place.		Network Services

		I17439		10/22/25		11:30		10/22/25		Called ward at 08:00am  to notify patient’s platelet count was 43 (FBC at 4:54 am). Informed them that patient urgently needs platelet transfusion before procedure and to recheck platelets, as consultant agreed procedure only if platelets >50. Ward confirmed platelet transfusion expected at 10:30 and was advised to start immediately. Later called ward again; patient was being transfused 11:30 but bloods still needed checking. Consultant cancelled procedure as platelets was not stable.		Reallocate to JR		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Robertson,  Jane		Incident being managed locally		No Harm						The ward was contacted to inform them that the procedure was cancelled because the patient was not ready on time and the consultant was occupied during the afternoon session. It was explained that the clinical decision to cancel was made by the consultant and had been previously discussed with the haematology consultant a week earlier regarding platelet requirements. 
The endoscopy manager, nurse, and consultant had all repeatedly emphasised to the ward the importance of completing the platelet transfusion as early as possible on the morning of the procedure day and was consistently following up with the ward throughout the morning of the procedure. 

The ward was advised to speak to the on-call consultant if they wished to proceed with the procedure on the same day, as there was an afternoon list available; however, it was managed by a different endoscopist with other commitments. The on-call consultant later confirmed that no endoscopist was available that afternoon and instructed the ward to submit a new request using the endoscopy booking form.
The ward was reminded of the importance of timely platelet transfusions to avoid similar issues for future scheduled endoscopy lists.		Recommendation - if a specific threshold is required, they not only need to prescribe/hand over to the nursing team, but they need to communicate with blood bank to assure they have the required blood products available on site.		Network Services

		I17440		10/22/25		15:15		10/22/25		Initially pt reported that pins and needles in his arm - heat pack and a warm drink provided.  Then pt told me that pins and needles are spreading to his feet and in the right arm as well as left arm. Another heat pack and warm drink provided. As no effect -Treatment paused at 549mls infused (40mls left).		NEWS2 3 - then decreased to 1 
Registrar from patients team contacted patient following  incident during last treatment. 

Contacted by chemo nurses re symptoms during last treatment.

Reviewed Sx and d/w Consultant - impression is of cold related dysaesthesia and laryngeal dysaesthesia rather than a hypersensitivity reaction. Advised to increase oxaliplatin duration to 4 hours.

D/w patient - explained update as above. He is currently feeling well, managing three meals a day. No skin toxicities from capecitabine. Remains independent with ADLs. Paraesthesiae now only intermittent upon touching cold surfaces. He is aware to wear gloves.

He is aware of his next F2F f/u on 11/11		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Concerns escalated to ACP who came to review pt on ORTC. As per ACP symptoms to be treated with reaction medications. NEW2 completed. At 15:17 Hydrocortisone 100mg IV administered under PGD by RGN. At 15:18 IV Chlorphenamine 10mg administered under PGD by RGN. At 15:24 pt complained of laryngospasm in the neck, tingling in lips.  At 15:25 another IV 100mg Hydrocortisone given under PGD by Sister. Heat pack applied to the neck. Warm drink provided. NEWS2 completed. 
At 16:18 - pt reports that now symptoms have resolved. NEWS2 completed. Please see NEWS2 chart. I have asked ACP to review pt prior to him going home. ACP has also acknowledged the NEWS2, happy for the pt to go home. ACP indicated that pt does not require to stay on the ORTC for any longer. Pt aware and happy to pick up desensitisation medications from the dep 14. Aware to call the hotline if feels unwell.		Thank you for reporting this incident. Patient was followed up and treatment plan made. Patient has clinic appointment on 11/11. Desensitising medications posted out. Team will confirm if patient needs these or not.		Network Services

		I17441		10/22/25		17:30		10/22/25		TSRT9 / EL3 / 13Z / CF1B CF1C / MoD13I / SB13AA
#3 it was noticed M15 would have been sufficient but image was prepped with M20.
Additional dose of 2.4mGy over 3 CBCTs. Not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Image prep changed to M15.

Feedback provided to radiographer that had completed image prep & staff that had treated/imaged #1-3.				Network Services

		I17419		10/22/25		13:00		10/22/25		TSRT9 / EL 2 / 13AA / CF 1C / MoD 13BB / SB 13AA
Escalated to B7, during offline review #1-3, disagreement with match applied #1.
#1 match applied +0.4 on Y.
Offline match -1.7 on Y.
This is a difference of 2cm compared to the correct match.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to physics who advised that as the difference is less than 2.5 times this is not classed as a geographical miss. Therefore not reportable.
Asked radiographer to rematch image and discussed offline.

Clinician informed. Likely to have some clinical impact as the treatment was planned with tight margins, therefore the inf aspect of the TV will not have been included in the treatment field #1.
Clinician will follow-up with the patient as per standard follow-up post treatment. Clinician will inform the patient of error at this appointment as per Duty of Candour.				Network Services

		I17420		10/22/25		08:00		10/22/25		tsrt9 level 5 4j md13a sb4j cf2d
Patient was consented in clinic for radiotherapy on 7/10/25 as annotated in CWP but consent form had not been scanned in. This was noted during treatment prep process and				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Patient was contacted to ask him to bring his copy in. The patient advised that he probably wouldn't be able to find it. Message was sent to the consultant and attempt made to call the secretary who to see if form could be retrieved with no success. Clinical team were contacted on patient arrival and patient was re-consented before #1 commenced				Network Services

		I17425		10/22/25		10:00		10/22/25		tsrt9 level 5 5k md12 sb5k cf1d
During the data input for the patient it was noticed that the annotations on CWP stated 5 fractions of radiotherapy when this was cross referenced with the IRMER there was a mismatch. The IRMER stated 15 fractions this was later clarified with the Dr who confirmed the patient was for 5 fractions however this caused a delay to the patient as they were originally planned for 15 fractions so the treatment had to be replanned.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dr was notified of the mismatch between fractionations, pt plan was replanned for correct dose and fractionation.				Network Services

		I17423		10/22/25		13:00		10/22/25		Fall at lunchtime today, mechanical fall, says he slipped on slippers and lost balance. assisted back onto chair by x3 nursing staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Scott,  Sabrina		Incident being managed locally		Moderate Harm		Low harm				Observations taken. Dr has reviewed. No visible trauma to head or bleeding. Slight bump to R side of head. Alert and orientated, no loss of consciousness, GCS 15/15 PEARL. Attending CT head. To transfuse platelets later this afternoon.				Clinical Support and Specialist Surgery (CSSS)

		I17414		10/22/25		11:42		10/22/25		TSRT9 LEVEL 5 19A sb19a md12g cf2a
At treatment prep- clinical treatment protocol "Wilms"  not evident on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		PX, RTQA forms, annotations are accurate, therefore proceeded to treat.				Network Services

		I17410		10/22/25		10:30		10/22/25		TSRT9

Patient setup on D-Max couch top (should have been KVUE couch top).

Identified partway through XVI acquisition - scan manually interrupted.

Additional dose to pt = 0.7mGy. 46/650 frames delivered.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Image acquisition manually interrupted by treating rads.

Escalated to B7.

Pt resetup.

Additional image justified in MOSAIQ. Pt reimaged + treated correctly.				Network Services

		I17406		10/22/25		08:05		10/22/25		TSRT 9 
2DkV pair attempted to take, no image produced, confidence tone heard.
MCR aware				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Rejected		No Harm						MCR informed, another image acquired				Network Services

		I17407		10/22/25		03:00		10/22/25		At approximately 03:00, patient was found on the floor beside the bed attached to IV pump, no dislodgment observed  The patient was alert and conscious and seen in a seated position on the floor.  I asked what happened and the patient reported that she had attempted to go to the toilet and had slipped. I accessed and asked patient if in any pain, patient denies pain, observation taken. a commode pan was provided passed urine and patient was assisted back to bed and made comfortable.		learning identified and will be updated on the next LFI.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		A full set of observations was taken and recorded,  NEWS score of 1. The patient denied any pain when questioned. I accessed for signs of bruising or swelling and non observed.  NIC informed of incident. Patient was reminded to use call bell for assistance when needing the toilet.		follow post falls protocol accurately. 
document footwear
check CBG post fall 
Alert medical team for review asap		Clinical Support and Specialist Surgery (CSSS)

		I17408		10/22/25		09:21		10/22/25		I received a phone call from a patient which contained questions that needed to be passed onto the team. I included them correctly as recipients but the patient was also querying his radiotherapy treatment. I CC'ed in the radiotherapy bookings team but accidently miss selected the correct email address and so I CC'ed the radiotherapy bookings team from Royal Marsden rather than the Christie.		I have advised the staff member to help reduce the risk of sending emails to the wrong recipient, staff are encouraged to change their default address book in Outlook from the Global Address List to The Christie. The details of how to do this is on HIVE and i have signposted her to these instructions.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I resent the email including the correct radiotherapy bookings team and urgently emailed the team at Royal Marsden to advise that the email had been sent to them in error and to please disregard it immediately.		to check all email addresses when sending an email.		Network Services

		I17404		10/22/25		03:30		10/22/25		Patient AX1 due to being unsteady on feet. On the way back from the bathroom he held onto the door handle, making the door open quickly, which made him loose his balance. He was assisted the the floor with member of staff assisting him. He landed on his bum, did not hit his head.		Importance of repeating Moving, Handling and Falls risk assessment post fall and completing lying and standing blood pressure on admission to be fed back to all staff on AAU.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		AX3 to get him standing up from the floor, walked back to bed with assistance. 
Skin on back/bum checked, no new damage to skin (Has existing C2)
Drs informed, not concerned - to recheck L/S BP in mane. 
Pt knows to use call bell if he needs assistance.		From findings appears a mechanical fall (accidentally leaning on unlocked door handle) occurs. The patient risk assessment is completed with 6 hours of admission and is deemed a significant falls risk. Previous falls, low sodium, visual impairment, fatigue+++. Patient is nursed in highly visible bed space. Patient required assistance to mobilise across admission and uses the call bell. The patient is supervised at time of incident, no harm to patient. Patient does not hit head and receives a medical review within 12 hours as per Management of an Inpatient following a fall algorithm.  

Learning to be disseminated to AAU staff regarding repeating Moving, Handling and Falls risk assessment post fall. Lying and Standing blood pressure not taken on admission due to fatigue+++ and mobility issues.		Clinical Support and Specialist Surgery (CSSS)

		I17512		10/22/25		15:04		10/24/25		Patient received a transfusion and no 1st or 2nd independent checks, starting information or outcome completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17466		10/22/25		17:45		10/23/25		tsrt9
Mechanical error with the machine. Patient was lying on the bed waiting for the beam for a long period of time, pt was struggling and asked to come off the bed while engineers were sorting error within the machine. Once the error had been fixed patient resumed remaining treatment but this required an additional image. Additional image was authorised by band 7 and image review form was completed - pt completed remaining treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Patient was taken off the bed and allowed to sit up and have pain relief. Once fault was fixed pt resumed remaining treatment with extra imaging authorisation from band 7.				Network Services

		I17467		10/22/25		09:00		10/23/25		Donor letter not completed on 21/10 which was the clearance deadline for the anthony nolan paper work (including letter) to be returned to the registry.
Clinic letter not authorised on 22/10
Clinic letter not ready on CWP until 23/10

NM 27/10/25 this was a medical delay, doctor refusing to complete it when it needed to be done, which requires review.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Robertson,  Jane		Incident being managed locally		No Harm						Apologised to anthony nolan for the delay				Network Services

		I17468		10/22/25		16:00		10/23/25		TSRT9
mechanical issues with the machine, multiple interlocks and no beam available resulting in patient coming off the bed and requiring additional imaging 
(2 x 2D pairs)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		called MCR and requested estimate of timings to resolve the issue, large amount of time provided, B7 informed and patient informed and decision made to get patient off the bed				Network Services

		I17452		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		Low harm		10/23/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17453		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		11/3/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17460		10/22/25		18:00		10/23/25		tsrt9
Breakdown across all gantries - problems with energy? 
Pt off bed as ++time in mask, paed, #3. Had already had CBCT and 2D pair. 2 beams out of 6 delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Assessed need for CBCT as due to be on weekly pathway after #3 however sinus filling etc issues present, opted to repeat both CBCT and 2D w/superintendent. Auth'd by band 7.				Network Services

		I17461		10/22/25		10:35		10/23/25		TSRT9 / Level 3 / 11j / MD13jj / SB11t / CF1b / CF1c
Due to a large lateral shift; the gantry doesn't have clearance to get to the G195 beam. 
Additional 2DkV will be taken each fraction as treatment couch will need to be move to achieve clearance.		Email sent to team on 24/10/25 and to be discussed in physics meeting on 31/10/25 highlighting the importance of considering gantry rotation in isocentre placement.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Planning room (second floor)						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Lowe,  Matthew		Finally approved		No Harm		No harm		10/24/25		Superintendent/ planning informed. Plan of action formed to continue treatment,		Treatment planning staff should be vigilant about gantry rotation when planning treatments with isocentres away form the centre of the patient.		Network Services

		I17462		10/22/25		13:20		10/23/25		TSRT9
Transcribing error on PTP scan record, measurements for setup do not match the patient setup photos. Noted and updated prior to any imaging. #1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		B7 informed, both documents checked and correction made on PTP scan record to match the setup photos, when setting up patient the measurements from the setup photos were used.				Network Services

		I17463		10/22/25		09:00		10/23/25		Clinic letter not ready to send with DKMS donor clearance on 17/10/2025. 
Clinic letter was not available on CWP to send until 22/10/2025				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Robertson,  Jane		Incident being managed locally		No Harm						Consultant asked to complete the letter ASAP
Apologised to DKMS for the delay				Network Services

		I17487		10/22/25		20:20		10/23/25		When calculating Pregabalin dosage this morning for patient (should be 170mg in 8.5ml) I noticed that the previous dose written in the controlled drug book was incorrect and it was written 170mg in 7.5ml. 
Concentration of Pregabalin is 20mg in 1ml hence patient has been given an incorrect dose (less than prescribed).		learning identified and added onto next LFI to ensure RN double check when doing CDs.
conversation carried on with RN who previously gave incorrect dose.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Duty of candour completed. 
Correct dose of Pregabalin administered this morning. 
Spoke to CPE on the ward regarding the medication error.		x2 RN to check dosage properly and to do calculations together.		Clinical Support and Specialist Surgery (CSSS)

		I17489		10/22/25		15:36		10/23/25		Treatment expired prior to administration to patient
Patient reviewed in clinic 09:10
Green hand completed on iqemo @ 09:50
Go ahead given 11:02
Patient handed over to CRF 11:30
Treatment ready at aseptics 12:00
Research team called CRF to highlight treatment ready and 4 hour expiry at 14:45
Call from CRF that treatment had reached expiry 15:36				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Pearson,  Sally		Incident being managed locally		No Harm						Discussed with aseptics to enquire about capacity to make same day - no time available - added to Thursday PM list
Spoke with patient to apologise and arrange rebooking appointment.
New treatment chair and transport arranged. Requested new prescription.
Patient attended 23/10/25 for treatement.
PI notified.				Research and Innovation

		I17471		10/22/25		13:00		10/23/25		Dysphagic patient was discharged from SALT after he opted to 'Eat & Drink at risk'. AAU 
22/10/25 Nurse attempts to re-refer patient to SALT but this was rejected so I emailed SALT team to request they give guidance to ward team on safest textures/feeding strategies & swallow exercises to aid patient's rehabilitation .
SALT declined further input this week & highlight that AAU Doctor is making decisions about Pt's oral intake believing his swallow is safe following his own assessments				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Delay/ failure		Bushell,  Lyn		Incident being managed locally		Moderate Harm		No harm				Lead AAU consultant noted on 22/10/25 CWP:I note SALT team feel little further they can add but support with optimal consistencies and exercise would be beneficial to his care.
SO ongoing review is needed form SALT but their email to me states: Having two separate teams independently completing swallow assessments for a patient and giving contradictory advice does not feel like good (or safe) management for the patient, for the family, or for us as a team when correct processes are not being followed. 
For that reason we made a decision to discharge the patient in order that the AAU doctor can continue to manage his dysphagia. 
We have significant staffing issues in SLT this week with more than half of the team not in work therefore are unable to get back to John until after the weekend. AAU lead Dr has given his advice about oral intake for this patient but if the team wish to follow SLT advice, please see SALT's last entry from 20/10:

23/10 - CSSS Governance; This is not a Moderate Harm incident as no harm has come to the Pt yet; Hence not sent to DPSIG & needs to be downgraded when finalised.				Clinical Support and Specialist Surgery (CSSS)

		I17472		10/22/25		08:54		10/23/25		On fraction 11, a cable was treated through from the general anaesthetic monitoring equipment. 
This was identified at the weekly checks after treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Superintendent and treating radiographers notified.				Network Services

		I17476		10/22/25		10:00		10/23/25		TSRT9 13CC SB3i MD13CC CF3a
XVI scan faulted (partial scan). Escalated to engineers. Patient taken off bed, test scan performed. Test scan OK. Machine handed back over to treating radiographers. Additional image authorised by B7.		Completed 2 x test scan - Tested accidental 'Done' button press theory and found it replicated fault - Handed back - User error determined as fault.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Patient taken off bed, test scan performed.		XVI scan stopped midway through - No error message - Checked logs and found 'Scan terminated by user' - Suspect rads clicked 'Done' button on pop-up when scan is acquiring by mistake		Network Services

		I17554		10/22/25		15:52		10/27/25		Concerns raised by district nurse team.
Patient has TB.
District nursing team requested patient remain a inpatient until they could ensure they had enough staff fit tested and trained to replace the syringe driver.
Patient stayed a additional night.
MDT arranged to discuss discharge.
Ward staff did not attend MDT.
District nursing team still could not facilitate discharge and asked to stay a additional night. Information relayed to IPCT matron.
Despite this ward discharged patient.
cont.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Langstaff,  Alexandra		Incident being managed locally		Low Harm						District nursing team were not aware pt had been discharged.
Therefore they did not attend patient until pts wife contacted the dn team. This resulted in the syringe driver being 6 hours late in being replenished.
Syringe driver contained metoclopramide				Clinical Support and Specialist Surgery (CSSS)

		I17668		10/22/25		08:00		10/30/25		Member of pre-op staff contacted line manager to inform that cash was missing from purse which was in staff member's hand bag.
Money was drawn from cash point in oak road tuesday morning and left in said purse all day. When staff member went to retrieve money wednesday morning it was missing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op						Incident affecting Staff		No Harm		Security incident		Property loss/ damage		Personal property stolen		Boulton,  Sean		Incident being managed locally		No Harm						Checked area where bag stored to ensure not mislaid there.
Reported to matron and also to security.
CCTV looked at but unable to get any further helpful information.

Team made ware and advised to be mindful with property and bringing large amounts of money to work.
For keypad lock on the cloakroom door for added security				Clinical Support and Specialist Surgery (CSSS)

		I17581		10/22/25		13:28		10/27/25		E.coli in peripheral blood culture 22/10/25. Recent discharge from ward 12 29/9/25, COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DVCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I17478		10/23/25		11:30		10/23/25		Abdul attended for C2 rechallenge oxaliplatin.
Had 67mls and started c/o of feeling hot,sick and chest pain.
He also presented with red patches and itchy feeling all over his upper body.
Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV met given also due to feeling sick.
Observations taken, see news 2 chart.
ECG completed and scanned in, dr sue advised patient to go to his GP and ecg shown signs of hypertension.
Treatment discontinued.		Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV metoclopamide given also due to feeling sick.
Observations taken, see news 2 chart. NEWS2 score between 0-1.
ECG completed and scanned in, doctor on unit advised patient to go to his GP and ECG shown signs of hypertension.
Treatment discontinued as already on a rechallenge regime.
Symptoms resolved
Patient sent home and safety netted.

Clinic appointment on the 12/22/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Treatment stopped.
Iv reaction medications given alongside antiemetics.
ECG done for chest pain.
R.V by Doctors.
Monitored until back to baseline.
Sent home and safety netted.		Situation dealt with swiftly and follow up booked.		Network Services

		I17479		10/23/25		09:37		10/23/25		Incorrect date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		10/23/25		New sample requested from department at 09:48 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17473		10/23/25		11:30		10/23/25		While working in Department 41 (“PACS Office”), a shelving unit above the desk detached and fell onto the staff member, causing injury. The reporter had previously identified this shelving as a potential hazard during a DSE/workspace assessment and raised it with the clinical lead for Estates review. The staff member required ambulance attendance and hospital assessment.

Information from additional Datix I17475 that has been rejected: 
Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Complementary Therapy						Incident affecting Staff		Harm		Non-clinical incident		Estates		Joinery		Nichols,  Jessica		Incident being managed locally		Moderate Harm		Moderate harm				The incident was escalated to the line manager, clinical lead, and Health & Safety team. The staff member received on-site assistance while awaiting ambulance transfer to hospital. A DATIX report was initiated immediately. Documentation evidencing that the shelving hazard had been raised previously through the DSE assessment.

Information from additional Datix I17475 that has been rejected: 
Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17474		10/23/25		12:00		10/23/25		Upon carrying out a full audit for the TRF team within ECMT. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample consent and trial ethics. The audit is still ongoing and hasn't been completed, however preliminary findings have highlighted instances where a sample has been obtained without appropriate consent, samples still on site after trial ethics has expired and HTA team not informed, unknown trial the sample was requested for.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Rees,  Amanda		Incident referred to DPSIG		No Harm		No harm				Datix submitted for awareness, as audit is still ongoing. Once completed and the root cause of issues has been identified, CAPA will be implemented followed by a intermediary audit to ensure CAPA has effectively addressed the issue.				Research and Innovation

		I17475		10/23/25		10:30		10/23/25		Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues		Harris,  Andy		Rejected		Severe Harm						Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17490		10/23/25		11:08		10/23/25		Patient due Polatuzumab vedotin on Portal trial on 24/10/25. 
When picking vials it was discovered all vials expired at the end of 09/25.
New drug hadn't been ordered as September end of month IV expiry check hadn't been done.		Discussion with lead technicians about planning end of month checks. Days are now blocked out on the calendar from monitoring visits to enable multiple staff to concentrate on the expiry check. Re-training will take place and a new checklist for staff undertaking the check to ensure all tasks are completed. Incident and outcome will be highlighted in next departmental meeting.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Foden,  Gillian		Finally approved		No Harm		No harm		10/30/25		New supply of drug ordered from the trial sponsor.
Research team informed that patient couldn't be treated on 24/10/25 as drug takes 3-5 working days to arrive.		Expiry checking is a critical task and must be completed on a monthly basis as per SOP without fail. In this instance, human error in a pressurised environment led to a miscommunication and the task being overlooked. The importance of the task needs to be re-iterated to the team and ensure that rotas are completed correctly and staff allocated enough time to complete the task.		Network Services

		I17491		10/23/25		15:45		10/23/25		Gantry unable to all-axis, MCR in room and table lost compensation due to necessary fix by engineers. bed re-compensated and additional 2DKv taken to confirm bed position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Datix submitted				Network Services

		I17492		10/23/25		12:20		10/23/25		Informed by staff nurse that she had found sweets containing marijuana. It was a full packet of four.		correct process followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		We locked them in the controlled drug cupboard. 
Explained to the patient that he is not allowed to bring illegal drugs into the hospital and he also must not take any himself. Asked if he had anymore on him which he denied. He asked if his mum could take them home for him however, I told him that they would need to be destroyed.
Duty manager and matron informed. They advised me to contact pharmacy to have them destroyed and complete a datix. This has now taken place and the datix has been completed.				Clinical Support and Specialist Surgery (CSSS)

		I17464		10/23/25		10:00		10/23/25		Upon carrying out a full audit on the systems, training and working practices for the TRF team within the ECMT Phase 1 trials team. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample traceability. The audit is still ongoing and hasn't been completed, however preliminary findings have shown there are instances of lost samples, samples in the wrong location, samples received but not tracked within the system.				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Hunt,  Basia		Incident being managed locally		No Harm						Escalated to team senior management and informed HT licence holder. Audit still underway, so DATIX submitted for awareness but issues are currently still being investigated. Once root cause analysis has been identified then CAPA's will be put in place and a follow up audit will be carried out to ensure CAPA implementation has been successful.				Research and Innovation

		I17469		10/23/25		10:45		10/23/25		Patient due to start Nivolumab and Relatlimab on 24/10/25 request submitted on 09/10/25 for patient to start at macclesfield "The Christie at Macclesfield
Treatment appt requested by prescriber 23-Oct-2025 24-Oct-2025 Group".
The patient had been booking in however had not been consented. Our schedulers had arranged a blood test and SACT chair and informed the patient who attended today for bloods. I had emailed the consultant regarding consent, not due to be consented until 29/10/25.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Whilst prepping it was picked up, informed consultant and asked when they would be consented. The patient is not booked in until 29/10/25 for consent therefore had to be deferred to 03/11/25 due to capacity.  Patient attended for blood test as he had an early app. Explained to patient what had happened, apologised and provided with new appointments. He became anxious worrying the impact waiting for treatment might have and if there was something wrong that's why he wasn't having it tomorrow. Reassured from our perspective we cannot go ahead without consent.				Network Services

		I17526		10/23/25		16:00		10/24/25		It was reported to me that staff seem to be unclear on the correct way to work out the IV dexamethasone doses. They are unsure where to get the correct dose as the vial states 3.3mg/1ml but the equivalent dose is 4mg,  which is outlined on Medusa.  The drug is often prescribed as 9.9mg.
There are also 2 different types of IV dexamethasone on the ward, both different doses and both equivalent to different doses.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Pealing,  Jessica		Finally approved		No Harm		No harm		11/3/25		I have spoken to pharmacy to see if they have a table we can circulate and I have asked for a note to be added to the handover. I will also try to talk to as many staff as possible about using medusa to see the equivocal doses.				Network Services

		I17528		10/23/25		13:15		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17494		10/23/25		17:20		10/23/25		Patient noted after scan that there was a swelling on their left arm just above the cannula area.
Kim assessed the area and noted that it was most likely an extravasation of about 15mls of contrast. The contrast enhancement in the scan was optimal and triggered as normal.
Kim followed the extravasation protocol, tried to aspirate but nothing came out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/28/25		Area photographed, cannula removed, cold pack placed and skin marked. Aftercare and post care leaflet given to patient		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17495		10/23/25		08:30		10/23/25		TPE requires 6 units of blood ordering as standard. Only 2 were crossmatched.
2nd group and save sample not sent on time. Nurse from dosa came to theatre for a signature at 08:30. the patient is supposed to be in the anaesthetic room by 08:30. delay to start of list				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Ryan,  Kathryn		Learning response required		No Harm						requested the additional units of blood be cross matched and informed blood bank that they were required.				Christie Pathology Partnership

		I17496		10/23/25		15:00		10/23/25		? extravasation pain, colleague reported swelling but none on inspection, still getting flashback		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		treatment stopped 
extrav kit 
protocol followed 
no swelling for medicine
hydrocortisone given for home but not required 
heat pack applied
drawn round 
med illustrations been		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		Network Services

		I17497		10/23/25		12:55		10/23/25		patient had docetaxel infusion running, i noticed patient was red and immediately stopped the infusion, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given. no other concerns during that time, observations stable. flushed and cannula taken out, safety netted with hotline				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Finally approved		No Harm		No harm		11/3/25		infusion stopped and team came to assist with the reaction, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given				Network Services

		I17498		10/23/25		17:15		10/23/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain.		Reaction happened on 23/10/25 
on the 29/10/25 - CWP notes suggest this lady has reacted twice to Paclitaxel. Team emailed and ORTC Nurse in Charge . CC'd in for reply. 
Day staff, please defer this patient until we have heard back form the team 

Team documented on 29/10/25 - patient will need change of treatment. Nab -paclitaxel - cannot start until consented.

30/10/25 - nurse in charge contacted by prep team
Following previous reactions to Paclitaxel, the prep team noted that patient needed switching to Nab Paclitaxel. Due to this only being spotted yesterday, There was limited time to arrange a new prescription, and consent with an interpreter today. There is no capacity for tomorrow.
It has been agreed with the team for her be deferred one week, and go back through clinic for consenting.

Spoken with patient to update her, she fully understands and knows new appointments will be sent out.

I have also spoken Jenna to organise appointments		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain. Treatment stopped and taken down as per protocol. Team informed.		There was no documentation from the nurse who submitted the datix to whether they emailed the team highlighting the incident and the fact that a new regime of treatment would need to be prescribed. This may have caused the delay in new prescription and subsequent appointments being made.		Network Services

		I17481		10/23/25		12:38		10/23/25		C1D1 Docetaxel today
23.5 ml gone through
Patient appeared red in colour
reported dizziness and chest tightness				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
Informed Dr On duty
Followed hypersensitivity protocol
Iv Chlorphenamine 10 mg stat given 
IV hydrocortisone 100 mg stat given
Patient felt better with in 10-15 mins
Obs stable after 30mins- patient re started on tx with slow rate.
 emailed to team to update IQemo for the rest of the cycle				Network Services

		I17506		10/23/25		19:00		10/24/25		TSRT9 Sb3i 13CC CF3a
Incomplete scan acquired. kV long fault after 155/348 frames. Approximate dose 3.0mGy. Additional scan acquired. Total additional dose 3.0mGy.		email shared to engineering team		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Contacted engineers and treatment b7
Fault investigated
Additional scan approved
Complete scan acquired 
Treatment delivered without issue				Network Services

		I17507		10/23/25		00:00		10/24/25		virology results not reported onto CWP causing a delay in donor clearance		To follow up actions re virology risk assessment.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/27/25		emailed virology at MRI to chase results		Risk assessment action plans are ongoing with virology results.		Christie Pathology Partnership

		I17508		10/23/25		19:00		10/24/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a

XVI image taken but image did not reconstruct and accept/review image window did not appear.
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		Network Services

		I17509		10/23/25		09:00		10/24/25		PostedMeds 
Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		McCaughey,  Joanne		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team have checked for any relevant background and CMM to establish if patient had their medication re-dispensed.
Record of datix will be sent to the team to make them aware that cycle 15 was returned by Royal Mail		Nil		Network Services

		I17533		10/23/25		15:00		10/24/25		Incorrect results released		To follow up feedback from NC from lab
Incident grading to be review re feedback		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Finally approved		No Harm		No harm		10/27/25		Results amended and clinical staff informed of result changes.		To identify learning re feedback from NC		Christie Pathology Partnership

		I17652		10/23/25		16:15		10/29/25		Patient reported hot flushes
Face appeared red in colour		Stopped infusion
Followed hypersensitivity protocol

Observations stable - 3 sets of observations done - NEWS2 between 1 and 0.
Patient felt ok with in 10-15 mins
re started on with slow rate after 30 mins
I will email the team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped infusion
called for help
ANP Hilary informed
Followed hypersensitivity protocol
Patient felt better within 10-15 mins				Network Services

		I17569		10/23/25		13:17		10/27/25		TSRT9 LEVEL 3 13AA  
Operator error, mismatch of vertebral level discovered in retrospect on acquired CBCT. 

Initial CBCT acquired, match/ set up appeared not a planned, reset up and reimaged as per superintendent. Second CBCT acquired and mismatch of vertebral level detected, correction applied, treatment delivered as planned. 

Retrospective review of initial CBCT highlighted mistake.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Booth,  Adam		Incident being managed locally		No Harm						Review of set up and processes taken. 
Governance contacted for clarity in regards to additional imaging.   
Decision amongst governance, principal radiographer, superintendent regarding number of images and CQC reportability.
Due to definitions of datasets, and some images were additional for clinical reasons- decision that this is not reportable				Network Services

		I17563		10/23/25		12:09		10/27/25		Transfusion sample not dated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17579		10/23/25		11:25		10/27/25		TSRT9 -
 Bed lateral 16.4. Clearance not checked prior to leaving room, scan interrupted when treatment radiographers realised gantry clearance not possible. B7 bleeped. Reset up, record lateral origin, check clearance, additional image approved by B7.

Additional concomitant exposure of approx 0.2mGy 39/200 slices (Fast H&N S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Q Setting of couch position, angle (including incorrect setting of couch following movement to allow gantry clearance)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Reset up.
Record lateral origin at which adequate clearance could be achieved - added to yellow box in attempt to avoid this happening again.
B7 approved additional image.
Treating radiographers realised and said they know to check clearance.				Network Services

		I17580		10/23/25		05:55		10/27/25		C.diff PCR positive, toxin positive 23.10.25. Previous overnight stay on AAU, discharged 13/10/25. Within 28 day window COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				requested 72 hour review. Medical team aware. Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I17604		10/23/25		12:50		10/28/25		TSRT 9/level 5/9C/
Patient immobilization shell made with large hole over nose when this is the location of primary tumour.  Needed bolus making for area where shell has hole, therefore making process harder and attachment of bolus to shell less secure.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						Width of lower part of bolus slightly increased to increase attachment area / allow marks on shell for bolus placement				Network Services

		I17534		10/24/25		18:10		10/24/25		patient came across from Leighton for mscc treat and return. arraged by on call reg the night before. 
no return journey booked.		Discussed with transport and patient flow team to discuss with staff at other hospital when inter hospital arranged, to prevent patient waiting longer than neccessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Non-clinical incident		Transport		Planning failure		Gudger,  Amelia		Finally approved		No Harm		No harm		11/3/25		ward at Christies unable to book return journey with Cheshire ambulance or NWAS.
Ambulanz are booked and unable to do journey. Pt will be required to be admitted overnight-to send back tomorrow.
Transport will need to be booked early. Ward 2 staff aware. 
Ward 2 staff will d/w sending hospital in getting their member of staff back.		To ensure transport arranged back for patient attend for XRT and return, to prevent delay for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17535		10/24/25		14:08		10/24/25		Patient pressed her buzzer as she became SOB, hot and generally felt unwell. She looked red and described some chest discomfort.

22.3mls of paclitaxel had been given				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped. Called for help from colleagues. Reaction kit obtained and 100mg hydrocortisone given. Already given chlorphenamine as part of pre-meds so this was not given again. Observations taken and BP raised.

Once treatment was stopped and hydrocortisone given, she began feeling better and appeared less red.

We have proceeded with treatment at a reduced rate with no issues. Will send an email to the team to inform them.				Network Services

		I17536		10/24/25		18:39		10/24/25		patient moved out of bed 6 on w15 due to ?tb-no results as yet but pt is tb contact and symptomatic.
moved to sr on w14.
amber clean requested for b6 w15 due to symptomatic pt. un able to uv as in bay but other deep clean carried out.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17537		10/24/25		14:00		10/24/25		Told about blanching redness to sacrum- checked skin and skin is broken to sacrum, red but blanching.		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		No harm		10/28/25		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.				Clinical Support and Specialist Surgery (CSSS)

		I17538		10/24/25		09:00		10/24/25		C1/MASD deteriorated to DTI - L heel and coccyx during admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Langstaff,  Alexandra		Incident being managed locally		Low Harm						RN assessed, had MASD natal cleft 23/10, referral to TVN and medical illustration taken 24/10/25.
Patient high risk for pressure damage/deterioration, oedema, limited mobility due to dizziness and low mood, for fast-track discharge prognosis less than 3months, previously declined pump on mattress due to dizziness.
TVN plan actioned, patient now agreed to improved mattress, added to handover for 2 hourly repositioning. 
CDT updated DN referral and ordered improved pressure relieving mattress for use at home post discharge. 
TVN review 25/10/2025:
On assessment, there are 2 areas of DTI to the base of coccyx top of natal cleft area, 1 cm x 0.4 cm and 1 cm x 1 cm area- purple discolouration none blanching, a small slit to natal cleft in keeping with MASD.

New DTI to the right heel 1 cm x 0.5 cm dark purple discolouration. Please Datix

No issues with continence , has nephrostomy bag and informs nurses should he require a bowel movement.

Paula nurse informs David is reluctant to have a hybrid mattress with the pump, Rediscussed with David and will try the pump on the mattress .

Pressure relieving cushion applied to chair today.

I have discussed with David the risk of pressure damage and getting a pressure ulcer which can deteriorate if pressure is not relieved, 2 hourly repositioning discussed and rolling onto the side off the area with 30 degree tilt.

1) Datix new pressure damage DTI to heel and coccyx/natal Cleft area.

2) medical illustrations

3) Monitor the Coccyx and right heel DTI, if the areas breaks down apply a dressing such as kliniderm silicone border dressing review daily and contact TVN team for review if breaks down or concerns.

4) Monitor for signs of infection Escalate to medical team if this occurs and wound swab.

5) Offload pressure to the heel using a pillow to offload.

6) Pressure area management guidelines to be followed- 2 hourly repositioning,  sitting in the chair ensure cushion is in place and stand regularly 1-2 hourly and return to bed to offload pressure to the area.

Ensure skin bundles are updated, Risk Assessment purpose T and updated and wound care plan , wound care chart.

TVN review in 1 week.				Clinical Support and Specialist Surgery (CSSS)

		I17541		10/24/25		15:25		10/25/25		2 medical gas CD oxygen cylinders on confidential waste bin untethered. 2 additional CD oxygen cylinders untethered on floor

Picture attached of the 2 on top of the confidential waste bin
MGC (medical gas committee)		27/10 - NB emailed housekeeper AG to order some wall mountable cylinder holders, staff to be reminded of correct storage.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting the organisation		No Harm		Medication incident		Medical gases		Medical Gases		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Spoke to nurse in charge of ward and explained the requirement for the medical gas cylinders to be attached to wall as health and safety risk and explained that they could topple over and hurt staff				Network Services

		I17510		10/24/25		09:30		10/24/25		The pre-procedure call took place on 17th October. The patient had already requested an in-person interpreter prior to this call. During the call, the colorectal secretary was notified that the patient would require an in-person interpreter. This was reiterated in a CWP message, emphasising that the interpreter would be needed to assist with signing the consent form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Finally approved		No Harm		No harm		10/27/25		The Endoscopy Manager spoke with the receptionist to explore arranging an interpreter; however, the interpreting service requires at least 24 hours’ notice, and no interpreter was available on the day. Fortunately, a colorectal registrar who spoke a similar language was able to communicate effectively with the patient and complete consent. Otherwise, this would have been a cancellation. 

An email has been sent to the Endoscopy Booking Service Manager, who oversees the secretarial team, requesting that this issue be raised and discussed at the next team meeting to prevent recurrence.
Moving forward, all patients attending for procedures must have an in-person interpreter present to ensure the consent form is signed appropriately and that the risks and benefits of the procedure are fully explained. This is essential for patients to have a clear understanding of what the procedure entails.				Clinical Support and Specialist Surgery (CSSS)

		I17505		10/24/25		05:56		10/24/25		Cardiac arrest call at 05:56. Full crash team in attendance. 
Found in cardiac arrest by nursing staff. Unsure of patient downtime. Nursing staff report patient well before hand. Last checked obs at 01:00am and NEWS 4. Large coffee ground vomit.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Learning response required		Death		Death				Patient remained in Asystole despite 6 rounds of CPR and 3mg of IV Adrenaline administered. Pupils fixed and dilated. Notes reviewed, no clear reversible cause. All team in agreement and decision was made to stop CPR.				Clinical Support and Specialist Surgery (CSSS)

		I17502		10/24/25		00:20		10/24/25		Patient had cannula to Left forearm with Dex and Saline Fluids running, this had caused swelling to her arm, she used her buzzer to inform us		Patient buzzed just after midnight to inform us of swelling Left forearm when fluids running (IVI running - Dex and Saline). Stopped infusion, Informed Dr and Resited cannula to other arm. Elivated arm to help swelling.
Blue cannula now in Rarm (ACF)

All correct actions taken at time of incident. Reviewed by the doctor and for continuing monitoring of site whilst on the ward. Staff have drawn around site to monitor		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/24/25		Stopped infusion, removed cannula, elevated the arm, Informed the Dr, provided verbal information to patient. Added to SKIN bundle and safety huddle. Re cannulated on other arm to recommence infusion safely		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I17529		10/24/25		13:10		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock. 				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17530		10/24/25		11:00		10/24/25		Endoscopist edited endoscopy report after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report of CWP- one is correct and one is incorrect and needs redacting. Completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						New report completed by endoscopist with correct information. Recovery nurses aware of correct report and provided to patient. Tech bar request completed to remove incorrect report.				Clinical Support and Specialist Surgery (CSSS)

		I17531		10/24/25		16:13		10/24/25		SACT reaction after 66.9mls infused of paclitaxel. 
itchy throat, shortness of breath, no chest or back pain, tongue at back of throat slightly swollen, patient airway still patent and able to talk. progressed to wheezing and short sentences with cough in between breaths, shoulder pain, itchy throat and sob.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		Moderate Harm		No harm		11/3/25		SACT stopped. obs taken and recorded
ANP informed and crash team alerted ?anaphylaxsis
100mgs hydrocortisone administered as per pgd at 16.13
further 100mgs hydrocortisone administered as per pgd at 16.15
Adrenaline given as per policy 0.5 IM into right thigh
Adrenaline 0.5 + NaChl given via nebuliser with 5L O2 as per medical advice.
IV fluids 1000ml started as per medical advice for over 4-6hours at 16.32.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		Network Services

		I17532		10/24/25		15:40		10/24/25		TSRT9 level 1 13i cf1c/cf3a md13aa sb3i/sb13hh
- kV drop during 1st scan (570/694 frames, additional concomittant exposure of ~4.8mGy). Additional image approved and acquired. Patient then had coughing episode part way through Arc1 and sat up, additional image approved and acquired. Upon reviewing 3rd image, large anatomical shift was seen, patient scanned at origin position, CMA moves not applied during set up. Decision made to apply shifts in room and repeat image to confirm treatment position. Practioner approval gained, anno added.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm		10/27/25		Engineer attended for kV drop, B7 contacted to authorise additional image following kV drop and then another following coughing episode. B7 present for image review of third scan, set up error noted. , large CMA move needed to achieve acceptable isocentre position and had to be applied manually in the room.  Discussion with fellow B7 and principal radiographer
Call to Practitioner prior to acquisition who provided authorisation and added a note to CWP. Shifts applied and fourth scan acquired, position acceptable. Proceeded to deliver remaining treatment. Total of 4 scans (1 of which not completed) acquired during this # - reportable.				Network Services

		I17527		10/24/25		13:00		10/24/25		Patient admitted to Endocrine dept for 2 unit blood transfusion. Cannula sited and initial observations taken by 09.20. Unit of blood showing as ready for collection, requested via teletracking at approx 09.20. On receiving unit of blood, noted prescription required lifelong irradiated blood. Blood being received noted not to be irradiated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay due to specialised blood required		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Sent porter back to blood bank with unit of non-irradiated blood. Contacted Med onc melanoma reg to inform and seek advice. Informed transfusion practitioner by phone. Spoke to bloodbank  to inform of reason for returning blood. Spoke to blood bank again approx half hour later and was advised that irradiated blood would be ready for collection. Teletracked again, this time another unit of non-irradiated blood was delivered. Sent back to blood bank again. Unit of irradiated blood ready at approx 12.45. Vital signs retaken and blood requested. Commenced transfusion at 13.00, 3.5 hours later than initially planned. Apologised to patient and his wife who were also due to go on holiday later today.				Christie Pathology Partnership

		I17513		10/24/25		12:00		10/24/25		Received a forwarded email from the secretary to add a referral on. the referral letter is dated 09/05/2025. We received the referral on 22/10/2025. The patient was already registered and the referral letter we received was scanned on 14/05/2025, I'm not sure who scanned this. 

I also investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.

The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		-Referral sent to sec to add on on the 09/05/2025 but this wasn't actioned.
-The New Referral team received this on the 22/10/2025.
-Patients referral was originally sent directly to Dr Colaco (with attachment) and then sent to his secretary for 'filing' and ask to pencil the patient in for Wed 11/06.
-Investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.
-The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		11/4/25		I have added the referral on as urgent for the consultant and included the email trail. I will also get in touch with the secretary and ask if she has previously received this.		- All referrals should be sent to the main new referrals inbox.
- All external mail should be stamped/scanned and processed within 24hours of receipt.		Network Services

		I17515		10/24/25		11:50		10/24/25		patient complained of feeling hot, sweating, and nausea. Infusion stopped and atropine administered.		to email team for second atropine dose to be added to script

correction to previous annotation.
10mg metoclopramide from patient TTOs also self administered at time of second atropine dose (12.20PM)
Irinotecan cholinergic reactions are quite normal and usually managed well with atropine		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/3/25		Hot sweats settled. quickly but nausea persisting. After discussion with ANP desk second dose of atropine 0.25mg prescribed and administered. After this symptoms completely resolved. Obs stable. Patient sent home and safety netted to hotline
to email team for second atropine dose to be added to script		Thank you for reporting tis incident.
patient managed well and medication prescribed for next cycle		Network Services

		I17516		10/24/25		12:00		10/24/25		Patient attended medical clinic pre cycle 1 yesterday. Remembers being consented and signing consent form in clinic but did not receive a copy and no digital copy uploaded to CWP. Significant delays to treatment today as patient has waited over 2hours over original appointment time whilst nursing staff attempted to find where the original consent form ended up.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Berman,  Danielle		Incident being managed locally		No Harm						Staff visited clinic area (Main OPD) and spoke to staff present who also could not find the consent form and not present in 'scanning in' folder. Secretary for disease group had also not received a copy to be scanned in.
A member of staff from main OPD found the consent form in the confidential waste bin and brought it back to Oak road treatment centre. 
Patient now treated but extremely frustrated at delays				Network Services

		I17517		10/24/25		08:40		10/24/25		Patient arrived to theatre with an escort nurse from BMRU without a complete consent form. The WHO preoperative  checklist is completed  stating that the consent concurs with operating list. The anaesthetist and anaesthetic practitioner noticed that the patient signature not present on the consent form , the clinician who had assessed/listed  the patient for the procedure has stated that the procedure is explained to the patient over the phone and written consent will be obtained on admission.		relevant action has been taken in terms of raising with the  ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Morgan,  Karen		Finally approved		No Harm		No harm		11/3/25		Advised the ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise. Informed physics team and the radiologist . The radiologist arrived promptly and used the same consent form and obtained the patient's consent. Procedure performed accordingly.		preoperative checklist should be preformed according to policy and protocol and not used as a tick box exercise		Network Services

		I17518		10/24/25		13:30		10/24/25		TSRT9

Band 7 bleeped to review image, SC position out of PRV, opted to reset up, Upon entering the room it was noted that civco was overlapping 5 point board, not abutting as planned, causing shift in SC. Reset up with civco in correct position, additional concomitant exposure approved, rescanned, position now acceptable and proceeded with treatment.

Additional dose of 0.8mGy (Head and Neck S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Approved additional concomitant exposure.
Reset up patient with civco positioned correctly.
Spoke to radiographers treating patient and reminded them civco should be abutting and not on top of civco, unless stated otherwise in site set up.				Network Services

		I17522		10/24/25		12:55		10/24/25		Nurse asked for help with patient who was feeling hot and dizzy and needing the toilet.		ACPs reviewed patient. Email sent to team to alter prescription - needs slow rate for next time as per protocol.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Treatment had been stopped. Obs completed, scribe sheet commenced. Hydrocortisone administered as patient had already had chlorphenamine pre treatment. Patient needed the toilet so I went to get commode, on return patient vomited small amount of clear fluid on the floor. Symptoms then subsided. Described a 'blockage' sensation to her chest. Reviewed by ACPs - for ECG. ECG reviewed by on call - ok to go ahead with reduced rates.		Situation managed well and ACP reviewed and ensured patient safety.		Network Services

		I17523		10/24/25		11:10		10/24/25		Patient attended for her first treatment today. Herceptin and Paclitaxel. Herceptin administered sub cut to L thigh by myself over 5 minutes – no concerns throughout. 2 minutes post Herceptin the patient became unresponsive – eyes rolled back, very red in face.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		Low Harm		No harm		11/4/25		Obs taken BP 91/50, HR 31, Sats 99%, RR 12, Temp 36.6.
10mg Chlorphenamine IV bolus injection & Hydrocortisone 100mg IV bolus injection given – Patient now alert but appears very pale - HR still 34 – very weak – barely able to feel – patient then started to vomit. Called 2222. 500mcg adrenaline given. HR increased to 46. Obs became stable and patient started to feel well - see NEWS for further details. Dr Blake present – decided not to go ahead with paclitaxel today as we have given adrenaline – deferred by 1 week. Sent patient to SDEC for monitoring.				Network Services

		I17524		10/24/25		12:21		10/24/25		Pt came to Tameside very breathless, and upset, sat her in the chair. Observations done: Resps 29 oxygen saturations 87%.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Put on oxygen 15L NRB mask. When stable reduced down to 2 litres nasal got the acute oncology nurses at Tameside to review. Discussed with team at christies recommended a and e, Porter transferred over to A and E with oxygen. Will update team. Treatment deferred				Network Services

		I17525		10/24/25		15:55		10/24/25		Patient had reaction to paclitaxel slow rate. Chemo team documented correctly and informed parent team (UGI).
Patient attended for clinic to consent for nab-paxlitaxel. Dr attempted to change prescription but cannot as DTC form needed to be completed. Dr asked tech bar for access.
The following day, form still hadn't been completed. I emailed doctors to complete. Pharmacy team sent over form. All whilst alertive going on between chemo prep, myself (CNS) and team pharmacy trying to sort (cont).				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pabial,  Suneil		Incident being managed locally		No Harm						(cont) Still not sorted at 2pm (Baxter's cut off time for on hold treatments on a Friday). Script deferred a week.
Call to patient to explain and apologise, extremely unhappy and wanting to complain.
Dr completing form ready for next week, needing a pharmacist's telephone support to do so and taking a considerable time.
Schedulers emailed to contact patient with chemo time for next week.				Network Services

		I17595		10/24/25		15:32		10/28/25		TSRT9 / Level 4 / 13M / SB 13M / MD 13M / CF 3a
Moving from G70 T330 beam parameters to G290 T30 parameters. Using a Go To workflow to move gantry to zero before applying floor twist (Go To method should prevent floor movement) but floor also started moving unexpectedly. Occurred at 15:32 on Gantry 2 on the PTC, for purposes of checking logs.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Incident being managed locally		No Harm						Paused all motion. Cancelled Go To and re-started using all the same parameters: motion enable only moved gantry, as expected, the second time. No additional imaging for bed movement, as imaging required as per protocol after floor twist anyway.				Network Services

		I17574		10/24/25		15:00		10/27/25		TSRT9

Pt mask taken off in error following delivery of first treatment beam (1 arc still remaining).

Additional scan required following resetup.

Additional dose to pt = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Escalated to B7.

Pt resetup; reimaged (additional XVI justified in MOSAIQ) + treatment completed.				Network Services

		I17566		10/24/25		09:00		10/27/25		A platelet unit ordered for the patient, not used and wasted.

Donation number: G095 625 053 577 0				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Safety,  Patient		Incident being managed locally		No Harm						Unit discarded.				Network Services

		I17557		10/24/25		07:01		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17558		10/24/25		10:15		10/27/25		tsrt9
Nozzle fault on PTC before taking 2D GEC. Called MCR, unable to resolve, was instructed to continue until ready for beam and if not cleared by then to call back outside. After initial and re-setup 2D, was about to continue to CBCT but second guessed as interlock was still not cleared, despite being told to continue until beam. Called MCR who ended up needing to go behind the gantry, lost comp. No additional imaging as before CBCT but near miss as ?instructed incorrectly in the first instance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Spoke to superintendent and reported as near miss				Network Services

		I17559		10/24/25		07:01		10/27/25		No year on date on the second sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed and new sample requested via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I17560		10/24/25		00:32		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward to request a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I17561		10/24/25		00:32		10/27/25		No year on date on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward				Clinical Support and Specialist Surgery (CSSS)

		I17562		10/24/25		13:26		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Turner,  James		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Research and Innovation

		I17550		10/24/25		07:00		10/26/25		Medications safety walk round at 05:30 am to capture night shift activity/culture/practice.
Noted treatment room door open when checked
Noted x 3 alcohol wipes taped to the door mechanism.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/31/25		Immediately removed.
Asked all staff on shift if they had any involvement or awareness  this was insitu.
Strongly and clearly reinforced MPOP guidance and medications management safety and this being a serious breach in practice.
Asked for this to be added to huddle to nurse in charge
Later returned to ward to check treatment room door again - locked and discuss with Ward Manager.  Informed bank HCA knew who member of staff was who afixed the wupes to keep door open but was not willing to identify.  Reinforced this is for learning and important to disclose.  Refer to temporary staffing team for support and action.				Clinical Support and Specialist Surgery (CSSS)

		I17648		10/24/25		14:00		10/29/25		Consent form in CWP for prostate treatment, patients details on form, however all patient notes indicate patient having Pituitary treatment. 
Patients information printed on consent form in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Shardlow,  Jemma		Incident being managed locally		No Harm						IT contacted to remove consent form from CWP.
Patient contacted has a copy of correct consent form brought it for treatment and correct consent scanned into CWP.				Network Services

		I17641		10/24/25		10:07		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.

On investigation x1 Additional 2d image-Mechanical.
Additional imaging dose imparted to patient.
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional AP image (pre-set HEAD)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational manager- feedback to Varian at TIG.				Network Services

		I17621		10/24/25		22:00		10/28/25		Pt a/w pain
Prescribed Gabapentin 300mg TDS on admission (had been taking previously)
Pt had recently (within the past month) been tapering down and on 100mg TDS by time of admission. 
Continued on 300mg TDS during inpatient stay, pain improved. 
Highlighted by pharmacy team on Monday 27/10 re error - advised by cons on WR to continue on current dose as is effective for pain 
On d/c TTO prepped with Gabapentin 300mg TDS - patient unaware of change on admission, very unhapp				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Discussed with pt - confirmed had been tapering down and wishes to continue on Gabapentin 100mg TDS. Confirmed with pharmacy safe to resume dose immediately. D/C with Gabapentin 100mg TDS				Clinical Support and Specialist Surgery (CSSS)

		I17674		10/24/25		12:00		10/30/25		Patient referral for 2nd opinion from Stoke surgery received dated 10 August 2025 but  was only received by New Referrals on 22/10/2025
Referrals & Bookings clerical officer contacted the referrer regarding the delay (see documents).				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		Moderate Harm						Urgent triage to Consultant and asked referrer re the delay in our receiving this patient referral.

R&B - RP - 04/11 - Patients referral was received into new referral inbox on 24/10 - the new referrals team queried this with the referrer who noted they have sent this on to the incorrect inbox, when we have asked for evidence of this they have provided an email that was sent directly to the secretary MH - New Referrals have added this on and the patient is for triage under Dr AL. I have escalated it to KCD and JPB to action. KCD/JPB - please can you review and complete a rapid review for next Monday 10/11 as requested by the governance team. No delay from R&Bs behalf on this occasion. Patient is still awaiting triage so please raise with the consultant.				Network Services

		I17542		10/25/25		06:20		10/25/25		Patient found struggling to walk out of bathroom in significant pain. Assisted on to chair experienced vacant unresponsive episode. Patient stated experienced a fall in bathroom - toilet seat found to be broken.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		Low Harm		Moderate harm				Assisted to safe position by staff in chair. Vacant episode passed very quickly. Observations checked and recorded. On call Dr informed. Patient in significant pain and analgesia given.  Patient in too much pain to complete lying and standing observations for moving and handling risk assessment. patient refused ECG due to pain. VBG completed. Neuro observations commenced.				Clinical Support and Specialist Surgery (CSSS)

		I17543		10/25/25		11:50		10/25/25		C1D15 Slow rate Paclitaxel
Patient felt Hot flushes and reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
ANP Informed
Followed hypersensitivity protocol 
Patient felt better with  in 10-15 mins
.				Network Services

		I17544		10/25/25		11:30		10/25/25		The patient appeared flushed/red and reported lower back pain. Reported that she felt hot and generally unwell.		Email sent by RN re G2 HSR to paclitaxel

Scripts amended accordingly as per protocol by doctor from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		chemo stopped; clinical observations taken; 100mg of hydrocortisone administered; patient monitored.  Documentation maintained.		documentation could of been clearer in the sense that there was no comment that patient continued on a slow rate and finished the rest of her treatment on that day.
Will feed this back to nurse who completed the incident report.		Network Services

		I17539		10/25/25		03:00		10/25/25		Patient states ringing hotline for advice regarding capecitabine. States that she did have an hour or so post taking the tablets she felt flushed and nauseous so rang hotline to check she had taken tablets at right time. Upon ringing hotline states her one question was not answered and the hotline advisor began to ask questions to which at the time she did feel a little unwell. She was then advised to come for assessment on AAU. When patient arrived she immediately stated feeling a fraud. cont				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Roberts,  Rebecca		Finally approved		No Harm		No harm		11/5/25		cont. as she expressed feeling back to herself, just a little tired as had had IV chemo yesterday. Patient states her norm temp is approx 35.8 as frequently checks due to having chemo before. Advised we would need to take bloods, and a/w review from Dr which could take approx 1 hour. Patient declined to stay stating she felt fine, she didn't want to wait to see a Dr as she felt fine. She states she did not feel listened to on the phone and she does not want to ring hotline again. Apologised for the way she was feeling and explained protocols do have to be followed however, should feel listened to and patients own parameters taken into account. Hotline advice given +++ and explained she must not feel like she does not want to ring as it may be important. Patient left ward. PALs contact offered but declined.		For the hotline nurse to listen to the recording of the call and discuss the call and the datix with hotline team lead. To identify any areas of learning from the datix.		Clinical Support and Specialist Surgery (CSSS)

		I17540		10/25/25		03:40		10/25/25		Patient was assisted into a designated toilet. The nurse waited outside the toilet to allow privacy and hear a noise .The toilet door was locked  and this was opened  by the nursing staff .The patient was found sat on the toilet .
The patient stated that she slipped on on PJ leg which was underfoot on the floor over her left foot she states that she slipped back onto the toilet catching her fungating anal tumour on  the back rim of the toilet .		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		Patient taken back to her bed .Observations were recorded and the area was examined .Blood was noted on the pad but the area was not observed to be actively bleeding .Medical staff informed to review  the patient and the patient was given prn analgesia on returning to her bed .Refused to have lying and standing blood pressure falls risk assessment		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17691		10/25/25		09:00		10/30/25		Hotline sent through A+E department from another Trust asking for caller to be transferred to on- call Med Onc (W.K.).

Details entered into Alertive. On-call Med Onc refused to accept call saying he was "too busy". Caller remained on hold by Switchboard meaning they were unable to take similar calls in the meantime.

Switchboard staff attempted again. W.K. said he was now doing the rounds with a consultant and asked switchboard to tell them to call in the afternoon instead.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Switchboard		The Christie NHS Foundation Trust / Medical Oncology		Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Failure to answer alertive		Foxley-Hine,  Julie		Incident being managed locally		No Harm						Caller contacted Switchboard directly and offered their mobile number. W.K. did not respond to this request. Unsure whether caller eventually connected or hung up.				Network Services

		I17552		10/25/25		21:00		10/26/25		Pt was admitted at 6pm with pain++ ?SABO no pain relief prescribed. Pt was in 10/10 pain and this was not escalated or acted upon in a timely manner - medication oxycodone was prescribed as an under dose when pt was meant to have 10mg/1ml s/c but was px 2.5mg then  5 mg and pt was in pain this whole time. very distressed and uncomfortable and not happy with the care - medication was then pxd in am and I administered this at start of shift at 0800. and continued strict 4hourly and this settled pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Caroline		Finally approved		No Harm		Low harm		11/3/25		Administered the correct dose once drug available when dr px this after a full shift				Clinical Support and Specialist Surgery (CSSS)

		I17545		10/25/25		14:15		10/25/25		Category 2 discovered by RN to right upper arm. Presented with category 2 on admission, patient reports he had this pressure ulcer in community for weeks and community RN's were aware of this. Patient himself put a plaster over the category 2 in community. 
Category 2 has developed from previous subcutaneous line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Drgas,  Wiktoria		Incident being managed locally		No Harm						Site inspected, cleaned and dressed appropriately- flaminol forte applied and acquacel dressing applied over the top. 
Medical illustrations to be ordered first thing on Monday morning. 
TVN referral completed. 
Handover and huddle updated to reflect category 2 and for RN's to routinely check this site and inspect if pressure damage is healing. 
Duty of candour completed for community nurses. 

Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer to R arm.  Attended Ward 15 where I reviewed Mr Minshall alongside RN Alfi & Student Nurse Shauna. Patient consented to consultation.

On examination:

Sat out in chair at bedside, wearing his own clothing. Able to remove/replace clothing and move around independently in order to enable examination.

Syringe driver running via soft-set to top of his L arm, and a second soft-set just below this to be used for PRN meds. Currently resited each 72hours, or more frequently if sore/dislodged, as per Christie policy. Per patient, at home his subcut infusion sets were resited each 7 days.

To the top of his R arm, covered by a Kliniderm foam silicone border dressing (removed for examination), a small wound measuring 1cm x0.7cm with irregular edges. No depth. Wound bed is dried slough. Surrounding skin is normal in colour and temperature. No exudate. No pain. A lump is palpable beneath the area, and across both arms there are multiple of these lumps, with appearance of lipohypertrophy associated with subcut injection sites, some have associated surface discolouration. Per patient, these are at areas where previous subcut ports were used. Wound does not appear to be pressure damage.

Plan of care:

To wound at top of R arm:
Clean wound and peri-wound area with normal saline & gauze and allow to dry

Apply Flaminal Forte to dry slough area of wound

Apply Kliniderm Foam Silicone border 5x5 or 7.5x7.5 dressing

Change each 3-4 days, or more frequently if dictated by clinical judgement

2. Medical illustration today please for his clinical record

3.To avoid any areas with lumps or discolouration when inserting subcutaneous infusion/injection sets. Monitor these closely and resite at first signs of any pain/lumps/discolouration etc. Continue to change each 72 hours as per Christie protocol, as this has been working well for him so far. Can discuss with Supportive Care Team if issue continues, TVN happy to support with this if needed – please re-refer if further support required.				Clinical Support and Specialist Surgery (CSSS)

		I17546		10/25/25		11:00		10/25/25		I was preparing the Pembrolizumab 200 mg . After successfully drawing up the first vial, the syringe detached from the second vial during withdrawal, resulted in  SACT leakage.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Incident being managed locally		No Harm						Followed cytotoxic spill procedure.				Network Services

		I17547		10/25/25		10:00		10/25/25		Due SACT today, noted alert and CWP anno regarding contact with TB, staying the pt potentially contracting TB. Requiring isolation and maybe medical review				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Other		Outbreak - other		Jones,  Sophie		Incident being managed locally		No Harm						I rang the pt in the morning to see if they were symptomatic of TB, the pt was very confused that I was asking, as no one has mentioned this to them. They were not symptomatic and felt well. 
I contacted the duty manager about this who advised to raise it with the on call. I also messaged the IPC nurse who annotated on CWP asking if this is the correct pt as there has been no mention of this to the pt. 
Informed ACP on the unit who looked and discovered there was contact with someone who is TB positive when on AAU . Explaining where the contact came from. 
I alerted oncall who came and reviewed the pt, confirming okay to go ahead with SACT today as not symptomatic. On call informed pt of the contact on AAU, they understood the information and will let their family know who they has been in contact with.				Corporate

		I17548		10/25/25		11:00		10/25/25		Patient SCSD found to not be infusing at the beginning of the day shift and no checks or documentation to show it was infusing overnight.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Patient SCSD found to not be infusing at the 10am with first driver check. Patient voiced that she dropped SCSD in bathroom previous night at approx 8pm and had buzzed and let nurse know.
Patient was left without SCSD infusing overnight, no checks completed for driver on EPMA or driver form overnight so therefore was not picked up by nursing staff. SCT team aware regarding driver not running overnight and pain 7/10 this morning without any analgesia for 16 hours. 
SCSD replenished this AM and PRN given to ensure pain is controlled until SCSD takes affect.				Network Services

		I17549		10/25/25		17:00		10/25/25		Patient being discharged, therefore medication pod in room opened to check if any of their drugs in there. 1 medication in pod but belonged to previous room occupant, meaning drawer had not been emptied and cleaned after prior patient discharged.		27/10 m- unable to ascertain of patient before had transmissible infection, however all levels of cleaning process on palatine ward require the cleaning and emptying of medication draws, this case will be fed back to the housekeepers and nursing team, 

Band 6 development day scheduled for Thursday 30th and 6th November, during which the band 6 team will create a check list with info to hand over including the cleanliness and reediness of rooms.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Storage		Storage - wrong		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Drug removed and disposed of.				Network Services

		I17555		10/25/25		14:56		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17556		10/25/25		14:56		10/27/25		Transfusion second sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17553		10/26/25		15:00		10/26/25		Right ear scab, right heel ungradable DTI, sacrum grade 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/27/25		cream applied, dressing to heel, cream on sacrum.				Clinical Support and Specialist Surgery (CSSS)

		I17551		10/26/25		15:00		10/26/25		Unwitnessed fall. Was alerted to fall by another patient who heard a loud noise. The patient who had fallen was on the floor next to his bed sat upright. He had been on the commode and stood up by himself. He was attached to 2 IV infusions, reports getting tangled in these and then slipping to the floor, landing on his buttocks. Had non slip socks on at time of fall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Incident being managed locally		Low Harm						Attended with another RN and NIC. Ascertained details of fall. Assisted with hygiene needs and helped back into bed. Observations completed. Reports no LOC and did not hit head. Assessed for visible injury (a patch of redness to back visible at the time of fall, has now formed to a bruise), patient reported some pain upon impact of fall to buttocks and back but non ongoing. Medical team informed, reviewed by ANP. Wife updated over phone. Falls risk assessment repeated including sitting and standing bp. Fall incident form on CWP completed.  Reiterated use of call bell.				Clinical Support and Specialist Surgery (CSSS)

		I17567		10/27/25		08:50		10/27/25		Delivery to Moya Cole hospice of chemotherapy. Cisplatin found in fridge box when the treatment is a room temp.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Patient Safety and Risk Team		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Safety,  Patient		Incident being managed locally		No Harm						Treatment removed from box. Contacted pharmacy who where unsure if it can be used. Contacted Baxter's who where also unsure. Discussed with pharmacy and asked to re-order to be safe. 

Re-ordered treatment and disposed of original. 

Datix completed.				Corporate

		I17571		10/27/25		11:50		10/27/25		J. Kiely is a vulnerable adult who was admitted to Palatine Ward. A family member who has not seen John for 20 years was granted access to the ward and allowed to go into Johns room and sit alone with him. Mum has now found this out as the family member contacted her via facebook to let her know that he had visited John on the ward. Noreen (mum) concerned that he was allowed in the room and he was not a named visitor.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Eboiyehi,  Oseyaede		Incident being managed locally		Low Harm						Mum concerned if it was to happen again and John unable to voice concerns as he is vulnerable adult. Is not wanting to take it any further. I have reassured that we will ensure this does not happen again and investigated appropriately. Escalated to Palatine Managers and Matron. Password now in place. Description of visitor given to Palatine Management. Datix.				Network Services

		I17572		10/27/25		11:00		10/27/25		Endoscopist edited report after it had been sent to CWP therefore incorrect report on CWP completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						endoscopy manager aware and correct report sent to CWP				Clinical Support and Specialist Surgery (CSSS)

		I17573		10/27/25		00:00		10/27/25		TSRT9.
Pt having SCF field treated, beam switched on before portal image was acquired. 11 mu delivered, Beam interrupted and B7 called.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Beam terminated, 
Image acquired and in tol,
complete partial done with 11mu and 5mu for image taken off beam. 
Treated correctly.
Discussion with staff re vigilance when treating.				Network Services

		I17576		10/27/25		13:15		10/27/25		Stung by wasp in office.  We have previously made at least two reports regarding wasps coming into the Trade Union offices.  This was very unexpected given the time of year.  I did open the window in the hope the wasp would leave but instead it got into my top and stung me on the arm.				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues				Incident awaiting allocation		Low Harm						Left window open for wasp to leave.  Applied vinegar to neutralise the sting.				Corporate

		I17577		10/27/25		12:50		10/27/25		Referral was delayed over 1 month				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added and reported to Datix				Network Services

		I17578		10/27/25		10:00		10/27/25		I accidentally scanned the wrong patient's CT scan results onto a patient's record. The NHS number provided in the email was incorrect and so I scanned the attached document to the wrong person.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record. The document has been removed and added to the correct record.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I have asked for Tech Bar to redact the document on CWP to avoid any confusion. I requested this as soon as I realised the mistake.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record.		Network Services

		I17596		10/27/25		16:51		10/28/25		New patient to blood transfusion. Both G & S sample s takes at the same time.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shepherd,  Sophie		Incident being managed locally		No Harm						New sample requested.				Network Services

		I17597		10/27/25		11:24		10/28/25		G & S sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17583		10/27/25		14:30		10/27/25		Accidently staff nurse got needle prick injury(myself)

This incident occur after cannulating a Patient in the busy day care unit, while disposing  the sharp contents into the sharp bin . Pricked by an exposed needle  already in the container.

Needle prick safety measures  carried out.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Staff		Harm		Clinical Event		Known complication		Known complication		Calvert,  Sarah		Incident being managed locally		Moderate Harm						washed  the affected area multiple times in running water.

Informed ward manager and OH.

Required bloods taken and sent.				Research and Innovation

		I17584		10/27/25		15:30		10/27/25		Incorrect consent form scanned into incorrect patient's CWP.

When scanning in a radiotherapy consent form, the document was scanned into the wrong patient's CWP. 
Consent form was scanned into Patient A in error, consent form is dated 09/10/2025. The consent form was for Patient B; the document was correctly scanned into said patient's CWP immediately afterwards.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/30/25		IT help desk informed to correct error- for deletion of incorrect consent form
-correct consent form scanned into correct patient in cwp
-Band 7 made aware
-datix completed				Network Services

		I17585		10/27/25		15:33		10/27/25		At 16:10, my colleague queried if patient's treatment had been administrated too fast. I checked iQemo script and according to iQemo script it had not been overtranfused -however, there was a mistake in the script. Irinotecan was prescribed to be administrated over 30 minutes but, patient has had reaction in past and has 0.5mg of atropine to prevent cholinergic reaction from occurring again. Patient said she felt twitchy, flushed and strange taste in mouth.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		Stopped transfusion of rest of Folinic Acid  - checked on patient and completed observation - NEWS 0. Reviewed by doctor on the unit and was advised to wait 30 minutes. Waited 30 minutes and patient was feeling better - symptoms had been relieved. Folinic acid has been continued and patient is still feeling well. Safety netted with hotline.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		Network Services

		I17587		10/27/25		16:00		10/27/25		TSRT9
Administered IV contrast to patient during scan. Patient immediately started sneezing after injection finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						Obs taken and registrar called to review patient.
4mg Chlorphenamine administered via PGD
Patient given hotline number				Network Services

		I17588		10/27/25		14:00		10/27/25		12minutes into Carboplatin infusion
Sudden nausea and vomiting, complaints of scratchy throat and needing water. Bowels opened, diarrhoea. Clammy and flushed. Obs stable.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Drug stopped and medications given as per reaction protocol. After 30minutes symptoms had resolved and rechallenged at 50% rate. Treatment complete without issue at 50% rate. Did not have time to escalate to initial rate.				Network Services

		I17589		10/27/25		11:51		10/27/25		Patient reported heavy breathing, lower back pain. Visibly very flushed		Doctor on unit asked to review. reaction to Paclitaxel on hypersensitivity protocol.

Flushing of face, SPO2 gone down to 80%, chest tightness.

Hydrocortisone given. Slow wean of O2 needed.

Plan:

Team review for changing to abraxane


Lorraine will call hotline if concerned or seek appropriate medical attention. 
Dr on ORTC happy for Lorraine to be discharged.
Team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Drug stopped 
Help called for 
Hydrocortisone 100mg administered
obs taken. 15L o2 via NRB commenced for < Sp02
Dr in attendance.		Reaction managed well, Doctor on unit immediately review and patient safety was maintained.		Network Services

		I17590		10/27/25		17:20		10/27/25		after 10 minutes of caelyx treatment infused, patient reported being unable to breathe and having backache.		Reaction identified and managed appropriately, scripts altered for future treatments.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		treatment stopped, hydrocortisone 100mg given, chlorphenamine 10mg given, team informed.		Reaction identified and managed appropriately, scripts altered for future treatments.		Network Services

		I17591		10/27/25		16:45		10/27/25		Communication failure - DNAR discussion with patient by medical team, not passed on to ward staff, nurse noted AAND on CWP 2.5hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/29/25		Updated nursing handover, communicated verbally to ward team.
Unclear if patient had family present for the discussion, ward nurses not made aware to support patient afterwards if needed.				Clinical Support and Specialist Surgery (CSSS)

		I17592		10/27/25		19:00		10/27/25		Emergency call to patient receiving platelets. ? Reaction.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Learning response required		No Harm						On arrival, platelets just finished. Patient complaining of chest and abdominal pain. Feels like she was struggling to breathe. Temp >38. Bloods taken from PICC. Aspirated from hickman line and flushed afterwards - nil concerns. Not required piriton or hydrocortisone. 

Post transfusion bloods take, Christie profile, FBC and VBG. PLT bag taken down and to be sent back to the labs.

Patient reported afterwards that she felt neglected by the nurse looking after her. Patient does not have a wristband on and patient is aware that she needed one before receiving blood products. When she alerted the nurse to report her symptoms she felt she wasn't taken seriously and her partner had to pull the emergency buzzer.				Network Services

		I17593		10/27/25		12:00		10/27/25		Patient in AKI1 handed over to day team reduced urine output via catheter, increased lac of 5.3, bolus given and IVF running over 6 hour + enhanced fluid balance monitoring
Fluid balance not really filled out during the day except from the first column saying sips and a few numbers on the output side but nothing totalled up
When asking nurse at handover what is the patients fluid balance is she said 'its inaccurate' because she drinks sips, but this was challenged as catheter gives accuracy				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Incident being managed locally		No Harm						cont.. therefore fluid balance had to be totalled up during handover, pt found to be only passing 12mls/ph which is way under target
Informed day nurse to inform doctor straight away, dr reviewed + IVF prescribed 
Repeat bloods taken including VBG and patient now AKI2 and lac 4.7
Doctor informed
Catheter drained 125mls since fluids commenced which is improved (writing this at midnight)				Network Services

		I17594		10/27/25		21:00		10/28/25		Unwitnessed patient fall when she leaned on the bedside table to balance herself, fell backwards query hitting head on cabinet, neighbouring patients say she fell heavily. On arrival there was spilt water, Fortisip and contents of bedside table on the floor with patient on her back				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Outreach nurse visiting another patient responded to calls of help/loud noise, pulled emergency call bell and ward staff responded. 

Obs taken, NEWS 2 with raised tachycardia noted (known tachycardic), CBG taken 4.2mmol/L, assessed head and skin with no obvious signs of injury noted before returning to bed once satisfied Patient was settled

Alertived oncall Dr, ECG taken, VBG taken, peripheral bloods taken

CT Head and Pelvic x-ray taken

encouraged patient to use nurse call bell when needing to stand				Clinical Support and Specialist Surgery (CSSS)

		I17607		10/27/25		00:00		10/28/25		Safeguarding information automatically pulled through to discharge summary. This could have put the patient in danger of further abuse. Ward pharmacist luckily realised this had happened and removed specific detail of the safeguarding concern to prevent any harm to the patient. This is not an incident which I believe is unique to AAU, I understand that it could potentially apply to other ward areas where safeguarding concerns have been raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Breslin,  Deirbhle		Incident being managed locally		No Harm						Ward pharmacist raised concern to safeguarding team to alert them that safeguarding information is automatically pulled through onto discharge summaries. 
Ward pharmacist agreed to take steps to remove specific information on this occasion.				Clinical Support and Specialist Surgery (CSSS)

		I17600		10/27/25		20:00		10/28/25		Patient collapsed at Oak Road entrance, possible illicit substance abuse. Patient brought back to the ward and outreach involved. Illicit substance was found next to the patient.		Incident escalated to lead nurse and pharmacy. Illicit drugs destroyed by pharmacy as per policy. Formal written warning given to patient with appropriate supportive measures in place. Patient agreed to psych-oncology referral and SCT involved already.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Illicit substance and what appears to be a "crack pipe" taken away and signed into CD cupboard on the ward.
Pharmacy and lead nurse informed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17687		10/27/25		14:30		10/30/25		Request received for diagnostic MR scan.  Referrer had clicked 'no' for implant device, however vetting radiographer noticed that CWP referenced a magnetic port for her breast tissue expander in situ.  Referrer was contacted who provided relevant information, however the port was found to not be MR compatible.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Morgan,  Karen		Incident being managed locally		No Harm						Referrer notified and MR request cancelled.				Network Services

		I17682		10/27/25		18:49		10/30/25		Query transfusion reaction to a unit of platelets. On completion of transfusion, patient stated feeling tight chested, SOB, nausea and mild abdo pain. Temp of 38.7, tachycardic. Crash team called.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Actions taken documented by RN in charge of patient's care, medical team and outreach:
Seen by crash team and stabilised. Reaction samples taken and sent. Sent platelet bag and line to labs. ?For pre-transfusion cover for future units of platelets (eg. chlorphenamine)				Network Services

		I17613		10/27/25		16:00		10/28/25		TSRT9 

Radiographer noticed treatment prep QCLs had not been appended after mark up stage and acetate and bolus had not been sent over to Macclesfield				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						Escalation to B7 who arranged for acetate and bolus to be delivered.				Network Services

		I17614		10/27/25		10:33		10/28/25		No DOB on sample, sample rejected.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed, repeat sample requested at 11am				Clinical Support and Specialist Surgery (CSSS)

		I17632		10/27/25		11:00		10/29/25		Patient transport not booked for Radiotherapy patient (day 1).

Informed by patient that transport hadn't arrived which led to discovering it was never booked - had been waiting since 9am (approx 11am).

Transport dept contacted multiple times (phone + email). Transport not arranged until approx 2pm.

Pt no longer willing to attend due to impact of issues on mental health (anxiety) - extremely distressed.

Treatment delayed by 1 day due to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						Escalated to senior members of staff in Radiotherapy and Transport.

Transport 'rebooked' but pt no longer willing to attend.

Treatment had to be delayed. Clinical team informed.				Network Services

		I17615		10/28/25		11:45		10/28/25		Chollergenic reaction to irinotecan after 186mls infused.

Handed over from colleague - pt presented with dizziness and nausea on way back from bathroom, abdo pain, hot and sweaty.		Reaction managed appropriately, treatment recommenced and completed following atropine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		SACT stopped, patient seated, 0.25 atropine administered as pgd
100mgs hydrocortisone administered
obs taken and recorded on cwp		Reaction managed appropriately, treatment recommenced and completed following atropine.		Network Services

		I17634		10/28/25		16:30		10/29/25		TSRT9

Linac MLC fault following XVI acquisition/review.

Resolved while pt was on bed - approx 15mins; repeat image required due to timeframe since initial XVI acquisition.

Additional dose to pt = 5.9mGy.

3rd additional image due to protocol failure/machine fault over total XRT course.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers/B7.

Fault resolved by engineer.

Additional image justified by B7 due to elapsed time since initial image.

Reimaged + treated correctly.				Network Services

		I17636		10/28/25		08:30		10/29/25		TSRT9
Patient scanned for radiotherapy to the testes with no mould care to elevate the scrotum.
Noted at vsim planning there was a 7cm depth difference between the two testes, therefore unable to plan treatment on this dataset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						At vsim planning consultant decided it was best to rescan, with a mould care, to try to achieve a better elevated position of the scrotal sac to give a more even dose to both testes.
Discussed with scanning radiographers, there was no mould care available at Salford at the time.
Patient's rescan booked for Withington site, no delay to patient treatment start date.				Network Services

		I17622		10/28/25		09:35		10/28/25		People involved : patient, myself and supernumerary nurse and physio
Accidental bolus of noradrenaline < 1ml. see below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Millington,  Kerry		Incident being managed locally		No Harm						I+V patient. Patient was cardiovascularly unstable with large fluid shifts upon mobilisation when BP is significantly affected. Patient had to be mobilised in order to insert CXR plate behind them. To do so required 3 people : 2 people to sit them foreward and 1 x to manage airway. As I was the only ALS provider in room I was on airway. Supernumerary nurse (SPN) and physio sat patient forward. However patient started coughing and became not in sync with ventilator due to body manipulation however also at the same time their BP began dropping also due to the reposition, therefore as I was behind bedspace I asked SPN if propofol can be bolused and if the noradrenaline can be increased.  However they misheard me and accidentally began bolusing 4mg/50ml noradrenaline by the time was noticed <1ml had been infused.
Immediate action: noradrenaline paused, Propofol 2ml bolus given, 2ml alfentanil bolus given, atropine brought to bedspace in case of noradrenaline induced bradycardia. clonidine running at 6ml/hr briefly for less hand 60seconds paused however recommenced to help bring BP down. CCU consultant immediately informed as well as ward manager.  Post these measures BP slowly but gradually trended down to acceptable range. Patient continuously monitored and has constant RN present at bedspace.				Clinical Support and Specialist Surgery (CSSS)

		I17623		10/28/25		09:00		10/28/25		Patient was incorrectly booked for endoscopy on 28/11/2025 instead of 28/10/2025. The colorectal secretary admitted she had confused the months when making the booking and did not notify the nursing team of the addition. This additional patient add on was notice by nursing team who attempted to contact the patient but received no response. During clinical work, the consultant confirmed the booking error with the secretary.  patient contacted who confirmed incorrect booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Incident being managed locally		No Harm						The endoscopist contacted the colorectal secretary to confirm the booking error. The colorectal secretary acknowledged the mistake and confirmed the incorrect booking. The endoscopist instructed the secretary to rebook the patient onto the his next available list. The patient will be rebooked appropriately to ensure the procedure occurs without delay.
An email was sent to the Endoscopy Booking Service Manager to inform the secretaries of the error and prevent recurrence.				Clinical Support and Specialist Surgery (CSSS)

		I17624		10/28/25		17:00		10/28/25		Pt due C1 mitomycin 27/10/25- pt was not informed of any appnt times so DNA. Pt attended for a blood transfusion on 28/10/25. Spoke to endocrine dept on the phone who agreed to take FBC and christie profile upon cannulation. Later found these bloods had not been taken.
Pt then went to radiotherapy asked for them to bleed pt however they were unable to bleed pt. 
Pt then attended ortc post radio @1800- unable to bleed pt due to poor access.
Bloods from 30/09- show HB of 70. Nil further bloods.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Medication incident		Waste		Avoidable waste of medication		Bostock,  Louise		Incident being managed locally		Moderate Harm						Treatment wasted 27/10/25 due to short expiry date as pt went home and was not aware of appnt- then was unable to come back. Date changed script to 28/10- treatment re-ordered. Treatment to expire @2200 28/10, so will also be wasted. 
Not able to bleed pt due to poor venous access- therefore unable to give IV and po treatment today.
Team informed via email.
Apologies given to pt for the miscommunication and lack of communication from the team.

CSSS Governance; Unacceptable comm breakdown + moreso the unreasonable attendances expected of Pt, all over the hospital, with no room for error (ie: missed blood appt), however not a 'moderate harm' incident. Can be downgraded to a 'no harm'				Clinical Support and Specialist Surgery (CSSS)

		I17625		10/28/25		12:00		10/28/25		Bloods done on 17/10/2025. Not pending this am . Pt tells me that definitely had bloods yesterday. Bloods pending from 28/10/2025 @08:44. Pt tells me that has not had them done this am.
Spoken to the labs, who have advised me that bloods cannot be processed from 27/10/2025 because they were left out on the side overnight?				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Berman,  Danielle		Incident being managed locally		No Harm						I have called the pt and explained the situation. Pt aware that needs bloods repeating at dep 35 prior to the treatment. Repeat bloods completed and back within range.				Network Services

		I17626		10/28/25		17:50		10/28/25		Completed x-ray for NGT position and saw that NGT was coiled in the oesophagus.				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Safety,  Patient		Rejected		No Harm						Removed NGT in x-ray department after discussing with patient and gaining consent., as per our SOP.

Noted on CWP informed requester of x-ray via message attached to request and informed to Nurse in charge on Ward.				Network Services

		I17627		10/28/25		18:16		10/29/25		RN handed over that IV Mero changed to IV Co-amoxiclav and that dose was due shortly after pm handover.
However - IV Co-amoxiclav was signed for at 18:16pm, Pt adamant that she had not received new ABX.
Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				Clinical Support and Specialist Surgery (CSSS)

		I17640		10/28/25		21:00		10/29/25		Incident submitted on behalf of patients named nurse today due to time pressures of ward 

Cat 3 pressure ulcer to buttock present on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		PURPOSE T complete 
Dressing applied
SKINN bundle maintained 
TVN referral sent and reviewed (29/10/25) 
Medical illustration complete (29/10/25)				Clinical Support and Specialist Surgery (CSSS)

		I17638		10/28/25		12:02		10/29/25		TSRT9

Midway through acquiring a 3d CBCT scan of the patient the machine (linear accelerator) unexpectedly finished scan early (roughly halfway through rotation) producing an image with insufficient image quality to be used clinically.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers and superintendent therapeutic radiographer were contacted. Superintendent therapeutic radiographer agreed image was of insufficient image quality to be used clinically. Patient taken off bed and moved to different machine to be treated. Team on this machine made aware of what happened also. Engineers decision to run test scans on machine which faulted. These came up clear with no issues so machine returned to clinical status once this was confirmed.				Network Services

		I17647		10/28/25		17:57		10/29/25		Received a referral on 28/10/2025, the referral letter was dated 1st august.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Actioned the referral as urgent and then responded to referrer to ask about the delay. have not yet received a response.				Network Services

		I17688		10/28/25		02:10		10/30/25		E.coli in CVBC blood culture. Inpatient since 20/10/25  on Ward 12. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17692		10/28/25		15:30		10/30/25		Reaction to Irinotecan		All appropriate actions taken once reaction was identified. No further actions necessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Administration stopped. 
Observations performed. sc Atropine administered as prescribed. 
Medical review. Bloods including Lactate obtained.
Administration recommenced once symptoms had resolved and completed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17663		10/28/25		14:36		10/30/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD RBC

Donation number: G095625769289W				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I17656		10/28/25		14:00		10/29/25		Patients mum has been stung by a wasp on her finger whilst walking down the stairs from relatives room to palatine ward. This has caused injury and swelling to finger.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Members of the public/visitors		Harm		Clinical Event		Unwell visitor		Unwell visitor		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Patients mum has been to pharmacy and received medication but feels well in herself.

Reported the next day and advised to datix by lead nurse.				Network Services

		I17601		10/28/25		09:00		10/28/25		Delay with referral being sent. clinic date: 18/03/25
Referral received: 28/10/25

Email from secretary: Please note patient cancelled our outpatient’s appointment and was then admitted for some time in hospital.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added referral as urgent and asked secretary if reason for late referral is the one given in email about patient being admitted in hospital for some time (No date given of discharge).				Network Services

		I17602		10/28/25		10:30		10/28/25		Julie reports her eldest daughter has beat her up a few times in the past. Most recently 4-5 years ago, she gave her black eyes. Julie did not report it to anyone.
1 month ago Julie and her eldest daughter had a argument and her daughter told Julie, she wishes she was dead.
Julie tells me her daughter has also askes her for money £30-50 a time every few days to weeks.		Safeguarding referral completed - safeguarding to see patient on 06/11/2025 to offer further assessment and support.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		10/29/25		Discussed with Julie, explained this is physical and financial abuse to her when she in vulnerable for her cancer and other health conditions.
Julie thinks she is unlikely to see her daughter any time soon and her daughter does not have access to her flat.
Julie has agreed to safeguarding referral		Safeguarding referral appropriately completed.		Clinical Support and Specialist Surgery (CSSS)

		I17603		10/28/25		10:00		10/28/25		We have now had 2 SACT medications prescribed without staff having any training on recognising or managing adverse effects. Tremelimumab and Osimertinib. Staff are therefore unable to assess or advise patients correctly.
With Osimertinib, the protocol states that these patients require a magnesium but this does not appear to have been added since cycle 1.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Incident being managed locally		No Harm						Rep for Tremelimumab contacted by senior PEF once identified. However, patients have already been treated with drug. Currently trying to source rep for Osimertinib.
Process needs to be changed so that educators are informed and given contact details for reps / drug companies to come and speak to staff before drugs are introduced.				Network Services

		I17608		10/28/25		10:30		10/28/25		tsrt9
Incorrect immobilisation setup (vacbag) for patient under general anaesthetic, realised after patient had been transferred to treatment couch. No imaging had been taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Booth,  Adam		Incident being managed locally		No Harm						Patient transferred back to trolley and bed re-setup with correct vacbag/immobilisation. Setup and RBV number crosschecked with PTP scan record to ensure correct vacbag/position used. Proceeded to imaging and treatment.				Network Services

		I17605		10/28/25		08:10		10/28/25		TSRT9 13CC SB3i MD13CC CF3a
MLC leaf stuck prior to treatment delivery. Patient already imaged. Escalated to engineers. Unable to reset in service mode. Patient taken off bed and to another suite for treatment. Additional image authorised by B7 Radiographer.		Confirmed error BMDM all leaves apart form one moved to position, entered service mode and tried driving Y2 76 no movement. patient taken off the bed, identified leaf in Y2 Iso decided to replace bank for speed, leaf had shaved the leaf key and jumped the key. cleaned out bits of the leaf key from the DLG and checked leaf all good. bank fitted, shape test ran both DLG's hunting for several seconds by a couple of mm, DLG drive board replaced, training provided to RK, shape tests re ran and passed, Lightfield QC completed by JW,		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Got patient off bed.  Patient treated as soon as possible on another treatment machine.		natural faliure		Network Services

		I17606		10/28/25		09:45		10/28/25		A healthcare staff member slipped and fell in the scrub room due to wet floor. while walking through the area, the staff member lost footing, slipped, and fell onto his right side, landing primarily his right arm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Wilson,  Kay		Incident being managed locally		Moderate Harm						The incident was reported to the coordinator and band 7
An incident report was filled out 
The staff member was sent to A& E
The staff members arm was bandaged 
The floor was immediately cleaned				Clinical Support and Specialist Surgery (CSSS)

		I17617		10/28/25		08:00		10/28/25		Patient attended IPU for PORT insertion .Clinical information -haemophilia B . Has been review in the clinic last thursday but unfortunately nothing been arranged for this patient for PORT insertion . Patient need facter IX infusion 30 min before procedure.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Team not prepared this patient for line insertion . Took me 5.5 h for organising one of the doctor from the team to wright request and prescription , checking with the blood bank that the product available and arrange blood transfusion team to administer . 

29/10 - CSSS Governance; A Clin-Onc Colorectal patient; Parent Team should be mitigating the issues above, it is not the responsibility of the radiology/ procedure team to organise, resulting to delays on Endoscopy lists.				Network Services

		I17618		10/28/25		14:00		10/28/25		Cycle 8 TTOs Cabozantinib :
contacted main pharmacy, satellite pharmacy and porter - tablets nowhere to be found  , alertive primary team for a separate stand alone script for this cycle (C8 Cabozantinib only) and done.

Latest update from pharmacy: 
pharmacy staff found the TTO in ward 4 and is sending staff to pick up in ward 4 and supply to patient. Informed prescriber and stand alone script has been cancelled.				The Christie NHS Foundation Trust / Network Services / Ward 3		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		10/30/25		NIC informed. Pharmacy contacted. Explained and apologized to patient. Datix.				Network Services

		I17619		10/28/25		14:30		10/28/25		TSRT9 Sb3i 13CC CF3a
XVI fault during XVI acquisition causing XVI to be terminated, rescan required so additional dose.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		10/31/25		Patient needed to move as uncomfortable, so required a re-setup and				Network Services

		I17620		10/28/25		12:00		10/28/25		During E/C treatment noticed red, blotches to patients' skin. At all times flashback noted on the canula and dripping well. 
Treatment stopped and escalated to NIC. cannula was reviewed and it was okay, not an extravasation as still dripping well, not hard swollen lump to vein and  flashback still noted. 
Discussed with acute oncology nurse who also reviewed. Cannula in vein and not an extravasation, and no pain to patient during infusion.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		No Harm						Patient re-canulated by A but as soon as treatment started the same reaction happened to arm therefore treatment stopped and only partially given recorded on iQemo. Around 30mls of epirubicin given. No cyclophosphamide or pembrolizumab given as I wanted to discuss with team prior to giving any further medications. Patient to be reviewed tomorrow in clinic. Discussed with pharmacist who also agreed not to give any further treatment today and patient does not require GCSF injections to go home with. 
Patient stayed on scalp cooling and when reviewing arm on discharge arm and redness and swelling had completely settled down. 
Team to be emailed and this to be discussed tomorrow at clinic appointment"				Network Services

		I17610		10/28/25		12:30		10/28/25		TSRT9 
At prep stage, radiographers identified the RLAT FSD was no calculated in the yellow box. As the plan is non-orthogonal, the RAO FSD provided on the plan cannot be used.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12 Treatment data entry, data preparation process		Holt,  Daniel		Incident being managed locally		No Harm						The RLAT FSD was calculated in the room and independently checked by 2 radiographers. Escalated from B7 online, happy to proceed as RLAT FSD calculated and checked.				Network Services

		I17612		10/28/25		13:00		10/28/25		Patient admitted to IPU for US guided abdominal aspira. 
During procedure, no fluid present in abdomen. Presence of pleural fluid, chest drain inserted instead. No communication with recovery area if this can be accommodated and no communication to bed managers to confirm if a bed is availability before inserting chest drain. 
DATIX completed at request of bed managers.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Royle,  Gregory		Incident being managed locally		No Harm						Spoke to US and informed them they need to check with bed managers in future if a bed is available before going ahead with procedure.
Patient aware of overnight stay now needed. Could be a long wait and apologised.				Clinical Support and Specialist Surgery (CSSS)

		I17598		10/28/25		09:40		10/28/25		Patient incorrectly booked into another consultant's clinic under my name. As per previous Datix and numerous emails the patients need to be booked under the name of the consultant who's clinic they have been booked into NOT the name of the consultant they have been referred to as that is often inaccurate.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/31/25		Team emailed and this form completed

RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		Network Services

		I17708		10/28/25		18:00		10/31/25		TSRT9 13CC D98 SB3i MD13CC CF3a
Linac MLC fault following XVI acquisition/review.
Pt taken off bed to resolve fault. Repeat XVI required.
Additional dose to pt = 7.9mGy.
1st occurrence - not reportable.		it happened again as Sohaib attended same fault eariler, tried BDMD few times, no luck, beam reloaded but no joy, patient taken off the bed. logged in on service mode, try to load shape in diagnostic windows, no jaw movements. Head PSU recycled and it worked for a second, then failed again. DIA PCB replaced.  (SCS) both jobs combined on this one, 

Perform Shape cycle test and dia shape test going from leaf limit 40*40 to 10*10 and vice versa to check all the possible shapes. 
Light field qc performed by physics afterwards spare part added..		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Escalated to engineers/B7.
Additional image justified.
Engineer resolved linac fault.
Pt reimaged + treated.		Natural Part failure.		Network Services

		I17716		10/28/25		12:00		10/31/25		Patient attended for clinical trial visit and had blood sample taken.
Usual process is to register patient on agreed portal and ship bloods to lab using pre-paid address labels.
After obtaining bloods, found I could not access said portal. Emailed study contacts but no reply and emails bounced back.
Contacted chief investigator who informed me that the company had been bought out by another company but this had not been communicated with the research or admin team.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		McCaul,  Damian		Incident being managed locally		No Harm						PI and CI informed.
Blood sample was discarded.
Managed to contact team at new company and they have given me access to their portal and I am waiting for them to issue new address labels.
Patient will be contacted and asked if they would like to come back to have blood test repeated.				Research and Innovation

		I17717		10/29/25		14:00		10/31/25		Radiothearpy review and consent clinic for CNS patients is on a Wednesday PM.
Both lyme park rooms blocked with MSCC patients.
Clinic busy and patients had long delays due to lack of rooms
Consultants waiting.
Those with mobility issues/wheelchair users waiting even longer due to other rooms being unsuitable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Rachael		Incident being managed locally		Low Harm						Ended up using mould room prep room to see patients in to try to minimise further delays				Network Services

		I17697		10/29/25		18:00		10/30/25		A B Braun Cyto-Set Infusomat line primed with saline appeared to have a small hole below the chamber as the saline leaked out. Saline contained in the blue tray.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Staff		No Harm		Equipment incident		Medical		Failure of device/equipment		Rush,  Sara		Incident being managed locally		No Harm						Line not used and put to one side to show Clinical Education team. New line used to administer				Network Services

		I17657		10/29/25		11:10		10/29/25		Patient called me to her chairside on ORTC as they "didn't feel right". On examination, they were flushed and in clear discomfort, SACT reaction suspected. Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				Network Services

		I17658		10/29/25		16:00		10/29/25		she had a unwitnessed fall this evening at 16:00hrs
she was in the toilet, kneeling down on the floor by holding the commode next to her,as she stated
her bridge of the nose was slightly injured and bleeding
she was desperate to go to the toilet, accidentally tripped and fell
kneeled on her legs by holding commode but her eye glasses got hit on the commode, that injured the bridge of the nose
slightly hurt on chest wound
she urinated on the toilet floor in a rush at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		Low Harm						pulled emergency buzzer
reassurred her
reviewed by the doctors
safely transferred to the bed with A02,as she was able to do it
GCS 15/15 all limbs normal
observations done and charted
CBG 7.9mmols
Moving and handling completed- no postural drop
PURPOSE completed -bridge of the nose slightly injured and bleeding, cleaned ANTT let air dry
Chest wound examined- a tinge of blood noted- redressed under ANTT as per TVN advise
post fall educated
she doesnt want to inform NOK, she stated she will tell when they come in
monitoring GCS				Clinical Support and Specialist Surgery (CSSS)

		I17659		10/29/25		09:19		10/29/25		I gave 500mcg of IV Digoxin instead of 250mcg. Stat dose was Px on EPMA - both doses were visible (500mcg in 2ml above the indicated dose). On the medication box it outlines dose is 250mcg in 1ml, however I withdrew 2ml - this was given in the correct bag and over the correct time. I double checked medusa prior to giving this drug with a second colleague so it was not completed in a rush. I noticed 6hr later (when 2nd dose of 250mcg was Px for as per medusa) that I withdrew 2ml instead of 1ml 

MSO note: Screenshot of prescription from ePMA uploaded to incident record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to medic and informed Pt had been given full dose in morning rather than split across day.				Clinical Support and Specialist Surgery (CSSS)

		I17660		10/29/25		15:00		10/29/25		Started Pembrolizumab as prescribed and noticed a leak on A line: drops of liquid dropping from A line in the "filter" area				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Martinspitacas,  Irina		Incident being managed locally		No Harm		No harm				Stopped the infusion. Changed the A line using ANTT and connected the B line with Pembrolizumab to new A line.		IMP (31.1025) ICU medical rep and Deputy Head of Engineering emailed.		Network Services

		I17661		10/29/25		16:20		10/29/25		hypersensitivity reaction that occurred during a patient’s final carboplatin infusion. The patient had received 285 mL of the drug when she returned from the toilet and reported a red, itchy rash on her right thigh and leg. Upon examination, a similar rash was observed on the left leg as well .		Actions and result of actions taken	

Treatment was stopped immediately.
- Administered **Piriton** (chlorphenamine) and **hydrocortisone**.
- Full set of observations completed. NEWS2 score 1 throughout.
- Informed the ANP.
- Patient was monitored for one hour post-reaction with no further symptoms.
- Patient was discharged with appropriate information and advice.
- The clinical team was informed via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		The infusion was stopped immediately, and the patient was treated with Piriton and hydrocortisone. Observations were completed and remained stable throughout. The Advanced Nurse Practitioner was informed promptly. The patient was monitored closely for one hour following the reaction, during which no further symptoms developed and rashes disappeared . She was discharged with appropriate information and advice regarding the reaction and signs to watch for.

emailed the team as well		Reaction managed well		Network Services

		I17662		10/29/25		20:16		10/29/25		Staff affected: Haematology Registrar on call - Ryan Robinson
Called by Leighton hospital medical team asking for general haematology advice. The Christie haem reg on call doesn't cover Leighton, they have their own haem consultant on call. This is part of a trend of the Christie haem reg being called out of hours to give advice to a hospital we don't cover.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Read,  Chloe		Incident being managed locally		No Harm						Directed the medical team on who they needed to contact for advice.				Network Services

		I17664		10/29/25		12:58		10/30/25		TSRT9
Background: 
Lateral couch shift required daily in order to achieve clearance for G195.
Couch then shifted back to isocentre to perform confirmation 2DkV and delivery of G195.
Incident:
On #6/15, couch not moved back to isocentre position to acquire confirmation 2DkV.
Incorrect patient positioning on 2DkV - image un-usable.
Additional 2DkV pair required as a result (operator error).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Incident being managed locally		No Harm						Additional imaging justified by superintendent and PR2.16 dose limits adhered to.				Network Services

		I17655		10/29/25		14:30		10/29/25		120ml infused. Noticed that Gail appeared pail/grey in complexion. Asked if she felt okay, she said no, said she felt very nauseous and faint. Felt that the room was spinning on her.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Treatment stopped immediately. Called for assistance. 2x 100mg hyrocortisone IV and 10mg metoclopramide IV given before symptoms resolved. Symptoms resolved after half an hour. Treatment recommenced on hypersensitivity rate once settled, no issues during infusion.				Network Services

		I17669		10/29/25		17:22		10/30/25		After SOU pharm tech was informed of switch of TPN for one night only by dietician, tech messaged TCP staff @16:00that TCP are to expect the new script needed for that night and ASA it's on EPMA, will be requested by tech. After doc prescribed, tech requested on EPMA, messaged pharmacist explaining/asking screening & confirming request.@17:22 tech messaged that TCP don't have the request/script. Tech checked on EPMA that is was already dispensed and sent photo with details to TCP, but TPN was delivered NEXT day.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Harm		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		Moderate Harm		Moderate harm		11/6/25		It was only discovered by the pharmacy staff covering SOU the morning 30/10/2025 that the patient did not get the TPN on 29/10/2025, as the bag, which on the EPMA was dispensed at some point before 17:22 on 29/10/2025, was not sent at the correct time to cover the patient from 29 to 30/10/2025. The bag has been delivered by the porters on morning 30/10/2025 and available for the patient from that time.				Network Services

		I17666		10/29/25		08:42		10/30/25		An audiology report was sent from MFT as requested for a patient and scanned on cwp.
It was only the day later the consultant noted it was for another patient, they had sent someone elses.
The consultant brought it to my attention.  I redacted asap and did a datix and emailed the nurse to send us the correct report to be scanned on.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Dyson,  Claire		Incident being managed locally		No Harm						As soon as this was noted I did a datix and redaction				Network Services

		I17667		10/29/25		19:00		10/30/25		Moisture associated skin damage noted on the sacrum, present on admission
Pt is incontinent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/30/25		Tissue Viability Nurse Referral, ointment in use, encouraged to reposition.				Clinical Support and Specialist Surgery (CSSS)

		I17646		10/29/25		14:18		10/29/25		Referral has been forwarded to referrals and bookings by Christie secretary with the date showing 02/05/25. No referral on careflow but letter has been scanned onto CWP on the 09/05/25.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Roxy who has emailed secretary and added referral as urgent.				Network Services

		I17653		10/29/25		18:00		10/29/25		TSRT9 
#1 xRT booked on 30/10, highlighted during data input that #1 xRT usually occurs on the same day as first GEM X treatment which is on 4/11. B7 alerted. Called Clinician who confirmed patient needs to be delayed until 4/11 to attend #1 xRT after GEM X. Clinician added note to CWP.
Called patient and apologised for the change, patient very understanding and aware of new start date. Change form completed,				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4G Choice of start date		Hudson,  Scott		Incident being managed locally		No Harm						Called clinician
Called patient
Change form submitted				Network Services

		I17650		10/29/25		13:00		10/29/25		Whilst dividing the mesentery during cytoreductive surgy for a Hipec with a Ligasure Maryland the jaw of the ligasure became stuck and was unusable.  No harm came to the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Madden,  Sarah		Finally approved		No Harm		No harm		11/4/25		The Ligasure was replaced.				Clinical Support and Specialist Surgery (CSSS)

		I17651		10/29/25		16:00		10/29/25		Incident reported on behalf of patients named nurse due to time pressures on ward 
Cat 1 to buttock on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/30/25		PURPOSE T complete 
Barrier cream applied 
SKINN bundle commenced				Clinical Support and Specialist Surgery (CSSS)

		I17639		10/29/25		11:29		10/29/25		Pt started to feel hot and red in the face, had a reaction to Paclitaxel.
Treatment stopped and called for help.
Grade 2 reaction 
100mg of Hydrocortisone administered under PGD.
Obvs done and recorded.
ACP on the unit has reviewed and stated a grade 2 reaction. When pt is okay to restart treatment.		Treatment stopped, called for help.
Hydrocortisone 100mg administered under PGD
Observations done and recorded.
Pt seen by ACP who was happy for treatment to be restarted at a slower rate, Patient was happy with the plan.


Grade 2 reaction as per ACP review.
Treatment now given at a slower rate as per taxane reaction protocol.

Team emailed. For slow rate next time.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		Treatment stopped, called for help. 
100mg of Hydrocortisone administered under PGD.
Observations done and recorded.		Reaction managed well - patient finished treatment at slow rate and team emailed to make them aware of incident.		Network Services

		I17642		10/29/25		09:15		10/29/25		Staff Blood culture result uploaded to ICNET system.				The Christie NHS Foundation Trust / Corporate / Workforce / Occupational Health						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality				Incident awaiting allocation		No Harm						Contacted occupational health with result.				Corporate

		I17643		10/29/25		08:00		10/29/25		Noted patient has worsening MASD to groin/sacrum/buttocks in last couple of days since TWOC				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Referral to TVN. Requested med il. Asked medical team to consider re-catheterising pt. However, patient isn't keen on this. Encouraged pt to use urine bottles to avoid excess moisture to skin. Regular skin checks and apply medi derma barrier ointment. MASD care plan updated.				Clinical Support and Specialist Surgery (CSSS)

		I17644		10/29/25		12:10		10/29/25		Security team rung the ward to inform that a patient had been found collapsed on a bench outside Oak Road & suspected of taking illegal drugs as appeared inebriated. Patient had previously been found unconscious outside Oak Road On Monday evening (27/10) &had been found with drugs in her possession.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking / Oak Road Car Park				Incident affecting Patient		No Harm		Security incident		Site security		Other		Paterson,  Ruth		Incident being managed locally		No Harm						Escalated to ward doctor to review - patient was rousable to voice & was not unconscious but appeared inebriated/drowsy from ?taking drugs outside - no drugs found on patient. 
Escalated to ward doctor. Nurse advised to take set of observations. Obs not completed straight away as patient went off to the bathroom shortly after return, completed when able & obs within normal range as per NEWS 2.
Safeguarding referral made. Matron informed. 
Asked medics to repeat a capacity assessment.
Medics reviewed pt on return to ward.				Clinical Support and Specialist Surgery (CSSS)

		I17628		10/29/25		03:20		10/29/25		Patient found by mum on the floor having hit her head. 
Patient hoisted back into bed.
CBG 3.9mmol glucogel given.
Bolus IVF given BP 93 systolic difficult to hear.
Neurobs shown pupils 3 and reactive to light, patient non-compliant with arm and leg strengths. 
SHO and reg informed.		Rapid Review completed and attached to incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		Not for urgent CT as not had anticoagulation in over 48 hours.
?escalated that recognition of dying may need to be put in sooner than thought, to be discussed with day team
Advised mum when she needs to fall asleep we need to 1:1 the patient, mum said she will inform us when this happens 
Unable to complete lying and standing BP as patient cannot stand safely				Network Services

		I17629		10/29/25		03:00		10/29/25		my patient who has intermittent confusion was incontinent of urine and in his confusion got up and got tangled in his feed line and fell on to the bed as far as i was aware he was not harmed and doctor was alerted. i had been checking on him regularly when this happened and i have advised that he be 1-1 overnight where possible.
Dr said there was no need for review but to monitor the patient through the night				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		No Harm						doctor alerted.
patient reassured and given care.
documented in notes and handover .
datix now being performed.				Clinical Support and Specialist Surgery (CSSS)

		I17630		10/29/25		08:30		10/29/25		this incident includes 2 patients. patient A's referral letter was added to patient B's careflow attachments. both referrals were added on correctly and both referral letters were scanned to cwp correctly.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						the secretary let me know that this has happened. i double checked both referrals and looked at where i went wrong.				Network Services

		I17631		10/29/25		08:00		10/29/25		Bank admin support booked for today to support department 35 blood room from 8-4 - no one turned up. No admin managerial staff onsite until 9AM - was told there was a miscommunication and someone sent down to support for 9.30 AM. 

Had to pull clinical staff out of numbers to support whilst awaiting admin support causing delays in the blood room				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				Incident affecting Staff		No Harm		Clinical incident		Resources		Staff shortage		Mcdonagh,  Claire		Incident being managed locally		No Harm						Spoke to service manager and manager at 9am when they come on shift

Tried to pull resources from other areas to support				Corporate

		I17637		10/29/25		10:00		10/29/25		She came in with an unstageable pressure ulcer of the left foot, stage 2 pressure ulcer of the sacrum with blanching buttocks and lesions all over her body.		03/11 - appropriately dealt with upon arrival.  Pressure sores were formed at home before admission.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Tissue Viability Service				Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Was referred  tissue viability nurse, who came and reviewed and prescribed a dressing that will be used. Medical illustration was called who took a pictures with patient's consent. skin bundle was done, Pump was attached to the foam and a repose wedge placed to relieve pressure from the heels.				Network Services

		I17635		10/29/25		09:09		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.  

On investigation x1 Additional 2d image-Mechanical.  
Additional imaging dose imparted to patient. 
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional lateral image (pre-set HEAD).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational team to highlight with Varian at next TIG meeting.				Network Services

		I17633		10/29/25		11:15		10/29/25		Rand Unit 164 (HIPEC) missing power lead. A 3 lad power plug similar to those often used but is distinguishable by a yellow catch that locks in place with the machine. Unable to locate in theatre department, hence Unit 164 out of action until we can source another one.				The Christie NHS Foundation Trust						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Co-ordinator infod 
Band 7 info 
Looked all around theatres
HIPEC Manager made aware

		I17672		10/30/25		09:00		10/30/25		Patient was seen in clinic on 29/10/25. iQemo script was amended and treatment regimen changed. The script location was Outpatient SACT so the patient was not scheduled on to the ORTC iQemo diary.
Patient has 0830 appointment on his blue card.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						Spoke with Baxters to ensure we could get his treatment delivered this morning.
Liaised with ORTC reception to update the patient. 
The patient was very frustrated as last time he was for treatment he was sent home, and didn't have it.
The patient felt that appointments/scheduling and the team had poor communication.
I apologised for his poor experience, and reassured him that he will get his treatment today. 
Explained to him that we would be able to treat him from 10am, as that is when a 'mid shift' nurse was starting. As the early shift staff all had patients booked in. 
Patient was happy with the information and update that I provided.				Network Services

		I17665		10/30/25		09:00		10/30/25		DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Clarke,  Catherine		Learning response required		Moderate Harm						DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				Clinical Support and Specialist Surgery (CSSS)

		I17693		10/30/25		11:00		10/30/25		Patient had a unwitnessed fall near bedside after coming back from toilet had shoes on not worn properly walking stick in site		All appropriate actions taken post fall. Falls risk assessment updated - remains independently mobile. The use of illicit drugs were escalated to the lead nurse. CT scan NAD.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Observations done, CBG done stable 
patient reviewed by doctor whilst on the ground
pupils checked equal and reactive 
responsive to voice and movement 
hoisted onto bed 
re reviewed by Dr 
had CT head NAD		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17694		10/30/25		14:00		10/30/25		patient admitted with x2 C2 to buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Barrier cream applied 
Dressed
Med ills to be completed 
Air mattress 
Can be managed on ward, TVN not required				Clinical Support and Specialist Surgery (CSSS)

		I17695		10/30/25		19:00		10/30/25		Patient stood to close curtains around bed - witnessed fall
Patient states she lost her balance and fell back on her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Moderate Harm		Low harm		11/3/25		Staff called
Observations taken
Doctor alerted				Clinical Support and Specialist Surgery (CSSS)

		I17696		10/30/25		19:30		10/30/25		Patient sat on the commode with constipation, due to discomfort, patient was trying to force bowel open and when straining accidentally bit her own lip causing a cut and bleed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Bite		Human bite		Spooner,  Jennie		Incident being managed locally		No Harm						Compressed lip with tissues/wipes. 
Informed Oncall Dr due to constant bleed. 
Repositioned px back to bed and supplied fresh nightgown. 
Morphine given for pain relief.				Clinical Support and Specialist Surgery (CSSS)

		I17689		10/30/25		15:00		10/30/25		Patient rang buzzer complaining of suddenly feeling hot and nauseated.		Team Drs emailed for next script to be amended
Involved in the event was;
Responsible medical team
Doctor
Chemotherapy nurse		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Moderate Harm		No harm		11/4/25		Infusion was stopped and patient was treated for a reaction. Observations were taken and hydrocortisone was given. Dr on the unit came to review. The patient's symptoms settled after 10 minutes. Reassurance was given to the patient and observations checked again. Treatment was restarted according to the hypersensitivity protocol after around 30 minutes		Written on CWP observations stable but no NEWS2 documentation on CWP. Will discuss with reporting nurse.		Network Services

		I17690		10/30/25		14:40		10/30/25		patient was receiving transtuzumab Entansine(Kadcyla). after administering 180ml of it at 14:40 patient felt nauseous, hot, and flashes. treatment stopped immediately and ACP seen the patient and given necessary meds				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						treatment stopped immediately and ACP seen the patient and given necessary meds. IV 100 mg hydrocortisone at 14:42 and 14:50 given. iv chlorpheniramine 10 mg at 14:46.
iv metoclopramide 10 mg at 14:53 given. 250 ml normal saline free rate given.				Network Services

		I17683		10/30/25		10:30		10/30/25		Due blood transfusion on endocrine department on 30/10/25.
X match and group and save taken on oak road on 27/10/25 but mislabelled. Returned to Oak road on 30/10/25 for second sample, however this was also mislabelled. 
Rebled again today on endocrine department. Patient will return tomorrow for 1 unit blood transfusion.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Apologies given to patient.
Rebooked patient in for tomorrow to have 1 unit blood transfusion.
Datix complete.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		Network Services

		I17684		10/30/25		12:00		10/30/25		Patient reviewed on AAU by trial team at around 11:00. 
Advised nurse taking care of patient to give IV Tociluzimab, prescribed on iqemo and epma (trial stock was available on the ward). 
Patient transferred to ward 2 late afternoon and Toci still not given, checked notes from AAU which stated - 'PRN Tocilizumab needed but not given as NIC states we do not give this on the unit, Pt informed.'
In this case the CRS was low grade but there was still a delay in patient receiving.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Clarke,  Catherine		Incident being managed locally		No Harm						Checked with ward 2 if they had been given the right stock and were able to administer. 

I believe this should be treatment AAU should administer as it could be an oncological emergency.				Clinical Support and Specialist Surgery (CSSS)

		I17685		10/30/25		13:00		10/30/25		The patient attended the nuclear medicine department for a Ga68 DOTATOC scan. She was given a cup of tea which she spilt down her left side.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Harm		Clinical incident		Spillage		Splash with hot/cold liquid (NOT chemical)		Harris,  Andrew		Incident being managed locally		Low Harm		No harm				The wet clothes were removed and replaced with scrubs and a cold compress was applied.				Network Services

		I17686		10/30/25		14:00		10/30/25		Patient had pre-surgery/pre-existing pressure sores.
1- Right foot was dressed so unable to assess fully, patient reports that it is necrotic pressure wound. 
2- Bilateral breasts, moisture associated skin damage. The skin was red and broken to the underneath area's.
3- Moisture associated skin red and broken skin to full apron of abdomen folds and groin area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Madden,  Sarah		Finally approved		No Harm		No harm		10/31/25		Post surgery, all areas cleaned and dried. 
Barrier spray applied.
Medical illustrations contacted and photos taken in theatre recovery.
All pressure area concerns documented and handed over from the theatre staff to recovery staff.

Tissue Viability Review :31/10/225

Reviewed the patient with the named nurse to review the wound on the right heel, which was dressed on admission.

On Assessment, patient has an unstageable pressure ulcer (Category 3) to her right heel, which she came in with, and the dressing was not removed before surgery. Category 3 pressure ulcer approximately measures about 6 cm in circumference with 80% of thick necrotic area. 20% of the necrotic tissue was debrided, and the tissue underneath is granulating well. The heel was not elevated, and the mattress pump was not switched on.

Photo of the pressure ulcer taken today.

She also has an insect bite on the top of the right leg.

 

She also has multiple areas of moisture damage under the breast, groin and buttocks, and she doesn't want me to check as she had photos yesterday and she has shown me the photos. I also reviewed the photos of the moisture damage on PACS.

Management plan

Clean the wound on the right heel with normal saline 

Apply Algivon honey tulle to the pressure ulcer

Use Zetuvit plus superabsorbent 

Apply Kliniderm foam adhesive for the insect bite

Bandage the leg from toe to knee with Wool and crepe, and apply a yellow line to keep the dressings in place.

Change this dressing twice a day.

The mattress pump was switched on and advised to keep the mattress pump on at all times due to the risk of PU.

Also advised to elevate the heel with repose wedges to offload the heel pressure.

For Moisture Damage

Clean all areas of moisture damage with normal saline

Apply Medierma barrier ointment twice a day.				Clinical Support and Specialist Surgery (CSSS)

		I17677		10/30/25		11:30		10/30/25		Patient commenced on rechallenge of Docetaxel (reacted last cycle but completed at slower rate), after 5ml at 1/4rate complained of feeling unwell, very flushed, chest tightness.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Treatment stopped. 
Hydrocortisone and Piriton given IV under PGD. 
Did not rechallenge.
Kept until symptoms settled. Obs stable. 
Discharged with safety netting advice. Email Dr and admin team for consideration of Nab Pac				Network Services

		I17678		10/30/25		11:30		10/30/25		Patient informed me of two red itchy hives on his right forearm around 20 minutes after the transfusion had completed. He had two units of platelets.										Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						His observations were took straight away and they didn't show any signs of deterioration. 10ml of chlorphenamine was given to the the patient by charge nurse Jamie. The patient reported feeling well in himself. he was kept here bloods were sent the both platelet bags back tot the lab as per reaction protocol.

		I17679		10/30/25		08:50		10/30/25		TSRT9
Lost comp as a result of unexpected motion error				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Additional imaging, authorised by B7				Network Services

		I17680		10/30/25		11:55		10/30/25		5 minutes into Paclitaxel infusion patient showed signs of drug reaction. Reported closing sensation in throat; chest pain; palpitations; dizziness; and had flushed face.		Reaction managed appropriately, treatment continued with no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Infusion stopped. 
Observations checked and satisfactory. 
10mg chlorphenamine and 100mg hydrocortisone IV given as per PGD. 
Infusion completed following slow rate hypersensitivity protocol.		Reaction managed appropriately, treatment continued with no further issues reported.		Network Services

		I17698		10/30/25		18:00		10/30/25		Pt was with daughter who took her to the bathroom - pt unsteady on feet and attached to drip IVI stand - pt then was walked back to the bed but bed breaks were taken off? patient fell over / assisted to the ground by daughter - RN came and pulled crash bell - all staff and medical team cam - checked bp observations, bms stable - temp ongoing - ha been escalated ++ tmes to medical staff see documented drs note d/w consultant- pt commenced oral abx - low thresh hold for abx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to DRs and Consultant and rechecked - escalated pt to bay tag and then 1:1 - dr said no need to alert Out reach team - I have allertived them and handed over 1:1 care				Clinical Support and Specialist Surgery (CSSS)

		I17699		10/30/25		19:45		10/30/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team. 
As per TVN August Newsletter, referral to TVN not required
Tissue viability assessment today 03/11/25 reviewed and verified as Moisture associated skin damage by Sarah Francis TVN- see CWP entry .				Clinical Support and Specialist Surgery (CSSS)

		I17700		10/30/25		23:40		10/31/25		Pt was C1D1 of trial, late stay due to aseptic delays and trial activity post infusion. Handover sheet stated "taxi was booked with transport" however as I am on the night shift I don't know if anyone informed transport desk that pt would stay late - verbally handed over for her to go to security for transport when ready to leave (not the normal process). When ready to leave I called Veezu to arrange her taxi but they were not aware of her.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Donovan,  Helen		Incident being managed locally		No Harm						Called security to ask if they can arrange transport, they confirmed they can but only with approval from duty manager. Alertive sent to Tracey Wood and also spoke on phone who explained to complete transport request form for her to give the go ahead. Completed and emailed and she confirmed taxi can be arranged for this patient. Thankfully pt lived in Manchester, otherwise would have had to stay overnight. Confirmed with security that Tracey had given the ok for the taxi and pt left the unit at 23.35.				Research and Innovation

		I17701		10/30/25		21:19		10/31/25		Checked soft-set on patient and there was redness around the site of the soft-set. Soft-set removed and on removal small amount of bleeding occurred, pressure applied. After bleeding stopped a black dot was left where soft-set had been removed. Doctor informed and circle drawn around affected area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin redness (non pressure related)		Spooner,  Jennie		Incident being managed locally		Low Harm						Pressure applied to area
Doctor informed
Circle drawn around affected area
DATIX completed within 48 hours of incident.				Clinical Support and Specialist Surgery (CSSS)

		I17702		10/30/25		22:13		10/31/25		Checked patient's morphine sulphate 10mg/5ml oral solution on PRN and had no dosing interval only stated "when needed". Informed doctor, who corrected dosing interval to every 3 hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Doctor informed
Datix completed within 48 hours.				Clinical Support and Specialist Surgery (CSSS)

		I17703		10/30/25		11:30		10/31/25		Patient had a crossmatch taken at 11:30am at ORTC, sample was sent to labs and patient came to the endocrine for btf, as soon as the patient arrived we rang ORTC to confirm the patient had a crossmatch taken and sent to labs, after more than 2 hours there was no indication on CWP's lab results that the sample was even being processed, I rang bloodbank and they told me they did not have a sample, they checked the pods and even behind reception and I was told there is no sample, I then rang ORTC				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Stansfield,  Emma		Incident being managed locally		No Harm						for a second confirmation that the crossmatch had definitely been sent and they confirmed, I then contacted bloodbank again about the patient's crossmatch and before I could even give the patient's hospital number I was told the sample had been mislabelled yet there was still no indication of this on the CWP causing severe delay to the patient receiving a btf, I asked bloodbank why there was no mention of the sample on CWP and they informed me they will add it on however it is now the next day and still the result of it being mislabelled has not been added onto the system, the patient was severly distressed and was extremely tired especially after Chemo but has agreed to take another sample and to return the following day for transfusion				Christie Pathology Partnership

		I17704		10/30/25		09:00		10/31/25		Patient plan for peripheral TPN on 29/10 by dietitian: 1800ml of a Triomel N4 2.5L bag, prescribed on EPMA by surgical doctor ~4pm and handed over to pharmacy by dietitian.   
Bag did not arrive to ward on 29/10, arrived on morning of 30/10 and was incorrect bag 1.5L Triomel N4 rather than 2.5L bag (incorrect volume) which was prescribed correctly on EPMA and written on the paper copy of script. Patient did not have TPN and had to have IVF instead.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with dietitian looking after patient who confirmed correct ordering and handing over process.
Checked EPMA - doctor had prescribed correctly by 4pm on 29/10.
Discussed with pharmacy tech - advised wrong bag had arrived on 30/10 and they had taken it back down to pharmacy stores and advised wrong bag.
Updated ANP on ward of reason for missed PN.				Network Services

		I17705		10/30/25		00:00		10/31/25		During weekly drug check it was noticed 2 boxes of cyclizine was missing from the emergency drug boxes in CT scanners within radiotherapy pre-treatment areas.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Incident being managed locally		No Harm						Looked for missing drugs and discussed with staff.				Network Services

		I17714		10/30/25		08:55		10/31/25		Patient received C4 Subcutaneous Atezolizumab but using an IV dose. Currently stocked on ORTC ward stock is IV 840mg Atezolizumab and Subcutaneous  dose 1875mg are prescribed from main pharmacy. 

Patient received two vials of 840mg which equalled to 28mls of Atezolizumab rather than 1875mg in 15mls subcut dose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Incident being managed locally		No Harm						Made aware of this error after patient had been discharged home and looked through TTO bag when subcut dose of Atez was found, patient then rang hotline and was assessed over the phone.
Patient was well at time of assessment and no issues with site of administration. 

Member of staff had gone home at time that error was noted and therefore was asked about incident when attended for shift today. Explained she thought the dose of treatment we had in our treatment room fridge was the Subcut dose and that they used two vials of 840mg for administration. 
Pharmacy and medical team emailed to check if there was anything that required actioning as drug that was used was given via incorrect route . 
Patient will also have a further follow up call today				Network Services

		I17715		10/30/25		09:30		10/31/25		No indication of patient's Latex allergy until morning briefing after the first patient was already done. Meaning SOP failed as we were not told of latex allergy 24 hours before and lead to delay of 30-40 minutes due to deep clean needed. patient informed us that allergy leads to airway problems and swollen mouth.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Removal of all equipment and PPE which is not latex free.				Clinical Support and Specialist Surgery (CSSS)

		I17723		10/30/25		10:30		10/31/25		Pt attended Nuclear Medicine for Renogram. Was injected with MAG 3- Technetium (99mTc) radiopharmaceutical and scan started. 10 minutes into scan, pt began to feel unwell and fainted.

Alert and orientated when I arrived to assess her. Hypotensive (80mmHg) and hypothermic (34.4). Began to feel lightheaded again, so laid down and scan abandoned. 

OR contacted. Struggled to get medical review. Lack of support by medics on a department with no medical cover. See below.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Near Miss		Clinical Event		Collapse/faint/fit		Faint		Harris,  Andrew		Incident being managed locally		No Harm						Fully clothed, covered in multiple blankets. BP stabilised, temp not coming up. BGL taken 3.6mmol/l. Glucojuice given, BGL increased to 7.9mmol/l. Moved to a room with a heater, temp after 1 hour came up to 35.8. 

Struggled to get medical review. One RMO advised they'd only assess if the pt is admitted and to speak with Outreach. OR stated medic review is required. Spoken with another RMO who attended to speak with the pt; however no assessment completed, history taken or questions asked about the pt's situation or health. 

RMO informed the pt that her consultant advised to attend A+E for a septic screening. No further information provided except to say it could be infection related. Pt and Mum understandably upset at the lack of info and having to wait so long to be seen and no assessment to be completed. They were also confused as to what was going on and why she couldn't be treated here. 

I reassured them and discussed these concerns in length, before providing the pt with a supporting letter to handover at A+E.				Network Services

		I17732		10/30/25		15:00		10/31/25		CSF sample was left on the Haematology bench. Staff assumed it was for haematology and performed Cytospin and auto- differential instead of the protein and glucose. By the time the error was noticed, there wasn't enough of the CSF sample left to perform the tests requested.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Ehimare,  Brave		Incident being managed locally		Low Harm						Informed AAU of the error.				Christie Pathology Partnership

		I17734		10/30/25		08:00		10/31/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
Manufacturer had been carrying out maintenance work on linac. Commenced clinical list at 8am the following morning. Unable to take CBCT image as departmental presets had been removed leaving only the manufacturer presets available for selection. This resulted in 1 hour delay in starting treatment and the cancellation of 1 patient while the issue could be rectified.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting the organisation		No Harm		Radiotherapy incident		TS - Technical services		3J Handover of radiotherapy equipment after planned maintenance (including handover to other department such as diagnostic colleagues)		Stewart,  George		Finally approved		No Harm		No harm		11/3/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
- B7 informed when imaging fault occurred.
- Engineers called. 
- Issue identified and rectified. 
- Machine returned to clinical use.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		Network Services

		I17735		10/31/25		17:00		10/31/25		TSRT9
SGRT software fault after XVI acquired. 
Patient needed to move machine to complete treatment, additional scan required
Total additional imaging dose 1.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers and treatment band 7
Apologised to patient
Arranged for treatment to be carried out elsewhere				Network Services

		I17736		10/31/25		17:05		10/31/25		At the end of flush patient reported swelling and mild pain around cannula site		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		11/3/25		Flow chart D followed as per extravasation policy. Hydrocortisone applied, area marked, note for nurse in chart to follow up, photo taken of area on patients phone as out of hours.
Patient advised to use heatpack or hot water bottle for times a day for 20 minutes until improvement,
Advised to elevate and keep limb moving,
Call hotline with any issues		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		Network Services

		I17737		10/31/25		14:15		10/31/25		Patient appeared red in colour
Reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						Stopped infusion
Called for help
Followed hypersensitivity protocol
Patient felt ok with 10-15 mins
Tolerated well on slow rate				Network Services

		I17738		10/31/25		20:40		10/31/25		Patient was handed over as nil by mouth and for nutritionl support. Patient was brought onto the ward without nursing or care team made aware. When checking patients epma, patient had no IV fluids prescribed as high sodium but no further escalation to medical team noted. Noted that it wasd escalated to NIC but no documentation or communication as to why this wasn't escalated to medical team prior to moving to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Incident being managed locally		No Harm						Contacted AAU but NIC was unaware as to why not on IV fluids. Escalated to oncall dr and prescribed IV potassium for hypokalaemia and hyponatraemia. Dr also noted that patient weas not nil by mouth as seen by dieticians and swallow assessment had been completed with water soluble contrast swallow.				Clinical Support and Specialist Surgery (CSSS)

		I17733		10/31/25		14:00		10/31/25		the theatre man operating list did not concur with the patients consent form. The patient was consented for a scalp procedure and this was not listed on the theatre man operating list. The consent form and medical photography was correct but not the operating list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Smith,  Lydia		Incident being managed locally		No Harm						issue was reported to theatre co ordinator and datix has been completed. entire team was also made aware.				Clinical Support and Specialist Surgery (CSSS)

		I17724		10/31/25		11:55		10/31/25		Patient had finished his CT TAP scan, and was being disconnected from the CT contrast pump and told to get up and return back to the patient waiting area. 
While the patient was getting up, he turned too quickly and turned over the couch landing on the floor with his forearm.
Fortunately, the CT couch had been lowered to the lowest height and the patient did not fall from a large distance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Fall from bed, chair or height		Iddles,  Sarah		Incident being managed locally		No Harm						The patient was immediately assisted up by myself and another colleague to a chair. The patient had no sign of bruising, pain or injury when assessed. When he stood up I noticed he was a little disoriented even though he kept insisting he was fine.
I then escorted him back to the waiting area where he sat down to be observed for any contrast reaction.
After a few mins, the patient was well enough and allowed to go home.				Clinical Support and Specialist Surgery (CSSS)

		I17725		10/31/25		14:00		10/31/25		TSRT9
Patient was for replan as of day 0 MRI. Patient had #2's delivered, a systematic review, #1R delivered then an offline review to confirm imaging pathway. The note said next CBCT #8 which would've been #6R. Missed on #6R and CBCT was then on #7R (#9 overall).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Incident being managed locally		No Harm						Escalated to B7, CBCT'd #7R (1# late)				Network Services

		I17709		10/31/25		09:24		10/31/25		19.6mls of oxaliplatin and folinic going through and pt stated to go red in the face, itchy palms and dizzy.		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Actions and result of actions taken	
Treatment stopped, Obs done and recorded.
10mg of piriton given to good effect.
Explained what was happening to patient who understood. Symptoms resolved quickly after piriton was given.

ACP  came to review who said we cannot re start as already on rechallenge 4 hour.
To keep her here for 1 hour to ensure no further reaction. Then can go home.
Safety net with hotline.
Treatment discarded of as per policy.
PORT needle removed once 1 hour observations is done.

Not for 5FU bag and pump due to having only 19.6mls to keeo SACT in sync defer all of SACT today

Team and chemo apps emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/5/25		Treatment stopped, Obs done and recorded. 
10mg of piriton given to good effect.
Explained what was happing to the pt who understood. Symptoms resolved quickly after piriton was given. 

ACP came to review who said we cannot re start as already on rechallenge 4 hour. 
To keep the pt here for 1 hour to ensure no further reaction. Then can go home. 
Safety net with hotline. 
Treatment discarded of as per policy. 
PORT needle removed once 1 hour observations is done.

Team and chemo apps emailed.		Thank you for reporting this incident - reaction treated as per protocol and patient safety maintained.		Network Services

		I17722		10/31/25		13:25		10/31/25		patient has been left in transport for 2 hours when should have been taken back to the ward.
Patient has been to radiotherapy and was teletracked back to the ward. Porters left her in transport.

ward received a call from transport that patient had been left there and they did not know why and only knew they were there as they asked to go to the toilet				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Worgan,  Howard		Finally approved		No Harm		No harm		11/5/25		HCA went to transport to collect patient. Gave them lunch as they had missed lunch

checked teletracking and radiotherapy had documented for return back to ward.				Capital, Estates and Facilities

		I17727		10/31/25		14:30		10/31/25		I was on Palatine Ward, and as per infection control guidance, I washed my hands before entering the ward. To my surprise, I was stopped abruptly by a staff member, who shouted 'WASH YOUR HANDS!', and before I could respond to say that I had already washed them, she raised her voice even louder and pointed at the hand washing stations outside the ward and said 'NOW!!!'. She did not apologise until I pointed out her disgusting tone. This happened in front of multiple staff.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Adams,  Claire		Incident being managed locally		Moderate Harm						I explained, when I was finally given the opportunity albeit too late, that I had already washed them, and pointed out her rude accusatory tone, to which she condescendingly brushed off the incident.				Network Services

		I17728		10/31/25		10:00		10/31/25		Patient appeared flushed 22mls into paclitaxel infusion.
Patient reported feeling SOB. Denied chest pain.
Infusion stopped.
Obs showed 88% SATS, hypertension, and tachycardia		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	
100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues

Team emailed and made aware of incident so script can be changed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/5/25		100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues		managed well - patient safety maintained		Network Services

		I17729		10/31/25		14:15		10/31/25		Location of incident: Rehab dept, therapy kitchen. Incident: Assisted fall to the ground whilst walking with wheeled zimmer frame. Lost footing whilst turning and knees buckled. Landed on bottom. No head injury or other trauma sustained. No complaints of pain. Remained alert throughout.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Warner,  Danielle		Incident being managed locally		No Harm						Checked for pain and any obvious injury - nil reported or identified. 
Assistance of three staff members to support transfer from floor to chair with verbal instructions re: technique and facilitation provided.  Seated rest and water provided. 
Uneventful step round transfer with wheeled zimmer frame and AO3 from chair to w/chair.
Offer to take back to ward but patient preference to go to Cafe outside dept with family members as planned.
Informed ward manager, ward doctor and duty SN of incident on return to the ward. 
DATIX completed.
Mobility status on patient board updated.				Clinical Support and Specialist Surgery (CSSS)

		I17730		10/31/25		12:05		10/31/25		A friend visiting a patient collapsed off of a chair sideways and fell to the floor hitting her head on the way down. Partially witnessed by myself but also witnessed by another visitor. 
She looked unconscious on the floor initially however by the time I got to her, she appeared more alert and a male visitor was helping her up to a static chair. She said she felt nauseous and a bit dizzy.
When on the chair she started to slouch to the side and became vacant, not responding to voice.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		Harm		Clinical Event		Collapse/faint/fit		Collapse		Johnson,  Rhona		Finally approved		Low Harm		No harm		11/3/25		Called for help from my colleague. Crash call made as she was not responding to voice and looked very unwell. 
She was reviewed by the crash team and by the time they arrived she was more responsive and able to speak. She denied hitting her head however began vomiting. Observations taken and BM. These were given to outreach staff. 
She was moved to a hospital reclining chair and given something to eat. It was strongly advised by myself, outreach, my manager and another colleague multiple times that she should go to A&E to be reviewed as she may have caused internal bleeding as a result impact to her head. 
Her husband came to collect her and it was also explained to him and reiterated the importance of her being reviewed in A&E however she declined all requests. 
Once she had eaten and felt well enough to go she left, as advised by outreach. Observations prior to her leaving were BP 111/68, HR 82, SP02 96, RR 15, temp 36.2. She left the unit in a wheelchair.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		Network Services

		I17731		10/31/25		13:00		10/31/25		Call from service manager, unable to staff all theatre lists on MOnday 3/11/25, brachytherapy prostate list cancelled.  Patients informed and apologised to and will reschedule on Monday when have clinician availability.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting Staff		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Staffing		Jones,  Tracey		Incident being managed locally		No Harm						Patients informed, apologised, aim to reschedule asap.				Network Services

		I17718		10/31/25		12:00		10/31/25		Ward 3 inpatient SACT ward
Patients visitor, was with patient sat on chair. went hot, fainted and ? slipped of chair and hit head. Ward nurse suggests that she did, the visitor thinks she did not. 
Crash team called as vacant episode all crash team in attendance.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		No Harm		Clinical Event		Collapse/faint/fit		Faint		Johnson,  Rhona		Incident being managed locally		No Harm						On arrival patient was in a chair, alert, patient had  vomited into a bowl. 
Obs on arrival - BP 93/61, HR 42, O2 88%, T 36.2, RR14. CBG 5.2
Relative says she went hot and then fainted, reports, no cardiac history, no seizure activity, no medications, passing urine well, no blood new smells. No recent changes in bowel habits. No blood thinners. Inspection of Head, no signs of trauma and Neuro obs fine. PEARL3. Power 5/5 in all limbs. 
Relative states she only had a bit of toast this morning, and that she was not feeling right. Given food and drink, moved to reclining chair no assistance needed. 
OBS - BP 100/70, HR 87, Sats 97%, T 35.7, RR 17. GCS 15/15. 
We have strongly advised that the relative goes to A&E after this episode, if she ?hit her head and vomited. The relative is adamant and that she does not want to go. She will book in to her GP ASAP.				Network Services

		I17719		10/31/25		13:00		10/31/25		TSRT9
B7 bleeped to review CBCT due to X rotation effecting coverage, orange knee step not used but present in site set up. Opted to reset up with knee step in place, additional image approved, reimaged and treatment delivered. Additional concomitant dose to patient 10mGy (Pelvis M20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		11/3/25		Assessed target coverage on CBCT
Approved additional image and reset up with correct immobilisation
Discussion had with treating staff				Network Services

		I17720		10/31/25		13:00		10/31/25		Patient attended for C6 Durvalumab/Cisplatin and Gemcitabine. Blood parameters out of range. Unable to check whether they are in range for treatment on the day as there is no combined treatment protocol for HPB patients on Share point.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wardell,  Stephen		Incident being managed locally		No Harm						Contacted HPB pharmacist and author of Treatment Protocol for Cisplatin and Gemcitabine in Biliary Tract Cancer or Pancreatic Cancer, with suspected platinum sensitivity to ascertain if a combined protocol exists. 
Staff at the time found a Durvalumab protocol on Sharepoint but for the treatment of Lung cancer. 
Blood results checked by the medical team and treatment went ahead after some delay				Network Services

		I17706		10/31/25		09:54		10/31/25		red clean requested for c diff on sr5 aacu.
unable to fog room due to door structure.
Clean completed by deep clean team.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities







Incident Reporting

In October 2025, 88% of all incidents reported (904/1026) were classed as ‘Incidents 
affecting a patient’ and therefore reported to LFPSE (Learning from Patient Safety Events).

The chart shows that of these ( excluding rejected ), 106 (10%) were clinical events, this 
category includes cardiac arrests, known complications and events recorded for monitoring 
purposes.

The remaining 762 incidents were categorised in the DCIQ system, and the chart shows the 
top 10 categories identified.

Lab investigation - 77% of lab investigation incidents were categorised as labelling errors. An 
order comms task and finish group led by CSSS has been agreed to review and improve 
compliance with sampling requirements.

XR radiotherapy - High reporting by the radiotherapy directorate is typical due to the 
requirement to report radiotherapy error and near misses (RTE) to NHS England.  The 
directorate utilises PSIRF to ensure proportionality and systems learning through their 
incident management process.
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		Ref		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		Who/What has been affected by the incident?		Result		Type		Incident Category		Incident sub category		Handler		Approval status		Initial severity		Final severity		Closed		Action taken		Lessons learned		Department - Division

		I17649		8/27/24		12:49		10/29/25		DXA scan requested 27/08/2024 with scheduling details:
REQUEST FOR: Next available imaging appointment
SCHEDULE DETAILS: next available please
Found on Cris 'orders' list 29/10/2025.
Referrer was contacted to see if request should have been cancelled, but they advised the scan is still needed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Asked referrer to submit new order as clinical information is now very old.				Clinical Support and Specialist Surgery (CSSS)

		I17568		10/26/24		00:00		10/27/25		Patient treated with Enhertu under NHS care (on CDF) for one year from disease progression with no follow up review appointments or on treatment imaging to assess for progressive disease or toxicity (ILD). Blueteq criteria state treatment is not funded beyond disease progression.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		Low Harm						Patient had scan 4/9/24 with mixed response but clear progression in lungs and pleural disease.  Patient informed at OPA 12/9/24. Follow up put on hold pending patient decision. Next dose scheduled 26/10/24. Patient has continued to receive a further 13 cycles of treatment funded by NHSE via CDF. In the last 12 months this patient has not had any NHS medical review documented on CWP and has not attended any NHS clinic apts. Patient has not had any further scans to assess treatment response or assess for potential ILD (in trials this drug has been associated with fatal pulmonary toxicity). Queried with prescriber 22/10/25. Treatment now cancelled on iQEMO and patient looking at alternative treatment options.				Network Services

		I17019		5/16/25		09:00		10/8/25		A patient with extensive stage small cell lung cancer
The possibility of thoracic radiotherapy +/- PCI was discussed with the patient at their new patient consultation.
This was not picked up until after the patient had already received 6 cycles of treatment
We would usually refer after 4 cycles
The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Pabial,  Suneil		Incident being managed locally		No Harm						The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				Network Services

		I17094		6/20/25		00:00		10/10/25		Patient returned unused medication as was prescribed Omeprazole but dispensed Aciclovir. Omeprazole sticker on box of Aciclovir. Error noticed by patients so did not take the incorrect medication				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Medicine label - wrong/transposed/omitted		Nolan,  Russell		Finally approved		No Harm		No harm		10/14/25		I have taken the medication from the patient and returned it to the pharmacy department				Network Services

		I17302		7/3/25		00:00		10/17/25		Consultant contacted by Radiotherapy about a CT scan that had been cancelled and not rebooked and noted that patient was consulted by phone on 24/07/25, but although clinic letter done, no outcome form on CWP and no fup booked.		feedback given to staff member		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		Consultant sent CWP message to sec to book fup per the clinic letter of 24/07/25 (sec checked Careflow and f2f appt 24/07/25 had been cancelled and rebooked as a telephone consult on the same date).
Fup appt booked for late November and letter sent.		feedback given to staff member		Network Services

		I16841		7/4/25		06:34		10/3/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 16/10/2025: Missed sternal bone mets and overlooked left breast surgery. CT Thorax Abdo pelvis oral and IV Cont. Also same potential
discrepancy for CT scan performed 11/12/24 and reported 13/12/24 same reporter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Potential discrepancy reported after review for MDT.				Clinical Support and Specialist Surgery (CSSS)

		I17279		7/29/25		08:00		10/16/25		INCIDENT REPORTED BY TCPC: Patients bloods taken and sent to the lab pre- treatment.

Results not recorded and still not showing on CWP 2 hours later- therefore staff nurse went down to pathology to locate bloods and ask how long it would be.

Bloods not located- ?lost.		The lab reception team have investigated the issue raised, and are unable to determine where the samples could have gone- as we have no record of these being booked into the Synergy system. The ward should review the transport of these were they lost in transit or mis-placed as subsequent samples have been processed on the day.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		10/22/25		"Bloods re taken and sent as URGENT.
Duty of candour adhered to.
Datix sent to NHS pathology labs for investigation.
"		Unfortunately we are unable to carry out any further root cause analysis as the laboratory has got no record of  additional samples being receipted on 29.07.25 which would be entered into TD Synergy.		Christie Pathology Partnership

		I17681		7/29/25		15:00		10/30/25		Whilst rolling a patient to insert a pat slide i felt  a pulling/tearing sensation in my wrist. I was following the policy and rolled the patient towards me with the help of others. The patient was fairly heavy.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Staff		Harm		Clinical incident		Moving and Handling		Innapropriate patient handling- Other		Thomas,  Preethi		Incident being managed locally		Low Harm						As the injury didn't feel major i continued working for a couple of weeks, and informed my line manager. I also stopped moving and handling patients and lifting heavy items in work.				Clinical Support and Specialist Surgery (CSSS)

		I17442		8/4/25		10:50		10/22/25		TSRT 9 13I LEVEL1, SB 13hh,13i   MD 13cc   CF1a,1b,1C,2C
Patient received daily image verification when not protocol and authorisation for additional concomitant exposures not sought
Total of 22 additional concomitant exposures (220mGy)
Reportable incident				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm				This error was identified during a retrospective review/audit for paediatric patient imaging . Patient was having 5400cGy/30# to left pelvis ewings sarcoma. Under protocol imaging is #1-3 and weekly thereafter however this patient was imaged daily.
No annotations in Mosaiq or CWP that confirm clinician, or person with appropriate scope of entitlement, authorised additional exposures				Network Services

		I17378		8/12/25		13:54		10/21/25		Outcome form completed asking for FU appt withing 6/52 but form not actioned so no appt given and pt has run out of SACT				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Morgan,  Karen		Incident being managed locally		Moderate Harm		Moderate harm				Pt added on to clinic same day as consultant informed of incident				Network Services

		I17025		8/13/25		11:00		10/8/25		TSRT9/level 4/6F/CF/MD6E/CF1d
patient called to ask when radiotherapy treatment would commence she was aware she was on a waitlist.  On review the patient was not on the waitlist spreadsheet.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		On review of clinical notes the patient had a booking form completed and an email was sent to the wrong bookings team, this was then highlighted to the correct booking team but had not been highlighted to the treating team and was therefore not added to the waitlist.  This was rectified by the team and patient was added to the waitlist - this has not impacted on when the patient would receive treatment due to the order of the waitlist				Network Services

		I17027		8/13/25		11:00		10/8/25		TSR9/LEVEL5/sb11n/xr2g/cf1d  note in CWP for another patient was identified in the incorrect patients notes		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		2G Data recording		Hudson,  Scott		Finally approved		No Harm		No harm		10/24/25		reported with IT to remove and Datix completed		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		Network Services

		I17316		8/14/25		09:00		10/17/25		Patient came to clinic and had not been taking lenalidomide, patient never received cycle 28 of lenalidomide. The patient assumed that lenalidomide had stopped as none was delivered.  
Cycle 28 prescribed and pharmacy medicine request form completed on CWP. 

It is noted on delivery/collection details: PLEASE ANNOTATE NO PAF have emailed
put through to post 18/08 SK

Not clear what has happened with medication.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Kelly,  Marie		Finally approved		Moderate Harm		No harm		10/27/25		Consultant aware and further medication prescribed.				Network Services

		I17067		8/14/25		00:00		10/9/25		A referral from Sheffield sent to Christie Referrals and Bookings as received 5.2.25 when date received should have been 21.7.25		- Amended referral date and raised datix as protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Melanoma Consultant queried where the referral had gone to as this couldn't be seen on CWP but was subsequently found but had been entered as received on 5.2.25 whereas date actual date received was 21.7.25.		- To be vigilant in entering data onto Careflow.
- Take a break away from PC screen if needed.		Network Services

		I16775		8/14/25		10:00		10/2/25		Car backed into hidden post. Poor lighting, tinted windows with poor visibility hindered by rear passenger headrests. Sensors didn't pick up post.  Car quite damaged.  Member of staff OK.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Reported internally promptly and raised with car management company.  Car awaiting repair.  Still awaiting repair 10th Oct and a further incident will be raised to deal with the car management company.				Network Services

		I16832		8/15/25		08:00		10/3/25		INCIDENT REPORTED BY NCA: took over care of patient, carried out thorough skin inspection, patient had a stocking on left foot , removed stocking and saw there were pressure lines on left foot from tightness from the stocking, patient husband stated the stocking had been left on since before admission  from christies. left the stocking off for a couple of hours, red pressure lines disappeared however left a small red mark/bruise on left foot		None taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/23/25		updated body map, patient educated on pressure care, escalated to NIC, escalated to ward manager		From speaking to staff who reviewed the patient post discharge from AAU and reviewing the documentation during admission, the patient did not have a compression stocking in situ during admission on AAU nor was there a stocking in situ 2 days after discharge from The Christie. Therefore, unable to attribute pressure damage identified at Fairfield to The Christie. The Lymphoedema specialist reviewed the patient in an outpatient clinic 13 days prior to admission to Fairfield Hospital, they had ordered a garment for her but no compression stocking was put in situ at that time. The patient was reviewed by MDT during admission on AAU, she was deemed to not need support in the community and was able to care for herself with the help of her husband.		Clinical Support and Specialist Surgery (CSSS)

		I17586		8/15/25		13:50		10/27/25		Registrar sent a CWP message to a secretary to ask for patient to be brought back to clinic to be given a positive scan result. Admin team have sent a "good news" letter to patient to say their scan results were negative.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Marley,  Heather		Incident being managed locally		Moderate Harm						Senior surgeon has explained the error to the patient and their family and apologised for the error. He has explained the results and ordered appropriate repeat scans. I have signposted to PALS.				Clinical Support and Specialist Surgery (CSSS)

		I16838		8/18/25		12:00		10/3/25		Patient admitted with bowel obstruction secondary to metastatic pancreatic cancer. 
Underwent attempt at colorectal metal stent fluoro guided 18/8/25. Failed attempt. 
19/8/25: CT TAP extensive free intraperitoneal air in keeping with bowel perforation. Scan reviewed with Consultant radiologist and site is distal transverse likely due to air being inserted at time of attempt at stent.
Patient not appropraite for surgical intervention. For best supportive care. Died 18/9/25 in a hospi				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Interventional Radiology)						Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Whelehan,  Sarah		Learning response required		Moderate Harm		Moderate harm				Supportive measure provided/ discusion with surgical team.				Clinical Support and Specialist Surgery (CSSS)

		I17564		8/18/25		10:58		10/27/25		A clinical trial patient  completed quality of life questionnaires. The nurse who saw the patient in clinic put these in an envelope and put them on the lead clinical trial co-ordinators desk. The clinical trial co-ordinator was unable to find the questionnaires.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building						Incident affecting Patient		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Taylor,  Claire		Incident being managed locally		No Harm						Clinical trial co-ordinator informed the trial nurse that the questionnaires were missing and looked for them in multiple places.				Research and Innovation

		I17110		8/23/25		00:00		10/10/25		Patient enrolled in trial CCS1477-02 (19_DOG06_264). Admitted to Palatine Ward with hyperglycaemia, renal failure, and hypercalcaemia on 22/08/2025. During drug prescribing on ePMA on 23/08/2025, the weekly dose of dexamethasone (due on 27/08/2025) was by system default, scheduled for 23/08/2025. This discrepancy was not identified by the prescribing doctor, and the dose was administered as prescribed.		To be taken to the quality managers to consider how best to bed into clinical sessions.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Mamat,  Mohd		Finally approved		No Harm		Low harm		10/22/25		Dose administered as prescribed by nursing team. As a result of a complain investigation, the incident was identified and reported.				Network Services

		I16756		8/28/25		12:00		10/1/25		TSRT9 4K/ CF 3/ MD 4J/ SB 4J

Pacemaker was selected on the book forms of 2 patients but despite this the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Abutaleb,  Mohamedkhalid		Rejected		No Harm						*Highlighted during consent process
*Cardiac triage team informed
*Triage process started				Network Services

		I16754		8/28/25		12:00		10/1/25		TSRT9  level 5 4H/ cf 1c/ SB 4j/MD 4j

Pacemaker not selected on the booking forms of 2 patients, therefore the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		*Highlighted during consent process 
*Cardiac triage team emailed to alert
*Triage process started				Network Services

		I16985		9/1/25		00:00		10/7/25		Distressed phone call rec'd from patient's relative as he is in significant pain.
Last seen by CO 01/09, anno and letters seen on CWP, and dx from this team.
Per anno it said he was being referred to MO for palliative SACT but no referral seen on system as done or waiting to be done.		Admin Support:
Administrative resources are continuously pooled with the stream to manage the typing backlog efficiently.
Medical Oncology Appointment:
The MO appointment was booked immediately. The patient was scheduled for palliative chemotherapy, and the delay had no impact on available treatment options.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		1. Checked EPRO dictations from 01/09.  At end of anno were letters referring pt to Salford for a stent, also the SACT referral letter to MO.
2. Urgently typed and issued all the missing letters.
3. Submitted SACT referral to referrals portal.  Also emailed MO consultant and CNS team with apology for delay and informing him referral had now be submitted.
4. Emailed stent referral letter to Salford for completion of records as patient was stented on 29/09.		Outlined to the admin team to ask for help when typing backlog startes to become unmanagable.		Network Services

		I16785		9/2/25		20:46		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16790		9/2/25		13:50		10/2/25		Patient received albumin and the second independent check not completed. The first independent check appears to have been completed post transfusion. 

On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16795		9/2/25		18:53		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17087		9/4/25		16:52		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16724		9/5/25		10:00		10/1/25		INCIDENT REPORTED BY STOCKPORT HOSPITAL: PICC line inserted at Christie on 5/9/25. on arrival to laurel suite on 11/9/25 PICC line dressing changed and 2 small areas of skin damage noted under dressing from pressure of the dressing pushing on the clamp on the line and the cap to the end of the line. patient reported the dressing had felt very tight since insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Hill,  Steve		Incident being managed locally		No Harm						dressing removed and replaced under ANTT. no signs of infection noted. photographs of wounds taken with patient consent

I do not have the images at the time of reviewing this incident. The incident and the medical notes say an area of 'skin damage'. As the skin has not been described as broken I'm assuming it has not been, there is no mention of grading of pressure damage, so I again I'm assuming their is some indentation where the PICC hub and clamp had be placed.
The Staff member who undertook the procedure and applied the dressing is currently off so I cannot discuss the case with directly.  
However, we do not apply pressure dressing unless the patient is showing signs of bleeding, there has been an arterial puncture or significant haematoma.  What is offer to patients are elasticated arm tubing if the patient prefers the whole are to be covered.
Dressings are not routinely placed over the CVC sites in a tight manner which can result in pressure damage. However, of the staff member has done this in a tighter manner than normal, together with elasticated dressing this may have lead to the application of too much pressure over the catheter this together with this gentleman being on steroids and perhaps increasing skin/tissue fragility may have lead to too much pressure over the hub and clamp area of the PICC.				Clinical Support and Specialist Surgery (CSSS)

		I16742		9/5/25		08:00		10/1/25		Ordercoms number 9340706 & 9340707 - Biochem and Haem samples sent in virology bag.  (Please note that Biochem/haems samples go in the clear bag and are processed here, Microbiology samples go in the blue bag and are sent to Salford & Virology samples are put in the Red bag and are sent to MRI).  These samples could have been sent to MRI in error due to being in the wrong bag resulting in not test results being available on CWP)		To raise at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and samples processed here with a slight delay due to the samples being in the virology pile as they were in the incorrect bag.		For monitoring purposes		Network Services

		I16822		9/8/25		14:00		10/3/25		In error a follow up echo for a patient on trial was missed.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		10/10/25		Consultant informed, sponsor informed of how to proceed. No harm to patient as patient well and this classed as a deviation and another echo was not needed. Review on process of why this was missed underway. 
Contributing factors – nursing team not being aware that echo assessments were needed at this time point. The echo assessment was quite intensive (2 weekly at this point).  To prevent this happening again the nursing team agreed, that for cell therapy pts,  team will book post treatment echocardiograms for up to 6 weeks post treatment at the time of study enrolment.

The dates of the echo assessments will also be written on teams patient white board in the office to prompt the nurses to check receipt of echo reports and ensure assessments has been completed and reviewed in a timely manner.				Research and Innovation

		I17156		9/9/25		03:00		10/13/25		Patient received 1 x RBC and the pack number was documented incorrectly as G095 625 356 898 U instead of G095 625 356 898 on the prescription by the nurse.
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/13/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16817		9/9/25		14:34		10/3/25		Second independent check not completed/completed by the same nurse.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Research and Innovation

		I16818		9/9/25		14:50		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16819		9/9/25		17:10		10/3/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I16820		9/9/25		07:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16821		9/9/25		17:05		10/3/25		Patient received a unit of platelets and no starting information or end vital signs recorded. 

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the form will not close without this.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16823		9/10/25		20:04		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16825		9/10/25		12:58		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16846		9/10/25		19:10		10/3/25		Patient received 1 x RBC and the end digit of the pack number was documented incorrectly as the letter 'Q' instead of the number '0' on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16884		9/10/25		12:00		10/3/25		tsrt9/ Level 5/ 10j/CF2c/13G/SB13F
20# pelvis patient 
Identified at #6 site setup lost - could have been during prep import or at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Raised to B7 when error identified. 
B7 asked Pre-Treatment to investigate and try to identify information for the site setup using RTP scan. 
Site setup filled in with relevant information from RTP scan. Note in nav asking radiographers  at next # to identify tattoo measurements.
Heel to heel to be written down and confirmed is appropriate utilising patient XVI. 
Feedback given to Pre-treatment Radiographers regarding filling in and approving site setup - they stated that they now approve site setup earlier (before RTP) to avoid this stap being forgotten therefore they were thinking this incident related more to prep room processes rather than RTP 
Radiographers at Prep reminded to be checking Site Setup before and after import and to be using the WI provided to avoid site set ups being lost. 
Radiographers on liancs reminded to inform B7s as soon as possible if information regarding patient setup is missing.				Network Services

		I17088		9/10/25		17:32		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16849		9/11/25		19:09		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16851		9/11/25		17:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16854		9/11/25		17:44		10/3/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17199		9/12/25		15:00		10/14/25		C4D1 treatment on 12 Sept - Noted patient has implanted port which was not used for IV access for the last two treatments.  A peripheral cannula was inserted instead. No documented reason for not using the port. Patient did not mention to nursing staff he has a port and thought the treatment needs to be given via cannula.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/27/25		Checked CWP for last use of port - 1 Aug,  within 3 months, accessed using ANTT, 5ml bloods can be withdrawn and discarded, flushed and patent. CAT score 0.
Explained to patient the use of port over cannulas.  Verbal Consent gained and safety netted and he is happy to have treatment via port. 
NIC informed.				Network Services

		I16857		9/12/25		20:59		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17089		9/12/25		13:57		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17090		9/12/25		19:08		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17085		9/12/25		15:28		10/10/25		Suspected transfusion reaction.
Increase in temperature to 38.3 and BP 160/79 following the completion of RBC's		Ward manager contacted regarding the documentation, reporting, and samples required for a transfusion reaction		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/21/25		Medical review sought.				Network Services

		I16861		9/14/25		07:55		10/3/25		Patient received a unit of RBC's and neither the first nor the second independent check were completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Start information estimated as the form would not close without this completed.
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16967		9/14/25		18:11		10/7/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for the 15 minute vital signs.
NEWS completed at 21:16 for the post vital signs		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17261		9/15/25		00:00		10/16/25		Duplication of forms uploaded to CWP. Haematology external results 15-Sep-2025 @00:00. 1 copy to be removed				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Turner,  James		Finally approved		No Harm		No harm		10/16/25		N/A				Research and Innovation

		I16971		9/15/25		15:00		10/7/25		Patient attended for planned CD34 for apheresis. bloods checked and Hb noted at 70. Discussed with Dr Kulkarni and to deviate from policy and proceed with apheresis and complete a blood transfusion post apheresis procedure. Procedure completed with caution in regard to low HB. 2 units of blood requested via day unit doctor for post procedure to be completed on HTDU/Ambulatory care. 
blood prescribed incorrectly- not irradiated requested when irradiated needed.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Diggory,  LornaJeanette		Learning response required		No Harm						As the apheresis team this is not our job to recheck the prescription. we were re-reviewing the patients noted and noticed it was prescribed in error. hence late reporting. apheresis team contacted the labs to ensure irradiated was issued, to which it was. 
datix submitted to highlight the incorrect request issued which could of caused further harm if not flagged.				Network Services

		I16777		9/15/25		12:00		10/2/25		Ordercoms number 9350752 - Serum brown top received totally unlabelled in an biochem bag with ordercoms card attached,.		To discuss better at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged booked in using the barcode on the card and a comment put in synergy explaining why sample was rejected.		For monitoring purposes		Network Services

		I16778		9/15/25		08:00		10/2/25		Ordercoms number (509)9350563  Microbiology sample received in biochemistry bag. (Please note that microbiology sample go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sent to Salford with a delay

		I16779		9/16/25		08:00		10/2/25		Ordercoms number 9351664.  Microbiology sample in virology bag. (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the virology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile				Clinical Support and Specialist Surgery (CSSS)

		I16780		9/16/25		08:00		10/2/25		Ordercoms number 9352347 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the biochemistry pile

		I16782		9/16/25		08:00		10/2/25		Ordercoms number 9352345 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile

		I16969		9/16/25		15:40		10/7/25		Patient received a unit of RBC’s and the first independent check was not completed prior to commencing the transfusion.

No starting information or outcome documented.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Start time estimated as the prescription will not close without this information.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I17046		9/16/25		16:26		10/9/25		Patient received 1 x platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit documented as the number '1' instead of the number '2'				External Other Trust

		I17047		9/16/25		15:28		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17044		9/16/25		17:38		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17426		9/17/25		13:00		10/22/25		TSRT9  level 5 4H; CF 1C/2C; MD 12a; SB 4j
Patient with ICD did not have pacemaker selected on the booking form therefore it did not trigger the cardiac triage process.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		11/5/25		*Picked up by medical team during telephone consent
*Medical team informed the cardiac triage team				Network Services

		I17048		9/17/25		10:49		10/9/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit of the pack number was documented incorrectly as the letter 'B' instead of the letter 'N' on the prescription.				Clinical Support and Specialist Surgery (CSSS)

		I17049		9/17/25		17:45		10/9/25		Patient received a unit of RBC’s and the second independent check not completed prior to commencing the transfusion.		Nurse involved informed for reflection and learning		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		Blood products require second check, nurse involved informed for learning and reflection		Clinical Support and Specialist Surgery (CSSS)

		I17086		9/17/25		00:00		10/10/25		Outcome form from patient review 17.9.25 requested f/up 1.10.25. App not made.		I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/24/25		none

RP - Sent over to individual who marked EOF as actioned for review 13/10
I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		Network Services

		I16786		9/17/25		08:00		10/2/25		Ordercomms numbers 9352923 &9352922 - FBC label on Serum sample and Biochem label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why samples were rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16787		9/17/25		08:00		10/2/25		Ordercoms number - 935153, 935154, 935155 - FBC label on serum sample, Glucose label on EDTA sample Biochem label on Glucose sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		10/3/25		Glucose and FBC samples rejected as incorrect labels on samples, however, there was a correcly labelled spare sample so that was processed for Christie profile.				Clinical Support and Specialist Surgery (CSSS)

		I16788		9/17/25		08:00		10/2/25		Ordercoms number 9353267 & 9353266 - FBC label on biochem sample and visa versa.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy explaining why samples were rejected				Clinical Support and Specialist Surgery (CSSS)

		I16789		9/17/25		12:00		10/2/25		Ordercoms number 9353293 - Christie profile label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16802		9/17/25		15:15		10/2/25		Patient on a clinical trial MK3475-C93 ( 22_DOG01_201)
CTC was entering information on the trial database and noticed there was no administration details on Iqemo for this cycle 13.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Meek,  Crawford		Finally approved		No Harm		No harm		10/8/25		Attempted to contact the treating nurse but on annual leave until 9th October. Escalted to line manager and advised a datix				Network Services

		I16791		9/18/25		08:00		10/2/25		Ordercoms numbers  - Patient 1 : 9354185 & 9354186  Virology samples in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the microbiology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to MRI with a delay due to being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I16792		9/18/25		12:00		10/2/25		Ordercoms number 9354752 Virology sample received in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I17050		9/18/25		16:34		10/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17051		9/18/25		19:34		10/9/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.				Clinical Support and Specialist Surgery (CSSS)

		I16793		9/19/25		08:00		10/2/25		Ordercoms number 9355654 -  Virology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.)		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.		For monitoring purposes		Network Services

		I16776		9/19/25		08:00		10/2/25		Ordercoms number (509)9355365 - Sample for Christie profile, magnesium and crp rejected as incomplete patient demographics on the sample and also on the white ordercoms card - Printer looks like it is not aligned correctly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Booked in using barcode and a comment put into synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I17229		9/20/25		17:32		10/15/25		Unit of RBC;s collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.				Capital, Estates and Facilities

		I16796		9/20/25		08:00		10/2/25		Ordercoms number - 9332003 & 9354243 - labels re-used from the 28.08.25 and from 18.09.25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/10/25		Error logged, contacted the ward.  Nurse unsure who bled the patient but  they will repeat with new labels.  Informed the nurse that the sample is at reception and they will come and investigate.  Labels now fixed but missed the transport so 1 day delay is samples being sent to correct hospital				Clinical Support and Specialist Surgery (CSSS)

		I16798		9/20/25		08:00		10/2/25		Ordercoms numbers 9356882 & 9356881 - Duplicate labels used for yesterdays blood.  Already resulted.		Training to be delivered next week to as many staff as possible. 
Information posters are in place at each printer. 
Discussed in huddle twice a day.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Phoned ward.  Nurse cannot say with confidence who has bled the patient and they will re-bleed				Clinical Support and Specialist Surgery (CSSS)

		I16805		9/20/25		00:00		10/2/25		Admitted March 25 for allograft, long complex admission with neurological toxicity from treatment. Started on steroids to treat symptoms May 25, neurology plan to very slowly wean by 2.5 mg every two weeks. 
Weaning course was prescribed on Palatine. Pt admitted to CCU Aug (sepsis) and all meds on ePMA placed on hold. When stepped back down these have not been taken off hold and steroids dropped off the chart. No doses given since 7.5mg 20/09. Risk of steroid withdrawal.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Discussed at MDT, monitor for steroid withdrawal and consider cortisol monitoring no apparent effect from unintentionally stopping 1.5 weeks ago. Submit incident form.				Network Services

		I16829		9/20/25		11:30		10/3/25		Patient receiving SACT on clinical trial 4/9/25
. Patient contacted the hotline unwell on the 20/9/25. 2 calls on the day, discussed with the SpR on call. Decision made for patient to stay at home. 
On the 21/9/25 patient admitted to Salford Royal in severe DKA. Sadly developed multiorgan failure and died.
For reflection on hotline call to see if any lessons can be learnt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical incident		Admission		Delay/ failure		Roberts,  Rebecca		Incident being managed locally		Death		No harm		10/17/25		NA				Clinical Support and Specialist Surgery (CSSS)

		I17091		9/20/25		17:01		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16799		9/21/25		08:00		10/2/25		Ordercoms number 9357350 & 9357351 - Duplicate labels used.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Contacted ward and they will re-bleed patient.

		I16803		9/21/25		12:00		10/2/25		Ordercoms number 9357518 - Virology sample in biochemistry bag and biochemistry sample in virology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  These samples could have ended up in the wrong hospital due to being in the wrong bag. - which could have the consequence of no results available on CWP. )				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, de-bagged, biochem one processed here and the virology sent to MRI.				Clinical Support and Specialist Surgery (CSSS)

		I16801		9/21/25		08:00		10/2/25		Ordercoms number 9357457 - Virology sample in with biochemistry samples.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  This sample was delayed getting to MRI as it was in the wrong bag with other samples. )		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI wilth a delay due to being in with biochem samples.		for monitoring purposes		Network Services

		I16830		9/22/25		10:00		10/3/25		TSRT9/level5/10J/ 10l/CF1c/CF2c/SB 10/ MD12F

No treatment entered at rtp appointment - no rad rx
No site set up  created - no site set up information entered
Ct scanner treatment day not prepped the night before, therefore prepping and scanning at the same time.
Treatment preparation data entry picked up and called band 7.		information added		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Noted at treatment data entry. band 7 called.
Images reviewed on scanner. Position entered with immobilisation devices. Noted added to look for rotations on image review to ensure knee/pelvis position correct.

Staff reminder to where possible prepare the scanner list the day before or try and staff a bust scanner list adequately.
Staff to take due care and attention when completing rtp checks.		ensure all aspects are completed		Network Services

		I16833		9/22/25		12:00		10/3/25		Ordercoms number 9348599 - Virology sample received with duplicate barcode from 12/09/25 and results had been submitted to CWP.		To be discussed at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and sample sent to MRI on the chance that they would process the sample with their own lab number.		For monitoring purposes		Network Services

		I16852		9/22/25		12:00		10/3/25		Ordercoms number 9356191 - Virology sample in microbiology bag was returned from Salford.   (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could  ended up at Salford due to it being in the wrong bag )				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged and sample sent on next available van round to MRI.

		I16850		9/22/25		12:00		10/3/25		Ordercoms number 9358129 - Haematology request (coag) received on Sputum sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment stating why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16836		9/22/25		12:00		10/3/25		Ordercoms number 9357731 - Microbiology sample received in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)		Added to Safety huddle and discussed in daily  Nursing  safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lynch,  Gaynor		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the wrong bag.		Added to Safety huddle and discussed in daily  Nursing  safety huddle		Clinical Support and Specialist Surgery (CSSS)

		I16719		9/22/25		10:00		10/1/25		INCIDENT REPORTED BY WIGAN NHS FOUNDATION TRUST: On checking PACS for patients PET scan could see that this was not performed. Rang PET and informed there was issues with
the scanner - this has not been redacted and has delayed patients pathway.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback. 16/10/2025: The scan has been performed and reported. (Changes are noted although the report specifies that the growth is “slow” and so it would appear that the delay in the imaging did not impact the management of the patient.)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		10/16/25		Asked for them to rebook PET and incident reported.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback.		Network Services

		I17053		9/22/25		17:00		10/9/25		Patient received a unit of platelets and the second independent check was not completed.

Start time and outcome also not completed.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17054		9/23/25		14:16		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved reminded to input end of transfusion observations		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff nurse involved reminded to input end of transfusion observations		Clinical Support and Specialist Surgery (CSSS)

		I17038		9/23/25		11:30		10/8/25		Staff member using pool car for business travel took evasive action to avoid collision leading to car ending up off the road into a roadside hedge.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting Staff		Near Miss		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Local police were informed, who recovered vehicle to nearby recovery station. Staff member was dropped off at local train station and made way to local hospital to meet colleague, who was able to return them safely to The Christie later that day				Network Services

		I16835		9/23/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25:  "MRSA swab sent on 23/9/2025 for patient, 
Result not on CWP, 
Path lab advised they did not receive swab		Mentioned to staff members on Daily huddle to use of ERM and patient hospital number to find appropriate samples from date. Staff to not assume that samples not received if code not recognised.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		10/8/25		"Rang Microbiology, they have been sent swab from path-lab
Asked for rush on result."		Test does not appear as MRSA on TD Synergy but comes up as B6CN so staff should be going into individual records for exact test name		Christie Pathology Partnership

		I16840		9/23/25		16:15		10/3/25		INCIDENT REPORTED BY NCA: attended for wound care as referral received from hospital. On reviewing the buttocks, grade 2 present to both left and right buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/7/25		Carried out wound care, photograph taken, scheduled set, equipment in place, datix completed, discussed at safety huddle, discussed pressure relief.
TVN review update-TVN review indicated clearly that this was a moisture-associated skin damage. Please refer to the documentation of the TVN.		Ensure medical illustrations are taken on day of discharge
Patient admitted 14th September late, TVN, Datix and medical illustrations obtained the following morning.		Clinical Support and Specialist Surgery (CSSS)

		I16853		9/23/25		08:00		10/3/25		Ordercoms number 9359093 - Microbiology samples in virology bag.   (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to Salford				Clinical Support and Specialist Surgery (CSSS)

		I16859		9/23/25		12:00		10/3/25		Ordercoms number 9359061 - Microbiology sample in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the virology pile				Clinical Support and Specialist Surgery (CSSS)

		I16863		9/23/25		12:00		10/3/25		Ordercoms numbers 93559183 & 9359846 - two labels on one sample.  This is not possible as the analyser cannot read two barcodes at once.  So either submit a second sample with the second barcode, or add the test on via CWP - reflex add-ons.		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, extra test added on to lab number 9359183		For monitoring purposes		Network Services

		I17281		9/24/25		10:00		10/16/25		INCIDENT REPORTED BY DKMS: Donor donated by PBSC at TCH on 23/09/25 and 24/09/25. At her follow-up session with DKMS after the donation, she mentioned that on day 1 of the donation, there were 5 attempts to cannulate the donor and the nurse said the partial difficulty was due to blunt needles, and that they had another blunt batch a few weeks ago. This was followed up with TCH by the DKMS follow up coordinator (see email chain attached) - this was discussed with the apheresis team,				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Myers,  Nicola		Incident being managed locally		No Harm						and there were no concerns with blunt needles or faulty batches, and it may be have been a communication misinterpretation. However, we have been contacted by the donor today, who informed us that she has an infection on the needle site. She went back to her GP this morning as she had been experiencing discomfort in her right arm (where the cannula was inserted on day 1) and it has been getting progressively worse (unable to straighten her arm, vein felt very hard under the skin, skin was becoming discoloured). The GP has said she has thrombophlebitis and has prescribed flucloxacillin (to be taken 4 times a day for 7 days).

Please could you investigate this incident and let me know the outcome (root cause and any associated preventative actions if appropriate). 
27/10/25 NM- ongoing investigation				Network Services

		I16862		9/24/25		11:30		10/3/25		On arrival to CRF for treatment the patient presented at the nursing desk, to inform the staff they had arrived. Patient reports she was asked by senior staff in red & purple "what disease group are you?" not " good morning, what is your name so i can find where you will be today?". 
The patient was upset as it was senior staff who spoke to her. They also witnessed this reference towards other patients. They were upset as they left after treatment without anyone asking anything about them.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Donovan,  Helen		Finally approved		No Harm		No harm		10/31/25		I apologised to the patient and explained that this is not in line with the Trust values. 
I asked if they would be happy for me to report this incident. They agreed but wanted to be kept anonymous. I explained that this would not in anyway reflect how they are treated and reassured the patient their name would be anonymised. 
I explained this was a learning opportunity for all staff members, to help us constantly improve and grow as a trust, with our patients being at the centre of our decision making. I expressed that I am certain it was not the intention of the staff to upset her in anyway as they are very experienced, however I would highlight to help improve patient care. I reassured her I would escalate this to my line manager.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		Research and Innovation

		I16804		9/24/25		15:00		10/2/25		Ordercoms number 9361309 & 9361310 - Blood samples sent for Faecal calprotectin and Faecal elastase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy as to why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16720		9/24/25		21:00		10/1/25		Referred to Christie urology team on 24/7/25 for MDT review of suspected malignancy. Appears to have gone through multiple MDTs and clinic reviews before CT-guided biopsy on 20/8. Pathology reported on 27/8 and seen by urology team on 1/9, including surgeon on 3/9. Not referred to lymphoma team. Discussed in sarcoma MDT on 10/9 but biopsy findings not acted upon until clinic review on 24/9- patient admitted from clinic acutely unwell, in AKI with creatinine 550.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Disneygoodwin,  Danial		Learning response required		Moderate Harm		Low harm				I was notified by the Med Onc SpR on call that urology had requested admission under myself (Med Onc Lymphoma), without any direct discussion or referral. I reviewed the patient results and called the night SpR to alert them to the creatinine level. He received fluids and was catheterised by urology. I reviewed the patient and initiated urgent diagnostic work up, despite not having any referral. I had to chase 2 consultant urologists on consecutive days before I received the referral 2 days later. 

01/10 - CSS Governance:  Med-Onc Lymph Pt now but not referred by Urology team resulting in significant delay & moderate harm including being admitted with AKI				Clinical Support and Specialist Surgery (CSSS)

		I16747		9/24/25		12:00		10/1/25		Multiple patients given an inaccurate time for treatment on their blue card. On iqemo patient times are different to careflow, resulting in patients attending and no chair is available, causing a delay in treatment time		Small cards have now been printed and are stapled to the blue cards advising patients that their appt may be subject to change due to capacity
Apologies passed to the patients who the team were aware this impacted 
Staff members advised that when contacting patients re changes to their appt schedule that they clearly stipulate we need to to change your appointment for capacity/clinical availability purposes, instead of using terminology is it ok if we change your appt as this in effect is offering the patient a choice when due to capacity we are not able to provide a choice		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/10/25		Escalated to team leader and schedulers		The error was made by a member of the scheduling team who had omitted to cross reference care flow		Network Services

		I16773		9/24/25		06:00		10/2/25		When checking the patient CSA level pre Stem cell infusion it was noticed that there was no CSA level taken that day or the previous day.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Drs contacted and made aware. Labs contacted and requested for that days' FBC bottle to be used to check the level for that day.				Network Services

		I16769		9/25/25		00:00		10/2/25		Phone call rec'd this morning from patient.  He was expecting a Nurse Led telephone consultation last Thursday 25/09 but nobody rang and he wonders if he'd been forgotten.  

*Awaiting email response 07/10*		- Patient booked into correct clinic and highlight to clinical team.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Appointment error		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/7/25		Checked Careflow and appt was made on the wrong clinic, wrong disease group.
He had been booked on CO Lung Nurse Tel Clinic Thur AM
He should have booked on CO UGI Tel Mon AM
I apologised profusely on the part of the Christie for this error, and booked him onto the next available slot in the correct clinic which unfortunately is not until 17/11/25.  
Emailed Upper GI nurses to inform them what has happened to see if they could possibly ring him sooner than that as he will be expecting investigation results.		- If ever uncertain on which clinic to book into, query with supervisor/team to confirm.		Network Services

		I16767		9/25/25		15:00		10/2/25		11 min breach in antibiotics for patient who triggered the sepsis pathway

Documented delay due to long consultation				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Johnson,  Aishling		Finally approved		Low Harm		Low harm		10/2/25		antibiotics administered once prescribed				Network Services

		I16744		9/25/25		12:33		10/1/25		Issues with pack allocation of IMP in clinical trials pharmacy meant Clinical Research Associate (working outside of our organisation) for the trial needed to be contacted. Previous email forwarded to show which kits were affected but unfortunately did not see that research nurse had added patients full name in previous email within thread		To highlight the risk of the accidental disclosure of patient identifiable data at the next departmental meeting		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Osadcow,  Anna		Finally approved		No Harm		No harm		10/21/25		Was unaware of the incident until raised by the CRA and the CTC for the trial who removed the affected email from future discussions.		It is important to highlight the risk of the accidental disclosure of patient identifiable data to the whole clinical trials pharmacy team, as emails are frequently forwarded to external contacts.		Network Services

		I16866		9/25/25		08:00		10/3/25		Ordercoms number 9362570 - Virology sample received in biochem bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to being in biochem bag.				Clinical Support and Specialist Surgery (CSSS)

		I16867		9/26/25		08:00		10/3/25		Ordercoms number - 9363178 - Microbiology AND virology samples received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in, separated samples and sent them to the relevant hospital.				Clinical Support and Specialist Surgery (CSSS)

		I16868		9/26/25		08:00		10/3/25		Ordercoms number 9363517  Biochem sample received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at Salford due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged,, booked in and sample processed here with a delay as it was in the microbiology pile				Clinical Support and Specialist Surgery (CSSS)

		I16869		9/26/25		12:00		10/3/25		Ordercoms number 9360209 - Virology sample sent in microbiology bag with microbiology form.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy stating why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16870		9/26/25		15:00		10/3/25		Ordercoms number 9362975 & 9362974 FBC and biochem duplicate labels.  Not sure.  Found at reception on Saturday AM with note saying "to be relabelled" but its been 24hrs since then.  New bloods have been received since.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Put samples in spares rack and wrote reject on them				Clinical Support and Specialist Surgery (CSSS)

		I16876		9/26/25		08:00		10/3/25		Ordercoms numbers 9362907, 9362906, 9362905 - A specimen bag was received with order coms labels inside but no samples.  Tried to ring the ward but not answer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Booked in with a comment in synergy stating no samples received.				Clinical Support and Specialist Surgery (CSSS)

		I17082		9/26/25		17:44		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To be discussed at the weekly incident meeting and captured in the transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff to record vital signs and NEWS score prior to transfusion		Network Services

		I17570		9/26/25		00:00		10/27/25		Patient receiving goserelin with chemo for fertility preservation. Chemo deferred from 19/9/25 to 26/9/25 because patient DNA. Chemo deferred on iQEMO but goserelin Rx not deferred on iQEMO. Not picked up by treating nurses when patient attended 26/9/25, or  Dose omitted (cycle 2).				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Incident being managed locally		No Harm						Reported when identified error. patient subsequently treated with 3rd dose of goserelin with 4th cycle of chemo				Network Services

		I17520		9/27/25		16:24		10/24/25		1. Unit of RBC's collected from the blood issue room, upon receipt the nurse noted that it was not irradiated. The patient requires irradiated blood components due to receiving a matched unrelated donor transplant in 2008.
2. Noted by transfusion practitioner that the patient had received 2 x units of RBC's on 27/09/2025 and upon checking with the transfusion laboratory found that these units were not irradiated.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Transfusion incident		Incompatable ABO		Incorrect special requirements transfused		Protano-Byrne,  Jordan		Learning response required		Moderate Harm						1. RBC's returned to the transfusion laboratory and irradiated RBC's requested.
2. Discussed incident with blood bank manager. 
    Blood bank system updated to reflect that the patient requires irradiated components. 
    Blood Product Special Requirement form completed on CWP.
    Discussed with the patient's consultant.
    Initial duty of candour completed with the patient and his relative.				Network Services

		I16877		9/27/25		12:00		10/3/25		Ordercoms number 9364423 - CPE request but virology media received.  (Incorrect media for test requested)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Sent to Salford .				Clinical Support and Specialist Surgery (CSSS)

		I16901		9/27/25		08:00		10/4/25		27/9/25 - patient complained hand swollen - fracture ?cause - patient and staff deny any trauma		Spoke to patient in regards to the fracture to see how the injury is 
Patient states injury is hurting still, and is taking regular analgesia 
Patient is waiting for a hand orthopaedic appointment for a follow up for the facture 
Patient supported whilst an in patient
Patient still unaware of how injury occurred 
Correct escalation policies followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Storr-Barber,  Jessica		Finally approved		Low Harm		No harm		10/10/25		Escalated to medics to review at handover Sat morning 
Xray and doppler booked 28/9 am
Xray showed minimally displaced fracture through the articular surface of the head of the 2nd/index finger metacarpal - medics referred to ortho hand clinic, splint for now. 
US doppler NAD
Nurse in charge discussed with patient at the time swelling identified at handover and again 4/10/25 with family present, patient unsure when or how this happened, does not remember any trauma, no falls. 
Staff on shift the night before reported no trauma, they had assisted patient to mobilise to commode and back to bed several times and not noticed/reported any incident. 
Patient has had recent surgical/brachytherapy procedure, patient suggested she would not remember anything during that time but did not notice swelling immediately after procedures.
Note medical admission 17/09/2025 states recent falls				Clinical Support and Specialist Surgery (CSSS)

		I16927		9/27/25		12:00		10/6/25		Ordercoms number 9364429 Virology sample in microbiology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up in Salford as it was in the wrong bag with the consequence  of no results being available on cwp).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the wrong bag.		For monitoring purposes		Network Services

		I16928		9/27/25		12:00		10/6/25		Ordercoms number 9364452, 9364449, 9364451 & 9364450 - Virology sample were in biochem/haem bags and Biochem/haem samples were in virology bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  Biochem/haem samples could have ended up in MRI as they were in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, swapped samples and put into correct bags.  Processed haem & biochem here and sent the virology samples to MRI with a delay as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16874		9/27/25		08:00		10/3/25		Ordercoms number 9364160  Incorrect label received on sample for biochemistry testing.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with comment in synergy explaining why sample rejected

		I16875		9/27/25		08:00		10/3/25		Ordercoms number 9364162 .  Incorrect label on FBC sample				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with a comment in synergy stating why sample was rejected.

		I16839		9/27/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25: "I received a call as duty manager on Saturday morning from the OCCU and theatres
There was an NHS theatre list taking place in TCPC theatres. The NHS patients were due to be discharged back to NHS wards post theatre. It became apparent that there were not enough available beds to transfer the post op patients back to the NHS wards therefore we were asked to accommodate 3 post op patients at short notice"				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Bed management		Escalation		Jones,  Tracey		Finally approved		No Harm		No harm		10/18/25		Escalated the situation to Exec on call for awareness who agreed we could take the patients post theatre if safe. Discussed the patient acuity and bed capacity on TCPC inpatients with the NIC. Agreed to take the patients but this did put pressure on the ward staffing. There were some patients who had already been anaesthetized at the point of escalation to me therefore it was difficult to refuse the proposal				Clinical Support and Specialist Surgery (CSSS)

		I16929		9/28/25		12:00		10/6/25		Ordercoms number 9364721 -  Urine culture in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here  This sample was delayed getting to Salford as it was in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logge, booked in and sample sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I17083		9/28/25		19:45		10/10/25		Patient received a unit of RBC’s and the second independent check was not completed.

Starting information not completed therefore estimated as the prescription will not close without this documented.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17084		9/29/25		21:37		10/10/25		Patient received a x bottle of Albumin and the batch number was documented incorrectly as 08435308305922 11/27 on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/10/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number: G04J176961				External Other Trust

		I17092		9/29/25		19:30		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17096		9/29/25		08:00		10/10/25		TSRT9
Incorrect AlignRT surface used for setup (used previous reference capture rather than CT SIM surface).
Re-setup required.
Additional dose to patient = 6.2mGy.
1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/20/25		Escalated to B7 during online image review as large displacements noted/target coverage compromised.
B7 detected use of incorrect surface.
Re-setup using correct data and reimaged. Pt treated correctly.
13 G 3, sb13hh, md13aa,cf1a,1b,1c				Network Services

		I16930		9/29/25		08:00		10/6/25		Ordercoms number 9363979 & 9363978  2 X blood cultures received today with barcode on that had already been used on 26.09.25.  Please note that we are unable to book samples in with barcodes that have already been used.  Therefore there will not be an audit trail of whether we have received the samples or not.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and samples sent to Salford hoping that they would book in the samples with one of their numbers		For monitoring purposes		Network Services

		I16931		9/29/25		08:00		10/6/25		Ordercoms number 9365326 Sample received with incomplete patient demographics on it.  No surname and half of the hospital number.  Printing was very faded.  3 other samples were accepted but demographics very faded.  Printer needs new carbon and needs to be realigned.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		As this sample (FBC)  did not comply with the laboratory acceptance policy it was rejected with a comment in synergy stating why.		For monitoring purposes		Network Services

		I16911		9/29/25		12:30		10/5/25		Patient was reviewed as part of a routine review - noted during review that patient had not been supplied with oral SACT at the start of radiotherapy treatment. Patient is on ChemoRT for rectal cancer. There appears to have been a miscommunication as to whether patient was to be seen in clinic or by review team on day 1 due to a clinical need to re check renal function before supplying oral SACT.		Process clarified and discussed with staff so all aware of correct process		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Welby,  Sarah		Finally approved		No Harm		No harm		10/18/25		Consultant informed and incident discussed with patient. Patient has realised last week that they had not been given any oral SACT but did not highlight to anyone when attending for radiotherapy.		Need for clear documentation of any deviation for normal review plan
Review SOP with all stakeholders, reception staff, clinic staff, radiographers, review team to make clear the correct review process		Network Services

		I16920		9/29/25		14:30		10/6/25		Incorrect date taken on sample. Sample does not meet transfusion labelling requirements.

Member of staff spoken to and reminded that all cross match samples must be double checked by another member of staff.  The member of staff was also reminded that care should be given when hand writting blood bottles to ensure the correct patient details are transcribed correctly to avoid the patient from having to attend again for another blood test.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Sample rejected and discarded. New sample requested via phone.				Network Services

		I16933		9/29/25		12:00		10/6/25		Ordercoms number 9365908 - Virology samples received in biochem/haem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to MRI with a delay due to it being in the biochem/haem pile as it was in the wrong bag).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to MRI with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16934		9/29/25		12:00		10/6/25		Ordercoms sample 7229436 - microbiology sample was sent to MRI in error due to it being in the wrong bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up At MRI as it was in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Sample was returned from MRI days later unprocessed and was now too old to be processed by Salford.  Sample rejected in synergy with a comment stating why

		I16944		9/29/25		13:37		10/6/25		patient has someone else letter scanned into his notes.
Please can it be removed.
Thank you				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Other		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		datix filled in and will report to be removed 
datix number needed				Network Services

		I16960		9/29/25		00:00		10/6/25		Patient attended for C1 D1 chemo on 29/9 (weekly Carbo/Taxol). Was prescribed standard Ondansetron 8mg BD 2/7 TTO (prepack), then PRN Metoclopramide was reduced to 5mg PRN TDS due to poor renal Fx. This was prescribed as liquid and set to Main Pharmacy from the start - the liquid was dispensed by TCP and sent up to ORTC as planned. However, it was identified on 6/10 (C1 D8) that the bottle of Metoclopramide was still on Satellite pharmacy, even though it had been signed as "Supplied" on iQemo.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Liaised with nurse planned to treat patient on 6/10 (C1 D8) as I suspected pt may have been given a standard prepack (10mg tabs) the week before. We spoke to patient on the unit and she confirmed she was given tabs - she actually had the box in her bag with her. She thankfully had not used it at all as the nausea was adequately controlled with Ondansetron. I removed the box from the patient and in the process also noted that her name and supply date had not been written on the label as required per policy (prepack label was blank for these fields). So patient was both given a prepack in error and also the prepack was given without following the relevant SOP correctly.
Patient ended up getting admitted on 6/10 as unwell so C1 D8 chemo was not given. Metoclopramide liquid kept on Satellite for patient's next attendance on 13/10.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		Network Services

		I16751		9/29/25		00:00		10/1/25		Hospital onset healthcare associated e coli blood stream infection. Attributed to ward 2. Patient was admitted on 27/9/25, +ve specimen on 29/9/25.		Discussed with ICT - no learning identified, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/3/25		72 hr review to take place.		None		Clinical Support and Specialist Surgery (CSSS)

		I16716		9/29/25		12:02		10/1/25		tsrt9
Confidence tone was heard but no image was acquired on 2d kV, "acquisition was interrupted" message popped up				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		Called MCR and B7, tried 3 times and only confidence tone heard, still no image acquired before they reset the system. 

Review of logs confirmed additional dose delivered: 1 x 2D KV pair & 2 lateral 'head' doses. This equates to 0.376 accumulated air kerma. Activity Capture and Questionnaires updated to reflect this in ARIA.				Network Services

		I16717		9/29/25		17:00		10/1/25		TSRT9 / Level 4 / 11J SB11t MD12 CF1c 
*Noted during set up that no origin to iso moves printed on front sheet of plan*
Where would normally see iso moves plan stated "no localisation point defined"
Also no moves in CMA				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/16/25		Band 7 informed whilst pt on bed
band 7 assessed plan happy set up to tattoos which around pubis that end point of plan would still be the same just use image guided to get to iso
-When imaged image very displaced and so informed physics for an extra check everything ok, in mean time due to time pt on bed got pt off therefore additional image was required once verified with physics plan ok and identified iso moves on page 12 of plan, appears a scripting error where iso moves not selected and so plan not printed and therefore iso moves not generated to export to site set up
*Additional image of 25mgy this is the 1st occurrence of additional imaging through error*

Origin POI not set to Localisation within the TPS, therefore no moves recorded (and Exported).  Localisation information derived from Origin coordinate system and patient treated as intended.				Network Services

		I16764		9/29/25		00:00		10/2/25		TSRT 9/ Level 5/ 13FF/ SB 13HH/ MoD 13FF/ CF1c 
New Start Treatment encounter not used for #1.
Not picked up at Post-Treatment Check.
Accidentally found post-#3 at Systematic Review.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13FF Recording of delivered treatment data		Redfern,  Matthew		Finally approved		No Harm		No harm		10/3/25		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		Network Services

		I16765		9/30/25		06:39		10/2/25		6 minute delay in antibiotic administration for patient who triggered on the sepsis pathway.

Documented delay- due to delay in senior review to prescribe antibiotics		Staff reminded to ensure IVABX given within 1 hour of suspected sepsis. Complex medical patient, reviewed by doctor on the ward at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Antibiotics administered once prescribed		1 hour window for IVABX administration breached by 6 minutes		Clinical Support and Specialist Surgery (CSSS)

		I16774		9/30/25		19:00		10/2/25		patient transferred from CCU - patient is 24, therefore under TYA team. Had been assured that would where possible we would provide a side room. We had not been made aware of this request from CCU/Pre Op/CNS				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Apologised to parents
Escalated to matron and patient flow team
explained that could not provde side room overnight but would resolve that following day		Breakdown in communication
Sister in charge unaware of rule regarding 25year old and below for siderooms where possible.		Clinical Support and Specialist Surgery (CSSS)

		I16757		9/30/25		13:00		10/1/25		TSRT9/Level 3/13Z/ CF 2C CF4a/  SB 13AA/MD 13AA

Large left/right displacement evident on XVI.  Patient set up and XVI repeated. Additional dose to the patient 5.3mGy.		patient repositioned and further scan taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 called due to magnitude of L/R displacement on XVI
*Set up checked in the room
*Ant position of laser on patient offset consistent with XVI suggesting pt had moved
*Unable to verify movement based on absence of lateral isocentre marks on the patient
*Radiographers instructed to repeat set up and XVI 
*Radiographers reminded to follow protocol which states marking on the isocentre		follow protocol		Network Services

		I16714		9/30/25		09:00		10/1/25		Height entered on CWP and i Qemo is incorrect for this patient. Listed on our system as 141.6cms. Is 162cms on the GP record. Contacted the patient who has confirmed he has a height of 5ft 4. The incorrect height on iQemo has an impact on the dosing for this patient chemotherapy. The height of 141.2cms was recorded back in September 2024 and has been used to prescribe all 3 lines of chemo so far.		Learning from incident shared with the Outpatient nursing teams.		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		10/22/25		Documented in the notes, consultant informed, DATIX completed, Height corrected on iqemo however have also asked if this can be rechecked when he next attends, Patient informed that there is a height discrepancy however I have not discussed the implications of this with him over the phone today.		To ensure that the height is checked and recorded correctly in the OP clinic onto CWP.		Network Services

		I16715		9/30/25		14:00		10/1/25		Patient came for a scan of the Abdomen and pelvis. The protocol requires a dual scan of the abdomen and a single scan of the pelvis. However, during the arterial scan of the abdomen the pelvis was scanned in error leading to a dual scan of the pelvis instead of a single scan in the porta venous phase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		A note was made at the back of the scan form and Dose radiation incident form filled.				Clinical Support and Specialist Surgery (CSSS)

		I16721		9/30/25		00:00		10/1/25		Community onset healthcare associated c diff infection. Attributed to AAU as patient had an inpatient stay there from 5-7/9 (within 28days of +ve specimen). 
Sample date 30/9/25 on readmission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Pigott,  Ella		Finally approved		Low Harm		Low harm		10/7/25		72 hr review to take place				Clinical Support and Specialist Surgery (CSSS)

		I16722		9/30/25		15:48		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 14/10/2025: Patient seen in post MDT outpatients at TGH for MDT results. Referral made to Clinical Oncology for XRT to hip (metastatic site) for pain/control. Referral confirmed to be on CWP by the Clinical Oncologist herself from 12/9.
CaRP sent on 16/9 with all final reports by MDT Coordinator to Christie. Chaser emails sent by MDTC and CNS Nurses in which we were advised we would need to wait for booking to process referral		•	Checked and referral and appointments made are on the system for assurance this is now actioned.
•	Share this case as a learning example in the next team meeting to raise awareness around the importance of ensuring tasks are completed in full.
•	Reinforce expectations regarding timely response to referrals and follow-up communication.
•	Log this incident in the patient’s individual file with a note of the delay and actions taken, to support continuity of care and track if this issue recurs.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Learning response required		Moderate Harm		No harm				Lung clinical lead consultant Dr Metcalfe emailed directly to Dr Maggie Harris, Clinical Oncologist following seeing patient in clinic and noting the MDTC emails to chase a clinic date for patients treatment.
RP - Will ask tech bar who uploaded referral to CWP for 12/09. No email found in new referral inbox for this patient until flagged on 30/09. Reassigning to ML for review of why tracking did not address with referrals sooner. Tickets #SR-115012
SK - Patient has sustained a #NOF  treatment has been deferred for 2 weeks whilst recovering. harm level discussed with Dr Harris - No Harm

RP 14/10- Tech bar confirmed it was a member of new referrals team who uploaded this on 23/09 then again when raised on the 30/9 - spoken with individual and acknowledged error of not adding to CareFlow but CWP only and apologised for the mistake made and noted she didn’t check her work before moving onto a new task. Noted to be more vigilant when working and double check work before moving on. When this was flagged, it was added to CareFlow.		On assessment it was found to be a human error which has caused the delay between the referral submission and the referral being triaged and scheduling of treatment, despite follow-ups of the email. This delay could potentially impact timely patient care.		Network Services

		I16723		9/30/25		14:30		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 30.09.2025: patient had a txt message to his phone regarding an ambulance being booked for an appointment today at Oldham diagnostic Centre for pet scan patient attended this appointment only to find out his appointment was at wigan not Oldham patient is an inpatient on the ward and the appointment should of come through to the ward so that the exact appointment and place of treatment was done properly not given by txt to the patient		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / PET CT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Harris,  Andrew		Finally approved		No Harm		No harm		10/21/25		patient and family very upset about this reassurance given and told that this will be sorted out		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.21/10/25: Text message on the 25th Sept with the appointment information but this included the incorrect location i.e. Oldham instead of Wigan. The patient used the (incorrect) information in the text message to plan their appointment. Due to the current short waiting times for PET scans, most patients are contacted by phone for their appointments. Details may be sent by text if they patient does not answer a call, or may have the information sent in a text message in addition to the phone call if there is any concern about them having all of the information available. The text messages are sent from a Trust mobile phone, on which text message templates are saved as notes, and which are then edited on a patient-by-patient basis. In the absence of a robust system for text messages linked to PET scan appointments, this manual task is identified as being prone to error and appears to have been the cause of this incident. Details of the incident have been shared with the booking team to remind staff of the importance of the accuracy of this information.		Network Services

		I16731		9/30/25		12:30		10/1/25		right hearing aid lost. patient thinks it has been lost with the bed sheets as he could not find it after sheets were changed.		Spoke to ward staff, Ward clerk, checked the lost property section on the ward. Asked staff in huddle if they had seen any hearing aids on the ward.
Ward staff know to report anything to NIC and leave any items found safely in the office if item shows up		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property lost		Brett,  Georgina		Finally approved		No Harm		No harm		10/9/25		spoke with patient. duty of candour completed.				Clinical Support and Specialist Surgery (CSSS)

		I16732		9/30/25		12:30		10/1/25		Whilst attempting to draw pembrolizumab, using the closed system equipment, the lid of the drug became lose and the drug began leaking out of the vial.  

Vial details - lot.  Z007071.
sn. 1325342927.
exp. 10-26.		No harm to staff or patient. Reported via yellow card.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		There was a practise educator present during in the clinical area who was present so i alerted her.  She then informed another practise educator who examine the vial and took pictures.  Then drug was safely disposed of in a sharps bin and the area was safely cleaned.		No harm to staff or patient. Reported via yellow card.		Network Services

		I16743		9/30/25		17:00		10/1/25		Handed over that pump had been taken off-hold. 
I looked at bloods before pt arrived. Bloods in range, at this point I did not realise that the CPK had not been analysed. Bloods also acknowledged. 
pre-meds administered and toxicities discussed. 
I felt as if I needed to re-check bloods when I realised that CPK had not been added onto bloods. 
Trabectedin had already been taken off hold/was at Baxters ready to  be administered.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Avoidable waste of medication		Omahony,  Mary		Finally approved		No Harm		No harm		10/3/25		I spoke to the SPR on call-as well as the SPR for Sarcoma from that day. 
She contacted consultant who all agreed that it was safest to add-on CPK result and wait for result before going ahead with treatment. 
I contacted Labs who said that the CPK result would not come back until the morning. 
As the treatment has very short expiry date we were not able to use the treatment released yesterday therefore we had to discard of the trabectedin. 
Re-ordered today as CPK result back and treatment administered today.				Network Services

		I16729		9/30/25		16:45		10/1/25		TSRT 9/ Level5/ 11j/ 11a/ 12c/ 14c/ CF4c
Noted during #2 treatment delivery that no post image of beams eye view had been placed into the plan, so post beam MLC position could not be checked from plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/13/25		Escalated to treatment superintendent
Checked MLC arrangement from post DRR in patient chart
Proceeded to treat, radiographer asked to pull post DRR into plan for future #s.				Network Services

		I16725		9/30/25		21:30		10/1/25		On call from 18:00hrs. Got a call from switchboard at 20:35 asking to be in the department for 21:15. Called in to recover an elective patient who was ready for CCU however CCU could not give a definitive time to collect patient. Theatre day staff shift finished at 21:30.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Bed management		Escalation		Madden,  Sarah		Finally approved		No Harm		No harm		10/2/25		Late team leader went to speak to CCU around 20:00/20:30hrs to try and get a timeframe of when CCU would be able to take the elective theatre patient. CCU explained they had a discharge to do and could not give a time. Team leader explained she would have to call in the theatre on call team and speak to duty manager.
She did speak to duty manager who gave the go ahead to call the on call team in. I arrived on the department at 21:15 to start taking handover in recovery. at 21:45 CCU came to take handover and transfer the patient to the unit. Again on call staff called in for non emergency reasons, to cover ward delays rather than emergency surgery. Staff feel the new escalation/ out of hours policy is not being followed by the wards.				Clinical Support and Specialist Surgery (CSSS)

		I16837		9/30/25		08:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.2025: NHS carried out annual mattress audit, unaware to the TCPC team and condemned 2 mattresses, Leaving 3 beds with no mattress and no mattress available in the trust.		infection control team and tissue viability team to train staff		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		No Harm		Non-clinical incident		Estates		General estates issues		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/17/25		"porters made aware and mattress tele tracked to the ward but due to lack of available mattress in the trust beds left with no mattress. 

Due to ward capacity, urgent mattress request sent to porters and 3 delivered to the ward. "		training and recording of training		Capital, Estates and Facilities

		I16992		9/30/25		11:00		10/7/25		Referral was for both Medical and Clinical Onology but I just added for Medical. My manager found it out later.		- Asked to process asap and submit Datix due to delay.
- Referral added as urgent for consultant triage.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added for Clinical Oncology one week after the referral came in.		- If unsure if patient requires both referrals to each speciality please seek guidance.		Network Services

		I16935		9/30/25		08:00		10/6/25		Ordercoms number 9367383 - Microbiology sample sent in biochemistry bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was processed with a delay due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16936		9/30/25		12:00		10/6/25		Ordercoms number 9367381 - Microbiology sample received in biochem bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to Salford with a delay due to being in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Millington,  Kerry		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16937		9/30/25		12:00		10/6/25		Ordercoms number 9367382 - Microbiology sample sent in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to Salford due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a dealy				Clinical Support and Specialist Surgery (CSSS)

		I16938		9/30/25		12:00		10/6/25		Ordercoms number 9363523.  Faecal sample sent with a microbiology label attached to sample, but the label on the bag was for virology.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Error logged and sample rejected due to incorrect labels on sample and card				Clinical Support and Specialist Surgery (CSSS)

		I16939		9/30/25		12:00		10/6/25		Ordercoms number 9367780  Virology sample received in the same bag with haem/biochem samples.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to as it was in the wrong bag and was in the biochem pile).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, split samples and sent virology sample to MRI with a delay.		For monitoring purposes		Network Services

		I16940		9/30/25		12:00		10/6/25		Ordercoms number 9367201 Faecal CPE swab was received open in the bag and fluid leaking out.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in ward contacted and they will be sending a replacement sample		For monitoring purposes		Network Services

		I16941		9/30/25		12:00		10/6/25		Ordercoms number 9366735 Virology sample received in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.				Clinical Support and Specialist Surgery (CSSS)

		I16942		9/30/25		12:00		10/6/25		Ordercoms number 9367845 -  Microbiology sample sent in biochem bag.  (Please note that microbiology samples go in blue bags and are sent to Salford.  Virology samples go in red bags and are sent to MRI.  Biochem/haem samples go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag				Clinical Support and Specialist Surgery (CSSS)

		I17045		9/30/25		10:00		10/9/25		Elective admission to W2 for chemotherapy 29/9/25 - 4/10/25. Symptoms of likely viral URTI commented upon several times - resp swabs taken but not COVID. Unclear whether any respiratory isolation measures taken. On subsequent scheduled OP attendance to haem OP on 8/10, reported ongoing URTI infections - COVID swab +. Concern of contact exposure to vulnerable patient population + staff on W2 and haem day unit.		IMP (5.11.2025) - incident discussed with abroad multidisciplinary team. Creation of poster and posted at the HTDU reception asking patient if the have cold symptoms and/ or diarrhoea/vomiting to inform the schedulers at the reception. Schedulers informed if patients mention any of these symptoms to inform the coordinator on HTDU to review if patient need to be isolated in SR 6/ 7. Band 6 informed about the patients isolation. IPC to send a weekly document with information about patients who require isolation when attend to HTDU.

OE - Transplant team to complete covid-19 assessment form on CWP. To raise with Matron for Cellular Therapy for more education to the transplant team on process of handling covid positive patients.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Infection screening / Sampling				Roberts,  Caroline		Incident being managed locally		Moderate Harm		No harm				Established patient well at home, no acute medical intervention indicated at present. Discussed with hame team (Dr Cavet) who will submit separate DATIX re: attendance to haem day unit		Why is COVID a separate test from respiratory screen that looks at  9 other types of flu and respiratory viruses?

OE - There was a missed opportunity for the transplant team to complete the covid-19 assessment form on CWP for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17303		10/1/25		00:00		10/17/25		Printer randomly wakes up and starts printing what looks like clinic lists from private secretaries in surgical department		Push printing removed.  To audit 5 other devices to se if this is a one off		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Williams,  Joanne		Finally approved		No Harm		No harm		10/20/25		Emailed person who it looked like printed the documents, no answer		Printing permissions not updated when moved to Ricoh printing for HCA staff member		Clinical Support and Specialist Surgery (CSSS)

		I17385		10/1/25		09:00		10/21/25		Postal Return of High cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires redispensing of this medicine.  Or if any harm came from not receiving their medicine. 

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix submitted
Pharmacy Homecare Team have checked CWP for any relevant information.  Patient has already had 3 more cycles dispensed since and a does increase.		Meds still being posted, and tracked via Royal Mail		Network Services

		I17168		10/1/25		07:00		10/13/25		Reviewed MBL incident I16843 and identified that a concessionary release form should have been completed for the incident as the patient had previously known antibodies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Stansfield,  Emma		Incident being managed locally		No Harm						Waited for staff member to come back to work post night and rest shifts. Discussed incident with member of staff. They stated that they discussed the concessionary release on the phone with the requesting clinician but did not get any names. More important to get the units of blood out to the ward for clinical urgency.				Christie Pathology Partnership

		I17061		10/1/25		00:00		10/9/25		Multiple incidences of staff recording redirects, eg, 'See clinical trials anno' in 'Past medical and surgical history' field on CWP forms.  In some cases these appear to have overwritten prepopulated (aka persisted) records of multiple records.  In some instances, these redirects have been corrected on subsequent forms, but not always.  This has resulted in unavailability of PMSH on forms and outputs, for example discharge summaries being sent out with the redirect text instead of the PMSH				The Christie NHS Foundation Trust / Digital Services / Internal Digital Environment		The Christie NHS Foundation Trust / Research and Innovation				Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/14/25		Flagged to Digital governance who requested this be raised as an incident.  This is not a CWP/form issue rather a training issue that needs to be raised with clinical staff.  Data Insights could produce a list of incidences with names to identify if it is a specific department, eg, Clinical trials or staff group.				Digital Services

		I16921		10/1/25		11:52		10/6/25		Sample not signed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Thorne,  Hazel		Finally approved		No Harm		No harm		10/26/25		New sample requested.		- Encourage second checker of sample labelling for blue bottles ( DR/ Nurse) to check during time where increase re-occurrence of sampling errors		Clinical Support and Specialist Surgery (CSSS)

		I16922		10/1/25		13:49		10/6/25		2nd group and screen taken at the same time as first sample		Email sent to reporter Arezoo to ask for clarification on who obtained the sample ? if paper trace still available with signature. 
Sent 14:44 23/10/2025		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Incident being managed locally		No Harm						New sample requested				Research and Innovation

		I16923		10/1/25		13:34		10/6/25		Sample tube expired		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		New sample requested		For monitoring purposes		Network Services

		I16924		10/1/25		16:00		10/6/25		Referral was received in the inbox on 1st October, letter dated June 2025.

** Please can this be raised with Leeds Teaching Hospitals NHS Trust - We have queried the delay and have not received any acknowledgment or information**		- Referring Trust questioned on delay.
- Submitted Datix per protocol.		The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm		No harm				i added the referral on urgently and then asked referrer why the referral was sent so late and received the following response " I think it was posted in July but you obviously haven’t received it so the CNS Team asked me to email it over
Sorry hope that helps
Maureen"		- Inform all external trusts that referral should only be sent via email not post.		External Other Trust

		I16873		10/1/25		18:00		10/3/25		Six patients were admitted from clinic in opd 22, resulting in long delays for beds and multiple staff staying past their finishing time, from 1 to 3 hours late. Bed managers and duty manager were made aware.
The patient who waited the longest had a bed request at 12.34pm and not admitted to the ward until 19.10pm (estimate)				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						All patients were made as comfortable as possible, sandwiches and drinks provided. opd 22 only has two stretchers. The four patients without a stretcher were kept in the clinic rooms, that they were reviewed in.				Network Services

		I16907		10/1/25		14:00		10/5/25		TSRT9/level 5/ 13BB/ SB13HH/ MoD13FF/CF1C
Additional imaging task not added after additional 2D kv images taken. incidental finding				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/7/25		Datix submitted, additional imaging task completed. Staff reminded to be vigilant at Tx Delivery meeting				Network Services

		I16962		10/1/25		09:54		10/6/25		TSRT9
Acquisition tone heard- no image appeared- accompanied by a generator timeout error message. Additional dose administered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR called- Logs requested- delay in receiving logs: Logs show additional dose delivered:
Expected Dose: 0.271265718
Delivered Dose: 0.316476669997759
Additional Dose=  0.045210951997759 x1 extremity Normal

2025-10-01  09:36:41    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:56    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.135632858570468
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  09:56:10    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  10:04:14    TR1-PTC-PROD      PTX\PTClinical|4912|WPF Queue WCFAppService.CWCFAppService  [ThreadId=85] #Entering -->RecordPatientCompleted				Network Services

		I16973		10/1/25		01:00		10/7/25		Platelet ordered and not used before expiry date.		To ensure better communication with ordering of platelets		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Platelet removed at midnight and wasted on TDBB and recorded on wastage charts.		To ensure better communication with ordering of platelets		Network Services

		I16988		10/1/25		00:00		10/7/25		1x Unit of Platelets ordered and not used		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		1 x Unit of Platelets wasted on the system and disposed of.		To ensure proper communication with the lab transfusion team		Network Services

		I17004		10/1/25		12:00		10/8/25		Ordercoms number 9368634.  Microbiology sample received in biochemistry bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to Salford as it was found in the biochem pile due to being in the wrong bag.		Likely to be human error - all staff are aware of correct labelling and packaging for samples for all samples. However it the incident has been shared and discussed - and all staff reminded of correct processes and signposted to relevant pages on HIVE if any uncertainty about labelling and packaging.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shaw,  Andrea		Finally approved		No Harm		No harm		10/9/25		Error logged.  Booked in and sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16843		10/1/25		07:00		10/3/25		Massive blood loss pathway activated. Patient on PTW transferred to CCU.		27/10 - to reallocate to SJ to decide if incident is to go to MBL meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Jackson,  Sharon		Learning response required		No Harm						MBL pack 1 prepared and issued.				Network Services

		I16864		10/1/25		03:30		10/3/25		Nursing staff entered the pathology laboratory to address an issue that they were having with a platelet transfusion OOH. The correct advice was given to the member of staff but they would not listen to the laboratory staff and insisted they were correct. 
A senior member of the transfusion team was phoned at home (OOH) to try and help calm the situation as the nurse had become confrontational and told both members of staff that they did not know how to do their jobs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Staff		No Harm		Security incident		Abuse to staff from staff		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		The senior transfusion team member phoned the Duty manager and asked for a different member of staff to transfuse the patient. 
This member of staff has been advised to not transfuse any further patients until after a period of re-training from the Transfusion Practitioners.				Clinical Support and Specialist Surgery (CSSS)

		I16860		10/1/25		16:35		10/3/25		Patient received a unit of Platelets. First Check recorded as Second Check in platelet prescription (two second checks).
No start time time recorded in prescription.
No end vital signs recorded in prescription. NEWS not completed within the timeframe for transfusion vital signs.
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16772		10/1/25		05:00		10/2/25		Patient on Palatine Ward on corridor bleeding from nose/ears/face and confused. Led back to bedroom where blood found +++ in room, on the floor and walls etc. 
Patient confused but able to talk. Went on to have a seizure. 
Fast bleeped outreach and for medic support. 
2222 Call put out. 
Patient transferred to CCU		Clinical event, rapid review done and attached to documents.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		Patient care escalated to outreach and oncall SHO
Heam Reg contacted
2222 Crash Call put out				Network Services

		I16797		10/1/25		14:00		10/2/25		Patient had been for an out-patient clinic appointment and had left the building. Was attempting to get into his son's car and fell. (Currently awaiting bi-lateral knee replacement-according to the patient.)
2222 called and crash team attended the scene.
For transfer to AACU, however no beds so transferred to AAU in a chair.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Gill,  Rosie		Finally approved		Moderate Harm		Moderate harm		10/6/25		Admitted to AAU as no beds in AACU and not a suitable place post-fall.
Taken for an x-ray and fractured NOF reported.
Immediate review by AAU Consultant Dr Igor.
Supportive Care Co-ordinator attended the unit and the pain team.
PCA commenced and s/c oxynorm given as breakthrough.
Salford Royal contacted as patient from Eccles, advised to 999 to their A+E.
999 call completed and ambulance arrived within the hour. PCA removed and breakthrough analgesia given prior to transfer. 
Son present throughout and fully aware of the situation.

Discussion with Car Park Attendant who was witness to this incident:-
Patient was waiting for son at Oak Road Drop Off Area. There was no room to park so son pulled up next to another car and patient rushed out. He leant forward to grab the passenger door as car window open  but missed and fell back onto the floor hitting his head on the wheel of another car. He was visibly stunned and in pain so car park attendant radioed for Crash Team. There were no obstacles for the patient to fall over.				Capital, Estates and Facilities

		I16812		10/1/25		02:00		10/2/25		I was asked to help sign off platelet transfusion on ward 4. On this night staffing ward 4 only one regular staff. Two nurses transferred  from ward 12 to help and  one agency nurse
The agency nurse was looking after the lady needing the platelets. I was asked to help put up the 4th bag of platelet, I was told 20mins left of on the 3rd bag. There was multiple prescriptions on CWP for platelets with different prescription dates. There was a clear communication between myself and the labs.		Emma Stansfield (Blood Bank Manager) - No further action needed from the laboratory. No errors made. Process clearly explained to nursing team.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Stansfield,  Emma		Finally approved		No Harm		No harm		10/17/25		It was extremely difficult explaining to labs to update the correct prescription on CWP so that the canular care plan could be updated. 
There was also a misunderstanding on my side with the issue date, prescription date and expiry date.
which labs seemed to struggle to give me any direct information 
I had to go to the labs with the platelets to get clarification. 
This could of been clarified hours early. This caused a long unnecessary delay.		Emma Stansfield (Blood Bank Manager) - The correct action was taken by phoning the Duty Manager for additional support to avoid further delays to this patient.		Clinical Support and Specialist Surgery (CSSS)

		I16831		10/1/25		17:00		10/3/25		TSRT9:

Patient scan limits for post contrast scan not set to match the pre-contrast scan.
Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10E Production of images using appropriate field sizes (including production of reference images)		Parry,  Catherine		Finally approved		No Harm		No harm		10/22/25		Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				Network Services

		I16826		10/1/25		10:34		10/3/25		CDI PCR positive, toxin positive 1/10/25. Recent discharge from Ward 2 15/9/25, within 28 day window.		Discussion with ward staff about the importance to start a stool chart and CWP care plan - also added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		Reported to HCAI DCS, 72 hour review requested. Medical team aware.		Ensure Follow SIGHT		Clinical Support and Specialist Surgery (CSSS)

		I16810		10/1/25		11:00		10/2/25		TSRT9 13CC SB3i 13CC CF3a
XVI image fault (generator fault not ready). Scan faulted at 182/650 frames, first instance for this patient. Additional dose to patient 2.8mGy.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Additional image authorised and annotated in Mosaiq.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I16726		10/1/25		10:45		10/1/25		21mls into Paclitaxel infusion, patient complained of feeling sick, like she can't breathe and went red in the face. Infusion stopped. 100mg hydrocortisone given. Obs taken - Bp 218/132, O2-96%, Hr-76, temp-35.8, RR-20. Iv metoclopramide given for sickness . Obs rechecked - Bp-132/85, O2-97, RR-17, Temp-36, Hr-90. Symptoms settled.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		Low Harm		Low harm		10/2/25		Infusion stopped. 100mg hydrocortisone given. 10mg metoclopramide given. Observations taken and recorded as above. Reviewed by Dr who states once settled, can restart at slower rate.				Network Services

		I16727		10/1/25		11:00		10/1/25		Patient attended for new patient appointment at Tameside Macmillan Unit under Christie haematology. Patient checked in at the desk and when attempting  to sit in the waiting area had an unwitnessed collapse. Haematology staff not informed of collapse and reception team called 2222. Patient seen and stabilised by resus team and transferred to TGH A&E.		Liaised with outpatient manager and Christie HCA to have ECG and Glucometer training		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Kelly,  Marie		Finally approved		Low Harm		No harm		10/13/25		Action by resus team		Christie staff to be trained on Tameside equipment , Glucometer and ECG		Network Services

		I16728		10/1/25		12:00		10/1/25		TSRT9 13CC SB3i 13CC CF3a
XVI terminated at 21frames (1.4mGy extra dose delivered) during patient scan.		Patient off bed - 2x test scans in CC and CW - Passed - Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Engineers called and test scan run before patient re-treated.		Pelvis M20 CC - Logs stated gantry stop after 28 frames, gantry didn't move.		Network Services

		I16730		10/1/25		12:05		10/1/25		Patient started on Cycle 1 Day 1 rituxamab. 
Pre meds given but not including hydrocortisone. 
At 12:05 patient complained of lower back pain radiating into thighs. Rigors, feeling cold.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				The Christie NHS Foundation Trust / Clinical Oncology / Lymphoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Transfusion incident		Reaction		Preventable Transfusion reaction (pre-medication not administered as prescribed)		Aremia,  Laura		Finally approved		No Harm		Low harm		10/3/25		Infusion stopped at 3rd incremeent of rate 114. 
Non rebreather mask applied, titrated down to 60% then 2 Litres, then room oxygen. 
Observations completed including Blood glucose. 
IV hydrocortison x 2 given 
IVF started. 
ACP's called to review. 
Oramorph 2.5mg given for pain as had paracetamol pre-meds.				Network Services

		I16752		10/1/25		14:25		10/1/25		Receipt of multiple serious micro out of spec results, Gram Negative, for Gene Therapy Isolator				The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit						Incident affecting the organisation		No Harm		Infection control		Outbreak- Other		Outbreak - other		McCaughey,  Joanne		Learning response required		No Harm		Moderate harm				Close of unit and halt in preparation while investigation and deep cleans proceed. Lock down of area to reduce external access and reduce footfall and thoroughfare to area				Network Services

		I16753		10/1/25		18:25		10/1/25		red clean requested for sr6 aacu for c diff and vre.
can't fog due to structure of doors. 
deep clean requested at 18:24				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		10/2/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I16745		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16746		10/1/25		13:00		10/1/25		tsrt9/level5/cf1d/xr6/sb1c                                              
Patient scan brought forward to 25.9.25, but unfortunately the patient received the  original scan appointment 1.10.25 in the post . Attended today with transport thinking he needed a scan.		External circumstances. Discuss with bookings team.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		19 Research, audit and document management		Hudson,  Scott		Finally approved		No Harm		No harm		10/10/25		Apologised to patient about the mis-communication.
Patient stated that his current pain relief was not under control, therefore registrar contacted and patient seen to discuss medication.		External circumstances. Discuss with bookings team.		Network Services

		I16748		10/1/25		14:55		10/1/25		Patient finished treatment, on the way down the stairs after leaving the unit began to have a laryngospasm. Was brought back to unit, given heat pack and hot drink. Observations recorded and monitored until symptom settled. Advised to stay the night with relative and call hotline if any further issues				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		heat pack and hot drink				Network Services

		I16749		10/1/25		15:00		10/1/25		came back up to ORTC after treatment reported 'not feeling well'. Reported tingling lips/ numbness and pain in arms. Had Laryngospasm. Baseline observations checked, started vomiting during assessment. S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given. Hot drink and heat pack given. Rv'd by ACP on ORTC.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given.				Network Services

		I16750		10/1/25		15:30		10/1/25		Pt had a grade 2 reaction to C1 docetaxel after having 25ml of treatment.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped.
Obs checked.
IV chlorphenamine administered.
IV hydrocortisone 100mg administered.
Obs rechecked.
Treatment re-started at a reduced rate.
Team informed via email.				Network Services

		I16733		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery (1/10/25) due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16734		10/1/25		13:00		10/1/25		CRF Lab received samples for Patient ID 101-12, for C3D1 on the LION trial (21_PAN_012) 
Lab received 4x 10mL EDTA bottles (totalling 40mL), and 5 x 6mL + 1 x 10mL NaHep bottles (totalling a further 40mL), however this volume of blood was not required for this visit.
As per V4.0 of the Lab Manual, Table 1, this patient should have only required 3 x 10mL EDTA bottles, and no NaHep bottles at all. Patient was over-bled by approx 50mL.		everyone needs to be retrained in protocol schedule.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research Phlebotomy Space		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Conroy,  Vicki		Finally approved		No Harm		No harm		10/20/25		Lead Research Nurse has been informed. Correct samples were processed as per the lab manual, remaining samples that were not required were not processed - awaiting RN signature for sample disposal. 

17/10/2025 - Clinical Matron for the PAN tumour team has sent an email to senior Research Nurse of Renal to look into what led to the extra samples been collected.		The importance of reading both lab manual and protocol when preparing trial samples and also everyone needs to be retrained in protocol schedule.		Research and Innovation

		I16735		10/1/25		13:30		10/1/25		Patient contacted regarding appointment. Patient deferred on Wednesday 24/9/25.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		10/14/25		Contacted patient regarding no bloods and treatment appointment. 
Patient did not know about new appointment for today. 
Apologised on behalf of service. 
New treatment appointment given and patient acknowledged the need to book BCTH				Network Services

		I16736		10/1/25		08:45		10/1/25		Patient emergency admission from palatine to CCU, major blood loss+++
Patient bleeding ++++ from all sites
Urgent blood products transfused via stat
1x Platlets
4x FFB
2X RBC
All received and checked : 0845 and checked with two nurses. 
Each given stat pre and ends obs recorded for each on CWP		CWP major blood loss form filled out=transfusion team aware		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		CWP major blood loss form filled out=transfusion team aware				Clinical Support and Specialist Surgery (CSSS)

		I16737		10/1/25		12:30		10/1/25		Called to waiting room someone had fallen. 

Have realocated to Tameside as unable to find patient ID not a christie patient was Tameside patient		To monitor falls in Haematology temaeside. Patient was a Tameside patient.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Members of the public/visitors		No Harm		Clinical incident		Falls including slips and trips (Non- patient)		Unwitnessed Fall		Kelly,  Marie		Finally approved		No Harm		No harm		10/6/25		A - E assessment 
Observations taken 
Patient unresponsive to verbal speech, would no open eyes 
Patient responsive to pain 
Pain indicated in neck, hip 
Critical care outreach contacted 
Iv Inserted, bloods taken 
Handed over to critical care outreach - stopped patient being moved due to pain in neck and hip - advised patient will need head block for transport. 
Returned to treatment area		All correct procedures were followed and correct escalation was done for this patient		Network Services

		I16738		10/1/25		09:00		10/1/25		Patient A booked for CT abdominal biopsy. Patient A had not arrived. Called patient Husband as unable to get through to her mobile. Patient unaware of appointment. Tried to sort to see if we could facilitate later but unfortunately no space on list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/14/25		Apologises given and to sort for new appointment as soon as possible.				Clinical Support and Specialist Surgery (CSSS)

		I16739		10/1/25		09:30		10/1/25		TSRT9
#18/25 identified by superintendent during image review that nodal boost volume not selected on image prep.

IRMER states "CTV_N1" whereas plan structure is named as "CTV boost". Nomenclature between IRMER & structures are normally the same. "CTV_Boost" was not noticed by the radiographer who prepped the image and therefore coverage of the boosted node was not assessed #1-17.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		Network Services

		I16740		10/1/25		10:30		10/1/25		TSRT 9
set up to the wrong align RT  ROI and scanned iso position was incorrect, 
large shift magnitude noted B7 called.
Pt repositioned with correct ROI and scan repeated				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		b7 present, pt re-positioned, re-scanned and treated correctly				Network Services

		I16741		10/1/25		12:00		10/1/25		TSRT9 level 5 5i cf1c md 10n sb5i
Pacemaker selected "No" on booking form when patient has a pacemaker. Appropriate team not informed due to this. Entirety of pacemaker covered in RTP due to scan limits.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		Superintendent informed and information passed to relevant team.				Network Services

		I16718		10/1/25		03:00		10/1/25		Confusion regarding the issued and expiry dates of a unit of HLA matched plates caused an approximate 3 hour delay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Discussions with the biomedical scientist, clinical night practitioner, and night manager.				Clinical Support and Specialist Surgery (CSSS)

		I16758		10/1/25		18:00		10/1/25		TSRT9

10# VSIM planned patient - imaged #1-4.

#1-3 average out of tolerance - would have been suitable for systematic correction (new moves). 

Repeat 2DKV acquired #4 (not justified/documented in Mosaiq).

New moves required from #5 (repeat images #5/6) resulting in 1 additional image that could have been avoided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		New moves implemented from #4.

Escalated for practitioner additional imaging authorisation as will breach operator scope of practice when imaged for day 2 new move confirmation.				Network Services

		I16759		10/1/25		19:10		10/1/25		Upon surgical finish we discovered a small blister on the left shoulder which we presume to be from the use of shoulder bolsters which were requested by the surgeon to prevent slipping on head down (patient high BMI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Kennedy,  Pamela		Finally approved		Low Harm		No harm		10/10/25		Documented, handed over to recovery, anaesthetist aware, Datix completed and Handed over to ward 10 for medical illustration to take pictures in the morning. 

Review by the Tissue viability nurse there is a re absorbed blister to the left shoulder, no break or redness- skin intact and no sign of pressure damage.  My have been caused by shear and friction, no pressure damage evident on review.				Clinical Support and Specialist Surgery (CSSS)

		I16760		10/1/25		22:00		10/2/25		Admitted to ward cat 2 pressure sore found on sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		Air mattress in place
Dressing applied				Clinical Support and Specialist Surgery (CSSS)

		I16761		10/1/25		22:45		10/2/25		Patient found just outside the bathroom where he had shuffled from inside the bathroom to call for help from another patient. 
Upon observation, patient stated he was trying to hang up his tank top high above the chair and he was leaning on the chair, the chair then started to slide and he began to slide with it.
Patient states did not hit his head, said he slid/fell down on his right knee/ foot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Blood pressure and observations taken, neuro observations taken. Made sure patient had no immediate pain anywhere before moving him, assisted him to stand with 3 member of staff onto a chair behind him and then he walked from chair to bed with minimal assistance.
On call doctor informed. Has now been reviewed
Falls care plan updated
NIC updated
Handover to be updated				Clinical Support and Specialist Surgery (CSSS)

		I16755		10/1/25		15:30		10/1/25		TSRT9/level5/cf1d/6d
Patient was due to start 3#s of bladder XRT 1/10/2025 at 1530, arriving via hospital transport. At around 1600 reception chased up progress of hospital transport as patient had not arrived, and were informed no transport booked. Reception then rang patient who was unaware they were starting treatment on this date, and therefore start of treatment delayed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 3						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Hudson,  Scott		Finally approved		No Harm		No harm		10/14/25		After patient was rang by reception, they were transferred on phone to S3 radiographers. It was confirmed with patient they had been given no start date for treatment, and the patient now considered it too late in the day to attend the department. Patient was therefore advised they could start their XRT on the day of the next appointment, at 1530 on 3/10/2025, and that hospital transport would be booked for remaining appointments. Transport was subsequently booked by S3 reception. Patient schedule also amended at the time with additional appointment added to the end to compensate for missed treatment.		Patient not received confirmation of appointment. After investigation, the patient was sent a letter out after not being contactable via phone. Letter either delayed or not recieved. External factors not down to hospital team.		Network Services

		I16713		10/1/25		07:15		10/1/25		when checking patients skin in the AM, noticed a new c2 to sacrum		discussed with staff involved
learning needs identified - learn from incident, included in monthly newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		updated skin bundle, cream applied, purpose t completed, handed over to RN day time, needs med ill and TVN r/v.		Reflecting on knowledge from TVN study day
revisiting TVN study sessions.		Clinical Support and Specialist Surgery (CSSS)

		I16763		10/1/25		23:00		10/2/25		Patient transferred from AAU to ward 12.  patient admitted 11am 1/10/25? with temperature. No blood cultures taken, on medical notes requested for cultures to be taken. No cultures taken prior to patient admission onto ward 12 from AAU. patient transferred at 10pm 
No evidence of blood cultures taken on notes/pathology orders or requests		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Clarke,  Catherine		Finally approved		No Harm		No harm		10/16/25		datix 
cultures taken		Blood cultures taken within 1 hour policy (prior to giving IV ABX) as per policy as reflected in nursing annotation and lab results		Clinical Support and Specialist Surgery (CSSS)

		I16770		10/1/25		15:00		10/2/25		Patient has received 14 cycles of Ven/Aza.  No consent form scanned onto CWP		RN to check consent before administering treatment: part of incidents Newsletter
New folder in HTDU for consents to be uploaded
Medical team and CNS emailed to add consent forms to  the folder
Audit about patients being consented and no consent forms uploaded		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Staff		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Notified NIC
Discussed with patient - will try find copy of consent form at home to bring in otherwise will need re-consenting		To check if consent is uploaded on CWP before administering treatment.
New folder in HTDU for consents to be uploaded		Network Services

		I16768		10/1/25		15:00		10/2/25		Patient was just about to commence flush post 2 hour oxaliplatin infusion. Mentioned that he had some tingling in his lips and was slurring his words slightly. After sipping some warm water that was provided, patient went into laryngospasm.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped and flush not commenced
Hot drink provided
Heat pack held to neck
Obs taken and charted
100mcg hydrocortisone given
10mg chlorphenamine given
Continued monitoring post event for roughly 1 hour.				Network Services

		I16783		10/1/25		18:45		10/2/25		Patient stepped down from ccu approx 1845. On arrival previous patient still in bed space. CCU nurse had been told bed space was ready however this had not been communicated from ward 10 nurse in charge to ccu nurse in charge. CCU aware a bed would be ready in the evening however no phone call received to ask if patient could be brought up to ward 10 prior to transfer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		Apologised to patient. Patient made comfortable in day room whilst awaiting previous patient to be discharged. Patient moved in to bed space as soon as available.				Clinical Support and Specialist Surgery (CSSS)

		I16784		10/1/25		11:00		10/2/25		multiple operational challenges encountered during the process of Mattress Audit 
Despite repeated communication efforts to inform staff across wards and departments, the audit team experienced significant difficulty accessing clinical areas. This lack of clinical engagement severely impacted the audit’s progress and ultimately led to its suspension.  
Additionally, a high proportion of mattresses failed to meet the required standards during the initial phase of the audit.		Meeting to discuss actions go forward between the stakeholders. Meg audit to occur prior to next DHG external audit		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		Near Miss		Infection control		Devices		Other devices		Atherton,  Shaun		Finally approved		No Harm		No harm		10/16/25		Suspension of audit. DHG contacted 10:30 am to deliver additional mattress to site, 
to address the immediate shortfall, five replacement mattresses were delivered to site at 16:15 on 01/10/2025. Further orders have been placed to ensure adequate stock levels and reduce risk moving forward.		Training for mattress inspections to be looked at by TVN/IPC(Meg audits)		Capital, Estates and Facilities

		I16794		10/1/25		20:00		10/2/25		The patient was scheduled to receive platelet transfusion, whilst the research team and ACP duly aware, The flow manager was also notified, potentially in relation to patient admission; however, this information was not effectively communicated to the CRF NIC (team).
Subsequently, the patient arrived unexpectedly at the CRF longstay  at 19:40 for the platelet transfusion. At that time, the research team had departed the facility and had not given any handover of the plan.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Garcialopez,  Tamara		Incident referred to DPSIG		No Harm		No harm				Duty manager made aware of the situation. 
OOH Dr made aware of the patient- due to possible reaction 
Platelets administered with close observation.

Matron and WM made aware of the situation.				Research and Innovation

		I17670		10/1/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC :Started night shift and asked to clerk CCU step-down.
From Alertive messages - patient arrived on ward at 15:30.
Had to call day RD about another issue, so asked if they had received a verbal handover from doctors on CCU. They confirmed they had not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						Reviewed patient notes and EPMA.
Several medication discrepancies - that I used best judgement to amend. Have asked day team to clarify with primary consultant if there were reason for some. No acute concerns.				Clinical Support and Specialist Surgery (CSSS)

		I17158		10/2/25		21:12		10/13/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To raise at the weekly incident meeting and discuss		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To retirierte to staff on the right process of NEWS and vital score documentation		Network Services

		I17298		10/2/25		00:12		10/17/25		Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Incident being managed locally		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16781		10/2/25		10:14		10/2/25		Wrong NHS number on MDT document		spoken to team lead to remind their staff of due diligence when inputting patient data on CWP forms		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Westall,  William		Finally approved		No Harm		No harm		10/14/25		Redaction requested, datix request, rescanned with correct NHS number on document				Network Services

		I16766		10/2/25		01:30		10/2/25		Patient transferred from AAU to Ward 10 at 01:30 and placed with the female bay - patient's husband found with patient sat on chair by bedside - patient and her husband were adamant he was staying with her, explaining that the husband's car was stuck in the car park and the patient needed him for emotional support. This was not discussed at all prior to transfer between any AAU staff with any Ward 10 staff and wasn't handed over of this situation. Patient had been with AAU since the afternoon.		Apologies made to Ward 10 

Permanent staff on AAU well versed in visiting policy and issues raised in this incident are not a common occurrence upon transfer. Learning from this incident to AAU not indicated. 

Nurse in charge at time tried to mitigate issue and fully aware inappropriate nature of male relative staying in female bay overnight. Apologies made to Ward 10 at time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		I asked the Ward 10 staff nurse who took the handover if this has been discussed with her, which she replied this hadn't been.

I sent an Alertive group conversation between myself, the AAU Nurse in Charge and the Duty Manager and questioned about this - I asked if any arrangements for accommodation had been done for the husband. The Duty Manager seemed to be unaware of this situation and too hadn't been notified prior to transfer, AAU Nurse in Charge answered that she had asked the named nurse on AAU for the patient to ask the husband to leave - however this hasn't appeared to be escalated or been followed up on. This Alertive conversation found on the Ward 10 Nurse in Charge sign in.

There was no options for me to move anyone out of the side room - all clinically indicated

Curtains pulled around the bed area. 

Duty Manager for the night shift who now was now aware of a male visitor staying in a female bay overnight - hasn't come down to the ward and hasn't spoke with the patient or her husband. I am not aware of any reasons for this.

Informed Ward Manager for Ward 10 of the situation for the Day shift

To further point out this incident has had the knock on effect of delaying my care to my patients whilst I tried to manage this and find out whats happened, and also delayed of myself going home due to needing to record this Datix incident form within the 48 hour window.		Agency nursing staff central to incident, unlikely aware of visitors policy. Individual did not respond to prompts from nurse in charge to ensure relative went home overnight.		Clinical Support and Specialist Surgery (CSSS)

		I16771		10/2/25		09:30		10/2/25		In insertion of Venezia brachytherapy applicator, joint found to be loose due to glue failure,  swapped for replacement applicator and proceeded safely.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Incident affecting Patient		Near Miss		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Hallett,  Lisa		Finally approved		No Harm		No harm		10/17/25		Removed from clinical use, replacement requested.  Reported to MDSO for report to MHRA.
Ongoing issue with Venezia applicators.  Awaiting batch replacement.				Network Services

		I16762		10/2/25		01:40		10/2/25		Tramadol 50mg capsules were not clearly recorded as there is no "IR" or MR" mentioned .
Tramadol MR CD book shows 86 but the quantity counted is 68, previous book 1049 unable to identify whether the tramadol recorded is IR or MR also unable to read clear the quantity.
The book before the above mentioned, no 1041 shows Tramadol MR 68 capsules which matches with the  physical count.
Tramadol IR 50 mg capsules shows 78 but the actual count is 76 checking the previous book 1049 it shows 78				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - illegible/unclear		Langstaff,  Alexandra		Incident being managed locally		No Harm						Duty manager in shift informed, and checked. ?writing error as the book 1049 has missed information on medication description.				Clinical Support and Specialist Surgery (CSSS)

		I16811		10/2/25		15:15		10/2/25		Call received a call from the patients all from pt saying her had her 5FU bottle was in her bag whilst she was out when she got in put her bag down forgetting the pump was in there resulting in the pump being pulled. The PORT needle was slightly dislodged so Stephanie pushed the needle back in. When she woke up her pj top was wet. She took the dressing off the and the needle came out as well. Slight bleeding but this stopped quickly. Pump was clamped once the needle came out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/20/25		Pt washed the area and the clothes. Rang us. 
I advised they came in today which they did. PORT discarded off as per policy. there was still some treatment in the bottle as it had not completed.
New PORT needle inserted to flush the PORT needle then removed. Team emailed				Network Services

		I16824		10/2/25		09:30		10/3/25		Terror incident in N Manchester (Heaton Park area) 0930 approx. A coordinated weapon attack (vehicle ramming + stabbing) occurred at a synagogue in Crumpsall, Manchester, during Yom Kippur (2 October). The incident was declared a terror event. In response, the Christie site at the Northern Care Alliance (Oldham, Salford, etc.) were put into lockdown as a precautionary measure.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Piscitelli,  Stefano		Incident being managed locally		No Harm						Incident control room established
Exec on call liaised with Execs
Comms shared with Christie@Macc/Salford/Oldham
Comms sent out to HIVE and website by comms team
NCA & MFT went into lockdown as precautionary measure
Security team briefed higher visible presence around site (main entrances)
Ornamental garden locked down till 0700 03/10/2025
Incident control room stood down at 1400				External Other Trust

		I16827		10/2/25		15:00		10/3/25		Received an email from another department on 02.10.25 enquiring if the pt could be discharged from a consultant on Careflow (first seen in March 2025).
On checking the pt's notes, I came across an internal referral letter to a different consultant from July 2025.  It didn't appear that the pt had been allocated an appointment following this referral.
On checking other digital systems, it doesn't appear the relevant team/consultant received the referral letter to action/allocate an appt.

*Awaiting email reply 10/10*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Learning response required		Moderate Harm		No harm				Emailed relevant secretary who was unaware of the referral.
Emailed the referral letter to the relevant consultant to action.
The consultant is going to liaise with the referring team.

RP 24/10 - Asked digital who uploaded referral in July to identify who uploaded this and why it wasn't added on. Digital confirmed the referral was added by an new referrals member of staff to CWP on 02/10. This was the same date that the secretary raised with new referrals, which would suggest this referral was never sent via the internal referral portal or the via the inbox for the team to action.
Once we received this we actioned accordingly. 
I emailed the secretary this in the attached and informed the governance team, further investigations from the disease group need to be done to understand or identify why this wasn't sent via the portal sooner. - will redirect to DSM of disease group				Network Services

		I16828		10/2/25		12:00		10/3/25		Patient came from another ward as an inpatient, received the due morning medications late after 11.30H that also after the patient came to nursing desk and complaint about the same(medications including controlled drug). Also got delayed for discharge medications and hence discharged so late in the evening. Patient mentioned  that no one offered food as well.		Gain an appreciation of patient expectations and introduce them to their new environment, inform them of what to exact on the unit, who is looking after them and ask if they have any concerns you can help reduce and support.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		Low harm		10/31/25		informed the concerned nurse and given all medications asap, and apologized.		It was unfortunate this patient was relocated to CRF at short notice in the evening due to Trust Bed pressures. He had to share a room with another patient but felt he didn't receive a good standard of care.
Good communication and documentation is required in these situations and for the most part it was though the patient remained disgruntled.		Research and Innovation

		I16834		10/2/25		09:00		10/3/25		Set of SDA plates were contaminated by mould. The set of plates were sampled on Thursday 18/09/2025 and sent to QCNW. 
These plates are sampled from the Radiopharmacy unit as part of the Quality Assurance programme. Mould is a non desire microorganism that should not be present in cleanroom environment. 
It is likely the contamination is caused by persistent water leaks in the ceiling of the offices of the Radiopharmacy unit.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Radiopharmacy						Incident affecting the organisation		Harm		Infection control		Infection screening / Sampling		Other		Harris,  Andrew		Learning response required		Low Harm		Low harm				Aseptic sessions on 02/10/2025 and 03/10/2025 were cancelled after receiving the notifications. 
NM departments were notified accordingly
The issue was escalated with Senior and Divisional management.
Additional cleaning to the cleanrooms is being performed on 03/10/2025
The issue with leaks have been notified to Estates mid-July when the leaks were first noticed.				Network Services

		I16813		10/2/25		18:30		10/2/25		TTOs of Cabozantinib were on old IV Nivolumab script with wrong location, order set was therefore not sent up to ORTC. By the time this was highlighted, main pharmacy was closed.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Other		Patel,  Rizwan		Finally approved		No Harm		No harm		10/14/25		Told pt the error in location. Pt stated she would rather not come in to collect medications. I have arranged with the on-call pharmacist for the tablets to be sent via post. Pt was anxious about timely delivery to her home address as she is due to start the Cabozantinib on Monday. I have advised the pt to call on saturday afternoon if she has not received them by then.				Network Services

		I16814		10/2/25		21:00		10/2/25		Admitted onto AAU and then ward 12 with C3 to sacrum, present on admission.		Good practice demonstrated in this incident to be fed back to ward staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Referred to safeguarding as underweight and concern of neglect, referred and seen by TVN - plan inplace, medically illustrated. Repositioned on ward 2 hourly. Pump to be applied on bed. SKINN and puropse T updated - TVN plan followed, cushions applied around area.		Timely and appropriate pressure area assessment and care provided by staff involved. 
Pressure ulcer to sacrum identified on admission, PURPOSE T completed within 6 hours as per policy.
Adequate pressure area care commenced and appropriate referrals sent. 
TVN review in first 24 hours of admission. Acknowledged by patient PU had been present on admission/ for several years.
Safeguarding referral sent with query of neglect in the community and as to whether pressure ulcer developing prior to admission was preventable - concluded unpreventable.		Clinical Support and Specialist Surgery (CSSS)

		I16815		10/2/25		20:30		10/3/25		Patient found on floor of room by staff walking past				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		Emergency call bell activated, staff assisted patient to stand and assisted to the toilet before returning to bed
No apparent injuries or pain
1:1 put in place overnight		no documentation from nursing staff 
no update of moving and handling assessment / falls risk assessment		Clinical Support and Specialist Surgery (CSSS)

		I16806		10/2/25		13:39		10/2/25		15.2mls paclitaxel went through pt complained of chest pain and SOB.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/3/25		Treatment stopped, obs done and recorded, actioned as needed with 15l2 02 with good effect. 200mcg hydro given with good effect. Pt started to feel better. Need to go to toilet to commode attained. ACP came to assist and review.
weaned off 02.
ECG done 
Cannula came out whilst on the commode as poor access unable to re cannulate. Paclitaxel discarded as per protocol. and carbo not given. 
Line referral done 
Team and chemo apps emailed. 
ACP has prescribed destination meds for next SACT. 
Explained to the pt who understood				Network Services

		I16807		10/2/25		16:00		10/2/25		Patient reacted to second dose of paclitaxel				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		No Harm		Low harm		10/3/25		Treatment held. hypersensitivity protocol followed. Reviewed by ANP. Treatment restarted. Team emailed				Network Services

		I16808		10/2/25		14:55		10/2/25		Patient reported pulsing feeling down legs during treatment, infusion stopped, observations recorded. Discussed with ACP JB, ?reaction, patient felt it had improved slightly without intervention, then felt pulsing return, treated as HSR				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		Low Harm		Low harm		10/3/25		100mgs hydrocortisone and 10mg chlorphenamine given under PGD				Network Services

		I16809		10/2/25		17:00		10/2/25		extravasation to left forearm, 4cm extravasation lump, extravasation policy followed, reviewed by ACP, given hydrocortisone cream, nurse in charge to do a follow up call tomorrow.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/6/25		extravasation policy followed, drawn back 0.5mls, heat pack applied on area, hydrocortisone cream supplied.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		Network Services

		I16800		10/2/25		13:50		10/2/25		Pt was walking and tipped over the scales that were next to the nurses desk on Pink team. Pt fell to the ground, not witnessed		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/2/25		OBs done and recorded pt stated they did not hit their head. Dr on unit review. Pt said they were a bit shaken up due to the fall but okay. slight sore arm but okay. Helped up on to a wheelchair and transferred but to treatment chair		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		Network Services

		I16842		10/2/25		12:50		10/3/25		I received the blood transfusion  for this pt, did the first and second check, did the checks with the pt and started the  transfusion. When time was due for the 15 mins obs I did them and pressed by mistake on post transfusion  observation instead of the 15 minutes observation. By the time I have realised the form was already submitted and I could not edit the form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		No outcome completed on prescription		Ghaffar,  Zhaida		Rejected		No Harm		No harm				I have informed IT straight away and the nurse in charge 
I have documented on EPMA the times and observation to help with traceability				Clinical Support and Specialist Surgery (CSSS)

		I17005		10/2/25		08:00		10/8/25		Ordercoms number 9369515.  Virology sample in with biochem and haematology samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lane,  Laura		Finally approved		No Harm		No harm		10/8/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17021		10/2/25		19:00		10/8/25		XRT consent form scanned on wrong patient's notes.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		Scanned under correct notes, DATIX submitted. Tech Bar redaction request to be done after DATIX.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		Network Services

		I17007		10/2/25		12:00		10/8/25		Ordercoms number 9369353.  Virology sample in with biochem/hame samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/8/25		Error logged,  Booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17008		10/2/25		15:00		10/8/25		Ordercoms number 9369096.  Urine sample for RUUE and Urine ACR returned by Salford on the 2.10.25.  Most likely cause that biochem sample was received in microbiology bag.  This sample was from 1.20.25.  Therefore processed with 24 hr delay.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)		To follow up with training and actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged and processed here with a 24hr delay due to sample going to Salford as it was in the wrong bag,		To ensure the right bag is used for the right samples		Network Services

		I16909		10/2/25		10:00		10/5/25		A report has been scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Jones,  Tracey		Finally approved		No Harm		No harm		10/6/25		redaction requested with IT				Clinical Support and Specialist Surgery (CSSS)

		I16894		10/2/25		14:00		10/3/25		Had a fall while trying to put some papers in the bin without his walking stick.
Witnessed by Dr. 
Reviewed by medical team.		Correct actions taken. 
Observations completed.
Medics informed. 
Moving and Handling risk assessment completed in timely manner. 
Physiotherapy referral sent.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
Medical review. 
CWP - Fall incident and manual handling completed				Clinical Support and Specialist Surgery (CSSS)

		I16878		10/2/25		10:18		10/3/25		emergency lockdown procedure initiated 10:18
approved procedures implemented, 
contacted radiotherapy services manager
unable to contact EPRR lead
Unable to contact switch
log book completed via trained loggist
lockdown lifted 12:21		improvement in communications required		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		escalated via radiotherapy services manager
incident managed well on site good communication via NCA
no communication from Withington site

review of events by senior team		improvement in communications required		Network Services

		I16880		10/2/25		09:45		10/3/25		Patient booked in for a radiotherapy scan of their brain in PBT.  Patient attended with appointment letter, however patient had no appointment visible on CRIS and there was another patient booked into this slot.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		Upon investigation, it appears that the patient's appointment was taken out of the diary and put back onto the waiting list by a member of staff in the radiotherapy department at Christie Salford.  This then led to a false appointment slot being available and another patient was booked into it.  Proton Beam Radiotherapy contacted Radiology MR Lead to query why patient had attended with no appointment.  Radiology MR Lead found that the scan was placed back on waiting list by a radiographer in Salford and contacted them to ensure scan was still to take place and inform them of the error.  Proton Beam agreed to scan patient.				Network Services

		I16926		10/2/25		11:30		10/6/25		No date taken present on sample for transfusion. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Sample rejected and discarded. New sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16943		10/2/25		12:00		10/6/25		tsrt9
A systematic review was completed following a # without a CBCT as there had been a change to the pt's CBCT scheduling and the systematic review scheduling was not updated following this change. Systematic reviews are typically completed following #8 however this pt had received additional CBCT's on #4&#5 due to positioning issues, the next CBCT was then pushed to #10 therefore a systematic should have been scheduled following #10 rather than #8.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		incident was picked up @ #10 following the CBCT. A B7 was made aware and an additional systematic task was added following #10 and the remainder were rescheduled following the new cbct schedule.				Network Services

		I16952		10/2/25		18:25		10/6/25		Suspected transfusion reaction - patient began to experience rigors approximately 2 hours following the commencement of a unit of RBC's.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/6/25		Transfusion stopped.
Medical review sought.
Chlorphenamine and IV fluids administered.
Relevant blood specimens and RBC bag sent to laboratory as per policy.				External Other Trust

		I17031		10/2/25		20:30		10/8/25		Patient attends with Temp, urinary catheter in situ ON arrival. Patient required a CSU as part of septic screen. Pt had an allocated nurse who was working with a (SPN) supernumerary nurse (under direct supervision). The allocated RN asked the SPN to wait for her to come back. The supernumerary nurse had never done catheter care/nor signed off on catheters.  SPN, unsupervised/untrained attempted CSU despite instruction. Withdrew water from balloon rather than CSU and left the pt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						The incident only came to light as the SPN showed the "CSU" to an ACP who realised it was water. I apologised on behalf of SPN and explained to patient what had happened. 10ml of water was measured from "CSU sample", catheter further reinserted and balloon re-inflated. Catheter draining again.
Discussion had with supernumerary nurse to get account and reiterated to work under direct supervision of designated nurses and to work within scope of practice.				Clinical Support and Specialist Surgery (CSSS)

		I17174		10/3/25		13:55		10/14/25		Pre transfusion vital signs completed one hour and 21 minutes prior to its commencement.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I17176		10/3/25		17:39		10/14/25		Patient received albumin and the second independent check was completed by the same nurse, and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Added the above to safety huddle to make staff aware of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To reiterate the importance of following protocol		Clinical Support and Specialist Surgery (CSSS)

		I17488		10/3/25		11:00		10/23/25		Two patients missed their translational blood test appointments due to a communication error. The lead nurse handed over for the patients to have blood tests on the 3/10 and to remind the patients of this appointment at their appointment on 30/09. This was not communicated to the patients. No translational/trial bloods were taken.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager made aware. 
Patients aware they missed the appointment, apologies given. 
Sponsor made aware, awaiting response.				Research and Innovation

		I17100		10/3/25		09:00		10/10/25		On-going issue that we need to raise as an incident can't add TCI to patients records which is becoming more frequent.
Not being able to add a TCI means that the patient cannot be admitted on the day and also means the patient cannot be tracked and the associated medications etc hat maybe required documented on the patient. This could cause delays and inaccurate recording on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling / Theatre Scheduling		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/13/25		Raised Ticket with techbar and received the response below. 

Request - INC-114771

I have just spoken to my colleague about this who has suggested that there is likely to be an issue with the RTT as it isn't being picked up. If an RTT pathway hasn't been picked up, the only people who can amend / add this in are the Pathway Trackers. I'm afraid that I can only advise you to speak to them, as they are the only ones who will be able to update the RTT and correct any issues in the setup in order for you to be able to proceed. 


I have worked in performance and I understand RTT and how the system works and what needs t be done we have removed and re -submitted on a number of records and it it is still not working.				Clinical Support and Specialist Surgery (CSSS)

		I17093		10/3/25		14:00		10/10/25		Incorrect laterality noted on pathology conclusion report on CWP during checks for radiotherapy planning. Reported incorrectly as left breast rather than right breast. This had then been used to populate patient letters and MDT documents.

13/10/25: Reporting sits with the consultant Histopathologists, who are managed by the trust				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Carden,  Jeni		Finally approved		No Harm		No harm		10/14/25		Checked all reports uploaded to CWP. Reported to clinical oncologist who contacted the surgical team and secretary to provide operation notes which stated surgery completed to the right breast. Requested pathology update their report conclusion with correct laterality. Operation notes uploaded to CWP alongside clinical annotation from the clinical oncologist stating laterality has been confirmed and to proceed to radiotherapy planning to the right breast.				Christie Pathology Partnership

		I17070		10/3/25		19:30		10/9/25		incident recorded when further information could be obtained.
after work was finished two staff members thought they were on there own in the changing room and proceeding to discuss another staff member.
the other staff member was in a changing cubicle and overheard the conversation and was upset by what had been said stating it was unprofessional.		discussed and offered support to all staff members involved		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Davies,  Julie		Finally approved		Low Harm		No harm		10/17/25		staff member comments directed at very upset 
apologies given at the time.
discussed with all parties concerned who are all upset by the situation. support and EAP information provided.
continue to support individuals concerned

support continues for all parties concerened		the need for professionalism 
respect		Network Services

		I16881		10/3/25		08:50		10/3/25		Call taken from reception, patient called the hotline this morning due to having loose stools X3 this. Patient advised to come for his treatment today to be assessed on the unit by consultant or ACP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Roberts,  Rebecca		Finally approved		No Harm		No harm		10/17/25		I called the patient who had x4 loose stools with new abdominal pain with loperamide being ineffective. apyrexial, he did not attend for  treatment as transport was 40 minute drive and he did not think he would make the journey. reiterated calling the christie hotline if symptoms worsen.				Clinical Support and Specialist Surgery (CSSS)

		I16882		10/3/25		11:00		10/3/25		when putting suture needle in sharps pad  caught tip of thumb left had with tip of suture needle		Speak to staff  regarding safe handling of sharps .		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3				The Christie NHS Foundation Trust / Clinical Oncology / Gynae(Clinical Oncology)		Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Thomas,  Preethi		Finally approved		Low Harm		No harm		11/3/25		de scrubbed Made bleed , washed with chlorhexidine reported to team 
Contacted OH , all blood investigation done 
Follow needle stick injury SOP . 
No harm done		when you handle with sharps always take precaution.		Clinical Support and Specialist Surgery (CSSS)

		I16883		10/3/25		11:45		10/3/25		TSRT9/ Level 4/ 11O/ CF2a/ 10N/ SB11n 11t
Patient attended bolus verif scan at Macclesfield as requested via telephone call by planning. 

No physics or planning staff sent to mark bolus outline on mask and didn't submit Bolus Request Form in time, causing delays. 

Scan delayed due to confusion regarding whether the scan was required. This was due to a finalised planning record and planning QCLS completed and treatment plan already being exported to prep room, found immediately prior to scan . Pt in mask during this time and very anxious and on timed pain relief.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11O Management of process flow within planning (including plan export)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Planning were contacted via telephone and asked to confirm if a bolus verif was required. Whilst waiting for a response from planning the patient was becoming increasingly agitated on the CT couch and a superintendent radiographer was informed. Planning made aware of the distressed patient on the bed however it took a significant amount of time for a decision to be reached. Radiographers were in the room comforting the patient and trying to encourage patient to stay in the mask. 
Once planning confirmed the scan was required the scan was performed.  When the mask was taken off the patient, they asked to speak to Superintendent Radiographer to find out why there was such a delay and expressed his distress at being kept waiting. Superintendent radiographer explained to patient the reasons why. PALS complaint form offered and patient apologised to by numerous radiographers.  Centre Manager discussed incident over telephone with planning. 

Feedback from Radiographers regarding incident: 
During a debrief after the incident radiographers felt communication throughout the whole bolus verif process was poor. No annotation from planning regarding bolus verif being required on CWP or Nav. The Bolus request form was only put in 1 day prior to the patients appt. This put the radiographers under a time pressure to organise the thermoplastic bolus shape (as it was required to be cut out at main site). A physics member of staff was also asked by planning to draw on the requested Bolus shape on the mask and was unfamiliar with this process. 

Radiographers feel a new work instruction for both radiographers and planning regarding the the bolus verif process would be helpful. Reducing communication errors on the process. 
Planning QCLs were all completed despite the bolus verif not being confirmed. As a result the radiographers started prepping a plan that was not confirmed yet for treatment. This could have resulted in a patient being treated incorrectly.				Network Services

		I16879		10/3/25		14:51		10/3/25		red clean for c diff requested on aacu sr5.
unable to complete fog due to door structures on aacu.
deep clean team attended with uv machine.		Estates will review the doorframe with the domestic services team and will look for a permanent solution if one is required		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities

		I16885		10/3/25		15:45		10/3/25		TSRT9 / LEVEL 3 / 13I / CF 1C / MoD 13BB / SB 13I
Image acquired after set up. 
Radiographer accidently clicked dismissed during image review.
Due to time taken to re-establish link between xvi and mosaiq patient moved requiring resetup & reimage.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Superintendent informed.
Additional image authorised. 
Additional dose 5.9mgy. Not reportable.
Proceeded with treatment.				Network Services

		I16886		10/3/25		15:00		10/3/25		on time out staff noticed pt had redness under bilateral breasts as well as moisture lesion / redness under stomach / apron. Pt has high  BMI.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/3/25		barrier spray applied pre-op as well as area cleaned and barrier spray applied post op - handed over to recovery to monitor and contact medical illustrations to document. TV link staff and coordinator informed as well				Clinical Support and Specialist Surgery (CSSS)

		I16887		10/3/25		15:00		10/3/25		Crash trolley in OP corridor required for emergency situation. patient collapsed in phlebotomy room.
There were NO oxygen masks or tubing anywhere in the crash trolley(normal location drawer A).
Staff had to run to another area to find an oxygen mask and tubing, delaying administration of oxygen to an unwell patient with low saturations
Post incident i discovered the crash trolley had not been checked for 3 days,		Our HCAs had been checking the resus trolley in OPD. After discussions with the resus team at main site and reading the policy it should be a registered practitioner that checks the trolley.
This has since been cascaded to all staff and the nurses from SACT will now absorb the checking of the OPD trolley with their own checks. 
The importance of communicating when anything is removed/used from the trolley has been reiterated to ALL staff.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		Near Miss		Equipment incident		Medical		Lack/ unavailability of equipment/device		Aremia,  Laura		Finally approved		No Harm		No harm		10/10/25		oxygen mask sourced from another clinical area
Highlighted to staff on duty that trolley hadnt been checked
Requested trolley be restocked and checked asap				Network Services

		I16888		10/3/25		00:00		10/3/25		TSRT9.

Incorrect preset used for #1 of Lung SABR treatment.
Pelvis M20 used instead of Lung.
Dose 10mGy instead of 6.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		Preset amended.
Pt treated correctly.				Network Services

		I16889		10/3/25		16:00		10/3/25		witnessed fall. patient stood from toilet and fell backwards. No LOC, did not hit head
observations and BM taken. 
had flip flops on, changed to non slip socks. no injuries				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		reviewed by ward doctor. physical exam, safe to mobilise back to bed with assistance of 2 
moving and handling assessment complete with lying and standing				Clinical Support and Specialist Surgery (CSSS)

		I16890		10/3/25		05:25		10/3/25		cannula was on wrist , checked cannula when the machine beeps, no flush back , bit swelling , relative said he was moving his hand frequently and kept bending ,		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/6/25		treated as extravasation, informed patient about it , try to aspirate chemo with 10 ml syringe , nothing to come back . cannula removed and marked the affected area , patient took a photo to compare as we do not have medical illustration after 5 pm . heat pack applied , no inflammation at the time of assessment , reviewed by ANP Gina and advised to provide hydrocortisone cream if any inflammation occurs , advised to apply heat pack for 20 mts , 4 times a day ,for 2 days , and advised to move hand , safety netted with hot line , made a note on diary to ring tomorrow .		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		Network Services

		I16891		10/3/25		10:00		10/3/25		HCA was helping patient to the commode/bathroom to help with wash. Patient slipped and body was guided onto the bed. 
Patient reviewed by medical team afterwards.		Correct actions taken during this incident. 
Datix completed.
Observations taken. 
Medics informed.
Moving and Handling risk assessment updated. 
Falls care plan completed. 
Patient known to physiotherapy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Slippery floor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
CWP - Fall incident form and Manual handling form completed. 
15 minute observations 
Slip socks.				Clinical Support and Specialist Surgery (CSSS)

		I16892		10/3/25		17:30		10/3/25		Patient supine on the table for a Robotic Assisted Laparoscopic Prostatectomy. Post op pressure area inspection upon rolling the patient side to side to remove sheets underneath, scrub staff inspected the back and the sacrum and identified the moisture lesion near the anus.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/6/25		Barrier spray applied in theatre. Handed over to recovery staff looking after patient to monitor. Datix form filled out.				Clinical Support and Specialist Surgery (CSSS)

		I16893		10/3/25		12:00		10/3/25		Patients relative assisting patient to the toilet, Patient expressed that her legs felt week and relative helped patient down to the floor. 
Patient reviewed by Medical team.		Medics informed. 
NIC informed.
Datix completed.
Patient known to physiotherapist services.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed.
Medical review
CWP - fall incident and manual handling completed.				Clinical Support and Specialist Surgery (CSSS)

		I16895		10/3/25		14:00		10/4/25		CMPE currently signed up to Tender Portal for notification of Radiation Protection Services tenders from regional Trusts.
02/10/2025 - CMPE DRRPS staff became aware of a regional tender for approx. £4 Million, however tender notification was placed on system CMPE not aware was in use. Tender deadline of 07/10/2025 so only 5 days notice (including weekend) to submit tender response.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Non-clinical incident		Referral		Delay/ failure		Mairs,  William		Finally approved		No Harm		Low harm		10/10/25		Account created on HealthTrust Europe and CMPE Team started work on tender response.  This was submitted but not of satisfactory standard given the turnaround time.
Discussed with procurement.  We have now registered on the correct platform for alerts (Steve Drain and Will Mairs).
A management procedure will be added to DRRPS QMS to include annual discussion with procurement about the latest platforms in use so we stay current going forward.				Network Services

		I16905		10/3/25		12:30		10/5/25		tsrt9
Initial CBCT taken and moves applied. Multiple generator faults when attempting to take 2D verification image, engineers onset.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		Pt off bed to allow engineers to resolve issue, moved to other gantry. Pt re-setup and additional mechanical CBCT taken & treatment delivered.				Network Services

		I16897		10/3/25		22:40		10/4/25		Found a Cat 2 on a pt's right ear where she keep her ryles tube insitu, within the helix area.		- 7 members of staff attending upcoming TVN Away Day
- HCA away day in December, ward manager and TVN's to teach on this with recent incidents as discussion points.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		-Dressing applied. 
-TVN referral done 
-Medical illustration done. 
-SSKIN bundle updated. 
-Purpose T still outstanding.		To check NG/NJ/Ryles site at ear and nose each shift and within 6 hours of admission to the ward to identify ulcers early and provide pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I16898		10/3/25		09:15		10/4/25		Heard staff member shouting for help and when approaching I witnessed staff members assisting/mobilising the patient to the bed (patient is mobile).  When approaching to help I saw that the patient fell down onto his knees next to the bed (did not hit his head). When calling out the patient's name he initially did not respond straight away (?Loss of consciousness) but after a few seconds he responded back to his name. 

Patient stated he felt dizzy when mobilising.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		10/8/25		Ensured patient was assisted safely onto his bottom. Then assisted into bed once he was feeling settled. 
Full set of observations completed. 
Blood glucose completed as patient is T1DM. 
The incident happened before board rounds and nurse in charge was present at the time also- NIC Kath escalated this to the team in board rounds and I later escalated the fall also to the patient's team doctor as the patient was planned for chemotherapy. 
Registrar reviewed in the afternoon. 
Documented and incident report form completed. 
Moving, handing and falls risk assessment completed including lying and standing.				Clinical Support and Specialist Surgery (CSSS)

		I16951		10/3/25		11:30		10/6/25		TSRT9
Patients first treatment, details incorrectly recorded for the abdominal compression belt in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Saunders,  Jane		Finally approved		No Harm		No harm		10/17/25		Discussed with team who input details as to what the correct information should be, site setup rectified				Network Services

		I16959		10/3/25		16:30		10/6/25		Samples from 03/10/25 not sent and left in pod in dept 35. Discovered when arriving into dept on 06/10/25.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Informed department Matron. 
Labs informed but unable to process samples. 
Patients contacted to re-arrange appointments 


Correct procedure followed.  The 6 patients who were effected were contacted.  Appointments were arranged at BCTH or Christie site.  Two patients were attending for treatment and already had a blood appointment booked.
All staff who were in the blood room that Friday were informed that as part of their daily duties staff should be making sure that all blood samples have been sent to the labs before leaving shift.  Unfortunatley we are unable to get to the bottom to why this pod was missed all staff present at the time were under the impression they had checked.  This will be discussed in staff huddle with all staff.				Network Services

		I16975		10/3/25		09:00		10/7/25		Engineers from JLA were booked to attend on Friday  3/10/25 to perform hot works on the roof of the Cytogenetics department.  It appears correct procedures were not followed;
-2 people were required to attend (one as a fire watcher), but only one  attended.
-Access to roof gained without visiting Estates first
-Hot work permit not obtained.
JLA had been informed in advance of the visit of required procedures.		Policies and procedures have been reiterated to JLA for future visits to the site		The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting the organisation		No Harm		Non-clinical incident		Estates		Maintenance		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		It was realised on Monday 6/10/25 that the correct procedure had not been followed when the Cytogenetics administrator contacted Estates regarding the visit by JLA, and we were informed that no-one had visited Estates on Friday 3/10 to collect hot works permit.				Capital, Estates and Facilities

		I16981		10/3/25		12:00		10/7/25		MRSA BSI 53yr old female, diagnosis Sarcoma.  
Source - UTI/? Nephrostomy 
Admitted 03/10/2025 (Friday) via AAU and transferred to Palatine same day; outlier due to bed pressures. 
Known MRSA screen positive from Dec 2024, urine positive march 2025.  
Had negative screens and bloods 2nd, 3rd, 4th September (x3) including urine no further micro until 3rd oct. Recent discharge from ward 4 10/09/2025, referred to Bolton DN team for neph care on discharge.

Risk factors - Neph May 2025, PORT i				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		10/23/25		Timeline 
There is a hotline annotation on the 19/09/2025 - haematuria for the last 24hrs, suspect infection 
28/09/2025 - CT abdo, pelvis with IV and oral contrast 
30/09/2025 - SACT treatment, bloods and PORT flush.  notes indicate the patient and their son feeling unwell the previous weekend due to eating at a hotel ? Food poisoning.  care plan completed for insertion and removal of needle. Notes state not fit for treatment 
01/10/2025 -  day admission to AACU for blood transfusion presumed delivered via PORT site, low grade pyrexia prior to transfusion.  doesn't appear to have had any blood work 01/10/2025
03/10/2025 - hotline assessment; hasn't felt well the last 2 nights.  

Initial findings 
Patient had a timlely review by micro 05/10/2025 and 06/10/2025
Patient prsecribed decolonisaiton therapy 
Inpatient nursing admission form states 'no' to MDRO 
Palatine team aware of patient, will swab neph and PORT site as wasnt completed on admission screening 

Plan 
Will contact GP and DNs tomorrow for more information regarding the hotline annotation and GP actions 
Patient flow will prioritise transfer to medical ward 
Contact Bolton hospital to see if recent admission during Sept				Clinical Support and Specialist Surgery (CSSS)

		I16982		10/3/25		10:00		10/7/25		TSRT9/ level 3/ 12i/ CF 2c/ SB 13aa/ MD 13i

Large anatomical mismatch on XVI acquisition due to incorrect SGRT prep/incorrect surface selected at set up.
Repeat XVI approved under protocol.
Additional dose to patient = 1.4mGy
Non-reportable		correction made 
patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 informed
*B6 realised the issue
*SGRT amended as per work instruction:
- Unselect the reference surface/s and isocentre checkbox of the plan that has finished treatment
- In “Set Treatment” view, drag the newly imported plan for treatment to the top of the 
Treatment Course Panel
*Patient set up again using correct surface
*Repeat XVI acquired		the need to follow protocol		Network Services

		I16844		10/3/25		10:25		10/3/25		I forwarded an email from Catherine Mcbain to the sponsor for the ONC201(22_DOG11_48). Her email address is as follows: rebecca.evans@thermofisher.com

It included the following patients details: 
ALAINA, Ambrin (Miss) Born: 03-Jan-1999 (26y) Gender: Female
Christie No: 202518049 NHS No: 637 796 0166				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		McCaul,  Damian		Finally approved		No Harm		No harm		10/22/25		I informed my line manager and recalled the email. I also rang the sponsor and asked her to delete the email, which she did.				Research and Innovation

		I16845		10/3/25		10:50		10/3/25		Uploaded hospital letter to wrong patient on CWP. Reported to Techbar and they have now removed, please see ticket number below:
 INC-114862				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/6/25		yes				Network Services

		I16847		10/3/25		10:10		10/3/25		tsrt9
Machine Breakdown, patient needed to be taken of the bed for a break as they had been on the bed for 1hour 30 minutes and engineers had said it would be a further 10/20 minutes for the interlock to clear. The breakdown resulted in additional imaging being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/6/25		Once breakdown had been recovered patient was brought back in for treatment- additional image was authorised by Band 7 prior to treatment delivery.				Network Services

		I16848		10/3/25		08:00		10/3/25		Incorrect temperate recorded on NEWS2 score observations at 07:59 - 39.8 instead of 34.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Hawkes,  Iain		Finally approved		No Harm		No harm		10/6/25		Correct NEWS2 score inputted at 08:18 after observations completed again - Redaction request raised with tech bar at 14:00				Network Services

		I16858		10/3/25		14:00		10/3/25		A patient was referred for an urgent MR liver scan. The referrer answered no 'implant device'. The patient was sent an appointment for 2/10/25. On receipt of appointment patient contacted MRI Department to inform us that she had a pacemaker in situ.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Incident affecting Patient		Near Miss		MR Safety Incident		Patient Implant		Patient Implant		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/6/25		Pacemaker details obtained from patient. Radiographer emailed Blackpool to request necessary pacemaker information to check if suitable for MR scan at the Christie.				Network Services

		I16855		10/3/25		14:00		10/3/25		Staff member was washing hands before entering the ward. When they went to dry hands- hit head on a shelve. Small cut to right forehead. Nil bleeding. Ice applied. 
Paracetamol given. 
C/O headache. 
Asked to go home due to headache. 
Sickness for work related injury.		Shelf has been removed and a smaller shelve has been asked to be fitted higher up		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Struck by an object		Struck by an object		Anderson,  Rebecca		Finally approved		Low Harm		No harm		10/6/25		Paracetamol and Ice applied. 
Staff member checked over. 
Nil bleeding. 
Safe to drive home. 
Datix done. 
Called maintenance to lower/ remove shelve		Shelve to be removed and a smaller shelve fitted		Network Services

		I16856		10/3/25		10:00		10/3/25		Patient attended endocrine dept for blood transfusion. On 2nd checking of the unit of blood, noted that patient is MRSA positive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Jackson,  Claire		Finally approved		No Harm		No harm		10/10/25		Sent unit of blood back to blood bank. Contacted bed manager, reallocated to AACU. Reassessed blood transfusion booking form. Booking form amended to prompt checking of alerts prior to admission.				Clinical Support and Specialist Surgery (CSSS)

		I16865		10/3/25		14:09		10/3/25		I hanged up a Fluorouracil 320mg/m2 - 5 minutes bag before the Folinic  Acid infusion. But I realised the error as I was signing for the drug on the computer and stopped it immediately . No volume of drug has been infused.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Johnson,  Rhona		Finally approved		No Harm		No harm		10/6/25		Stopped the pump immediately
Clamped the Iv line.
Sought advise from my PEF on the unit
 Fluorouracil 320mg/m2 - 5 minutes bag ; to be infused after the folinic Acid infusion.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		Network Services

		I16871		10/3/25		09:20		10/3/25		Patient was called in for a CT Chest Abdo and pelvis scan. he confirmed he was over 20 stones in weight. scan was done on the CT Siemens Definition 3 scanner and during the course of the abdomen and pelvis an anterior cut-off was noted in the abdomen bits as he had a really protruded abdomen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		patient was brought down from the scanner and kept in the waiting area. Spoke to a consultant radiologist (YJ) who recommended a repeat of the abdomen and pelvis due to the cut-off of the anatomy there. a repeat scan (Porto-venous Abdo-pelvis) was done on another scanner CT Canon Prime 1 due to this which means another radiation dose and contrast had to be given to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I16872		10/3/25		10:30		10/3/25		As part of 2025 CVAD audit, came across a CVAD that still had the stitch in place over the 21days. line inserted 22/8/25 and assessed line today 3/10/25. stitch in place 42 days		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.
Dates for suture removal to be inputted on handover AH		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Pointed out to the nurse in charge of the patient, nurse was to change dressing and remove the stitch		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.		Network Services

		I16816		10/3/25		03:45		10/3/25		Patient sustained an unwitnessed fall in the bathroom at approximately 03:45. He reported that he “slightly” hit his head during the incident. On immediate review, no visible injury, swelling, or bruising was noted. Patient denied drowsiness and dizziness. He did report feeling generally unsteady on his feet.		All appropriate actions taken post fall, observations remained stable, CT scan - NAD, NOK informed the following morning, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		After assessment confirmed no injury sustained and able to move, the patient was assisted to transfer safely to a chair and was wheeled back to bed with assistance of 2. 
During physical assessment, it was noted that the patient’s right leg had some weakness. Patient reported that this had previously been assessed by Physiotherapy and he had been provided with exercises to support mobility. Patient was wearing appropriate footwear at the time of the fall. Obs checked, tachycardic- 98, Capillary Blood Glucose: 5.6 mmol/L
Neurological observations commenced: GCS 15/15 and done every half hour, prn analgesia given, doctor on call informed.
Reinforcement of safety advice and call bell use provided, and the patient verbalised understanding.
Had been mentioned to patient earlier in the shift to kindly press call bell if need to mobilise or require any assistance as has been assessed by Physiotherapy team to need assistance of one, he acknowledged this but had mobilised independently on this occasion, same reinstated and advice given. Moving and Handling Care Plan updated,  Falls Incident care plan done. Patient agreed for next of kin to be informed in the morning.
call bell placed within reach		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17177		10/4/25		15:09		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17178		10/4/25		06:48		10/14/25		Patient received a x bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/14/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Batch number G04J176961				External Other Trust

		I17210		10/4/25		00:40		10/15/25		Patient received a  bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04J146961				External Other Trust

		I16990		10/4/25		14:37		10/7/25		2 units of Platelets ordered for patient and not used.		2 units of platelets were transfused on the 4/10/25 
note patient requires HLA or HPA matched platelets. Limited information to investigate 
Cant decipher whether this was a prescribing error ?too many units ordered or incorrect units ordered		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/9/25		Platelets were wasted on the system and disposed of.				Clinical Support and Specialist Surgery (CSSS)

		I16899		10/4/25		09:10		10/4/25		The sharps bin in R1 on WW was filled to the lid, blood-filled syringes were visible at the top. As I shut the lid to lock and replace the bin, some fluid on top (around the entrance) of the bin which I'd not noticed splashed up into both my eyes. Due to the dark colour of the lid, it was hard to see whether the fluid was clear and it's not known what the fluid is from.		Emailed staff to dispose sharps bin when they are 3/4 full to avoid any injury or splash risk and to assure healthcare worker protection
To be part of incidents Newsletter		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Staff		Near Miss		Clinical incident		Contamination		Contamination		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/6/25		Duty manager informed, who was in handover at the time. Washed face with water. Unable to locate policy for eye contamination on HIVE at the time- typed into search bar and also looked on OH page. Went to local areas to look for display information but unable to find, so spoke with another B6 upstairs and agreed to use the small vials of saline. Irrigated both eyes with about 30ml of saline in each. Duty manager arrived and informed me that the policy is found by typing blood-borne virus on HIVE. She advised that the correct action had been taken as the sharps bin was in a SR belonging to a patient who doesn't have any identified BBVs so no further action needs to be taken. Will email OH to make them aware.		To dispose sharps bin when they are 3/4 full		Network Services

		I16900		10/4/25		08:45		10/4/25		unwitnessed fall
patient tried to walk self to the bathroom with frame. Found flat on back with legs and arms straight 
reports falling onto the floor on her bottom, did not hit her head
no new pain or dizziness reported. Lost her balance		All appropriate actions taken following fall, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		Low harm		10/7/25		observations completed
resident doctor informed
checked for any obvious signs of bruising/bleeding/broken bones
skin tear found to right elbow, was not bleeding
patient waited 30min on the floor with a pillow under her head
did not want to wait any longer, sat self up and attempted to get off the floor with AO3		Nurse did not update the moving & Handling care plan will make her aware when giving DATIX feedback		Clinical Support and Specialist Surgery (CSSS)

		I16902		10/4/25		15:30		10/4/25		Patient complained of rash to inner right elbow. 
I could also see slight rash to side of right jaw and neck.		Ask nurses in future to document before patient is discharged that the patient was successful in having the rest of their treatment at a slow rate without issue. Just so staff are doctors are clear.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/6/25		Treatment stopped. 
Observations taken. 
Chlorphenamine 10mg and Hydrocortisone 100mg given under PGD. 
Waited for rash to resolve. 
Treatment restarted at reduced rate as per hypersensitivity protocol. 
Team emailed.		All immediate processes followed and rash resolved and patient felt well. Team emailed to highlight reaction and ensure script is labelled as given at SLOW RATE. 

Drug was actually - Trastuzumab Deruxtecan - unable to select on drug menu		Network Services

		I16896		10/4/25		02:50		10/4/25		Patient admitted to the ward. On initial skin check, found to have MASD damage to buttocks. 
Patient aware of discomfort in that area. 

Barrier ointment applied. Mattress pump connected. 

For medical illustrations in hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		see above.				Clinical Support and Specialist Surgery (CSSS)

		I17181		10/5/25		21:16		10/14/25		Patient received a platelet transfusion which was initially received onto a RBC prescription. It was subsequently then received onto the correct RBC prescription, however the 2nd independent check was not completed. Neither were the start time or outcome completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise second independent checker incident with staff at ward meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		First and second independent checker should be completed before start of transfusion. 
Proper communication between ward and transfusion team.		Network Services

		I16906		10/5/25		10:01		10/5/25		tsrt9
Inf isocentre. Initial CBCT acquired with no issues (on panel A).  
Attempted to acquire 2DKV confirmation. Confidence tone heard, only ant image (panel A) appeared. No lateral image present. Generator timeout interlock.
Escalated to MCR, advised to try 2DKV acquisition again. Confidence tone heard, no image appeared. 
Advised by MCR to attempt 2DKV acquisition again, however discussed with superintendent radiographer and decision made to CBCT on panel A for confirmation				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Rejected		No Harm						Escalated to MCR and superintendent radiographer.
CBCT confirmation successful. 
Paused after completion of treatment to allow MCR to investigate mechanical issue. 
Confidence tone  task added. Additional image task added.				Network Services

		I16910		10/5/25		11:00		10/5/25		Patient moving and handling questionnaire not added by day unit staff (paed GA). Noted after #1 by staff member who had carried out the treatment prep task (by chance upon double check as treatment planning and treatment prep completed in quick succession). 
Also to note this therefore means it was missed at pre-treat, prep, first day chat and #1 stages. Task however was definitely added by pre-treat staff and was just missed/not completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Simms,  Leanne		Finally approved		No Harm		No harm		10/28/25		Escalated to B7, M&H check added to care path for following day (allocated to day unit) and alert added to pt's notes for urgency/for gantry staff to double check the following day.				Network Services

		I16908		10/5/25		10:15		10/5/25		TSRT9

Interlocks on PTC when treating G40_T0 beam, table lost compensation.
Additional imaging acquired 1x 2d pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/7/25		2d imaging				Network Services

		I16903		10/5/25		03:30		10/5/25		Patient walked to toilet alone and fell in the entrance of toilet. she said she could not stan and fell on her bottom. she has back pain .				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Williams,  Louisa		Incident being managed locally		No Harm						brought her back to bed. vitals monitored  and recorded. informed doctor on duty.				Clinical Support and Specialist Surgery (CSSS)

		I16904		10/5/25		05:00		10/5/25		Patient  fell down  when she was trying to go  to toilet early in the Moring as soon as she woke up from sleep. Witnessed  fall, patient fell down in front of staff member who went to attend her bell.
patient is mobile with stick/wheel chair /Ax1 and she has been assisting the whole night with toileting needs. however she comes  out of the bed and  tried to walk  with stick to the toilet by the time  staff attend her bell AND FELL		Encouraged patient to wear suitable footwear and to wait for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		Assessed thoroughly for any bruises , bleed or any injury
post fall protocol followed
observations checked and recorded
assisted the patient to come back to bed after excluding spinal code injury 
informed duty doctor for urgent review, seen by duty doctor and assessed,
moving and handling done 
advised the patient to call and wait before mobilizing
Fall care plan initiated
will inform relative with patients consent		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16918		10/5/25		13:36		10/6/25		First name spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		New sample requested at 14:30 via phone				Clinical Support and Specialist Surgery (CSSS)

		I16919		10/5/25		09:44		10/6/25		Sample bottle expired.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested.				External Other Trust

		I16932		10/5/25		03:20		10/6/25		Fall overnight - from bed to floor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Harris,  Andy		Rejected		Low Harm						From CWP anno: she had a fall at 03:20 when she moved out of bed to void urine. HCA attended her call and informed her she will get a commode mean while she moved out and fell . HCA has seen her but could not reach her . she fell on hitting her bottom informed doctor .
vitals recorded.checked her not open wound noted.
she complaint of pain in same place as before. checked if she hit her head she refused
seen by doctor she said she hit her head slightly but HCA dint see .
ct head requested to be done doctor said he will inform them. so that can be done by 8Am atleast.
she is on apixaban .
vitals monitored and recorded.
she is conscious oriented.				Clinical Support and Specialist Surgery (CSSS)

		I16912		10/5/25		08:00		10/5/25		Noted patient has a blister on the outer left heel on A-E assessment				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		Low harm		10/10/25		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage.		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage		Clinical Support and Specialist Surgery (CSSS)

		I16913		10/5/25		16:00		10/5/25		Patient is on ward 10 needed immunoglobulin  giving today as per iqemo and consultant advise, I was asked to help as noone trained on iqemo on ward 10,
after commencing the drug I realized it was different brand to ,what was specified on prescription.
Panzyga given. Privigen brand prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Thorne,  Hazel		Finally approved		No Harm		No harm		10/6/25		Pharmacy on call contacted, duty manager contacted. Patient observation taken.
out of hours pharmacist also consulted the haematology pharmacist .
I was advised that this was okay and it is same drug , different brand.
Patient infusion rate given as per Panziga protocol		increase of Ivig within surgical field and out of hours 
Additional training required for Iqemo training and management of immunotherapy patients  
Staff members  to reframe from prescribing by brand name to reduce error or to re-prescribe based on trusts current stock		Clinical Support and Specialist Surgery (CSSS)

		I16914		10/5/25		17:00		10/5/25		Patient had wanted to self D/C earlier in the shift, stating that the Dr stated that she could leave once ECG done and awaiting TTOs.  Confirmed with Drs they insisted on her to remain in.
Left ward approx 16:00. Stated coming back to ward, reminded that they had a cannula in that she should not leave hospital with cannula in situ.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Approx 17.30 staff nurse rang, message left as no answer.
Attempted to call at 19:00, no answer.
Rang husband explained tried to contact his wife. Husband very upset and frustrated.
Then explained that if she didn't want to stay inthat we would not force her, but we needed her to come back to remove cannula, understood that they're frustrated
He then stated she 'worked in radiology and will remove cannula herself'.
Repeated that we would like her to come in allow us to remove cannula and she can self discharge
He said she would do it herself and then hung up the phone.
Escalated to Dr Avanti on call, also escalated to nurse in charge		The patient is provided clear expectations time of admission during medical reviews. 
Nurses involved tried to resolve the situation within their means at time of event. 
The patient had capacity and was given explanation of rationale for admission and why leaving was against medical advice. 
It was the patients decision to leave despite this information. 
NOK was informed, and the patient was with him at the time of contact so the patient wasn't 'missing' as such. No further escalation indicated. 
Ward staff escalated appropriately to Nurse in Charge, Duty Manager and Medics.		Clinical Support and Specialist Surgery (CSSS)

		I16915		10/5/25		20:00		10/5/25		Current heat source (Geezer) not in use 
Staff member attempted to fill water tank with kettle water prior to evening tea round 
Hot water onto direct skin - left hand				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Staff		Harm		Clinical incident		Burn		Hot liquid or steam		Thorne,  Hazel		Finally approved		Low Harm		No harm		10/6/25		Burns management 
immediately rang under cold water - burn pack applied 
Escalated to duty manager 
Occupational health refferal required - work related incident 
? Faulty water tank - known by estates - currently delay fixing due to refurbishment		review of current management of hot water in the absence Geezer in kitchen		Clinical Support and Specialist Surgery (CSSS)

		I16916		10/5/25		22:30		10/5/25		I gave a dose of aciclovir 250mg as a push instead of an infusion. I made it up to 20mls saline as patient was fluid restricted (this is an acceptable dilution according to medusa) however I administered it as a push instead of an infusion over an hour. The mediation should have been given over an hour

Medusa "IV infusion (undiluted):
In fluid restricted patients only, aciclovir may be given undiluted (25mg in 1mL)(11) via central venous access device."				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Dr informed once I realised, Dr had no concerns, NIC also informed.				Clinical Support and Specialist Surgery (CSSS)

		I16974		10/5/25		00:00		10/7/25		TSRT9
2D acquisition tone and only 1 image appeared. Repeat attempt- no image appeared-escalated to superintendent at 1st attempt- decision made to used a CBCT to verify position. Additional CBCT dose & Additional 2D KV pair given.- this datix is in addition to I16906- filled out for 'Additional Mechanical CBCT'- this Datix is in relation to the 2D acquisition resulting in an additional 2d Kv Pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		contacted MCR logs requested.
Expected for 1# 0.090421906 x2= sup ISO 0.180843812
0.216013128549171 x2=Inf Iso 0.432026257098342

Total expected= 0.612870069098342/ #
Total Delivered= 0.341443811427291

X2 lat Head doses= 1 image appeared 1 did not- dose given each time

Additional CBCT used to verif- therefore additional 3D and x2 additional Lat Head doses (unusable & did not appear)				Network Services

		I16987		10/5/25		00:00		10/7/25		1 unit of Cryoprecipitate ordered but not used.		Increased awareness of handling blood products to be highlighted to team in monthly newsletter		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Informed AAU and wasted product.		Unclear from findings how additional unit was ordered and not used. Nonetheless importance of not wasting blood product (and financial implications of doing so) to be highlighted to team		Clinical Support and Specialist Surgery (CSSS)

		I17182		10/6/25		13:28		10/14/25		Second independent check completed by the same nurse.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I17183		10/6/25		12:53		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17141		10/6/25		09:13		10/13/25		Group and screen sample mislabelled.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		10/15/25		New sample requested via phone at 09:53				Network Services

		I17226		10/6/25		15:18		10/15/25		Unit of platelets collected from the blood issue room, and CWP not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion practitioner requested laboratory compatibility form from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17109		10/6/25		07:05		10/10/25		Sample bottle expired				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Rejected		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I16961		10/6/25		11:20		10/6/25		Patient started to vomit 16 minutes after Irinotecan infusion was commenced.		Reaction managed appropriately and documented, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Infusion was stopped. 
Observations taken and within normal parameters. 
0.25mg Atropine administered as prescribed. 
Patient monitored for 30minutes and remained stable. Vomiting/wretching stopped quickly. 
Infusion was re-started at the slower rate over 90minutes as per protocol. 
Further wretching/vomiting re-started at 12:50pm. 
Liaised with Consultant who prescribed a further dose of atropine 0.25mg and IV metoclopromide. 
Symptoms eased and patient was eventually discharged. 
Safety net advice to call hotline if patient is unwell at home or struggling with any toxicities.		Reaction managed appropriately and documented, no further issues reported.		Network Services

		I16963		10/6/25		18:00		10/6/25		Patient complained of feeling lightheaded to staff member whilst walking with frame.
Collapsed towards staff member, lowered safely to the ground.
Unresponsive for around 2 mins.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/8/25		Doctor informed.
Observations recorded.
Blood sugar obtained.
Cannulated with bloods.
Fluids commenced.
Moved safely to bed area.				Network Services

		I16964		10/6/25		19:00		10/6/25		TSRT9/level3/12f/ cf1c/ SB 13aa MD 13z
#1 m10 6.2mgy image taken, unable to see sup tumour, and patient had 5 degree rotations.

m20 filter required to see both prescribed PTVs

re-set  up and image with correct filter, rotns good - ptvs covered

treatment delivered without event

1 additional imaging event		corrective action

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Band 7 called - rotns and difficult to match - 2 lesion not covered, clip box off image.
Additional image note added.
Re- imaged with correct filter - and patient re-set up		field imaging lentgh insufficient

review all PTV		Network Services

		I16965		10/6/25		14:00		10/6/25		New C2 found on patient buttocks - reviewed by TVNs and accessed as MASD		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		TVN referral 
Med ill 
datix 
purpose T		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		Clinical Support and Specialist Surgery (CSSS)

		I16966		10/6/25		19:00		10/6/25		Pt attended XRT with stitches on his head and informed the treating team his partner had hit him with a vase and threatened to kill him.		Radiotherapy department referred to the safeguarding team. 
Safeguarding team liaised with Wythenshawe Safeguarding Team to ensure that appropriate action had been taken. 
Police involvement. 
Referral completed by Wythenshawe to adult social care.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Moderate harm		10/17/25		Long discussion with patient and his sister, police are involved and partner has been arrested and sectioned due to deteriorating mental health. Partner will not be returning to his house and he will change to locks, sister very supportive and has taken time off work to stay with patient. Patient visited Stepping Hill A+E and their safeguarding team are aware, review team informed but were happy to not review patient as already assessed in A+E. 
He assured me he is safe and has supportive family and friends, patients last # therefore signposted to Maggies and hotline number provided. Discussed at length support available and mentioned he will contact his GP to access this. 
Patients consultant and safeguarding team informed via email, anno in CWP.		Appropriate action taken by radiotherapy team by referring to The Christie Safeguarding Team.		Network Services

		I17015		10/6/25		12:00		10/8/25		Ordercoms number 9373555, 9372973, 9372976.  Urine ACR, Osmo and UPCR.  All three stickers received on 1 sample and bag, which was a microbiology bag.  Some samples state the time on them as 1am some say 10am.  These are biochem tests and should have been in the clear bags, however 3 barcodes on one sample is not right.  Unable to process as analyser cannot read 3 barcodes on one sample.  Should have been either 3 sep samples or one label with all the tests on.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Error logged. Booked in and all tests booked in on the request number ending in 555				Clinical Support and Specialist Surgery (CSSS)

		I17016		10/6/25		12:00		10/8/25		Ordercoms number 9373783.  Virology sample received in biochem bag.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to MRI with a delay.				External Other Trust

		I17017		10/6/25		08:00		10/8/25		Ordercoms number 9373315 & 9373318.  FBC sample received with biochemistry label on and biochemistry sample received with FBC label on.  Both unsuitable for processing.		A task and finish group has been created by the trust to look at ordercom incidents. Improvement and action plans will be discussed by the group		The Christie NHS Foundation Trust / Other / Photopheresis Department						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		11/6/25		Error logged, booked in with a comment in synergy stating why samples were rejected		The right label should be used for the right sample		Other

		I17018		10/6/25		12:00		10/8/25		Ordercoms number 9374126.  One sample received with two barcodes on - both with the same lab number and same tests so one could be removed from the tube.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, extra label removed as analyser cannot read two barcodes on one sample.

		I17020		10/6/25		13:00		10/8/25		Pharmacist covering AAU was alerted by Pharmacy tech that patient was taking Fludrocortisone 50mcg but prescribed as 500mcg (10x dosing). Confirmed with consultant on ward no plan to increase fludrocortisone.

Noted that 2 doses administered.		Findings and lessons fed back to A.P lead of medical staff and EPMA team 
Lessons learnt disseminated to all nursing staff on AAU to ensure they are querying prescriptions, particularly in light of the nursing staff giving the correct dose in this case but not ensuring EPMA was changed to ensure correct and safe dose received going forwards		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Immediately queried with treating nurse and confirmed that half of a ward stock 0.1mg given - therefore patient actually received 50mcg the correct dose. 

Explained to the nurse re prescription error and did the calculation with her.

Amended dose on EPMA as soon as possible		-Combination of incorrect (x10 dose) prescribing error on admission together with nursing staff not querying dose/administering substantially higher dose than is typical.

-Incident occurred over the weekend with reduced pharmacy reviews/cover, potentially leading to delay in identifying issue until weekday

-2 x medical ward rounds did not pick up on prescribing error prior to pharmacy identifying error on Monday. 

-Nurse who administered doses was involved in discussions at time of event and told reporter she had given 50mcg not 500mcg despite EPMA record. 

- Medical team informed at time of incident, deemed no harm to patient		Clinical Support and Specialist Surgery (CSSS)

		I17009		10/6/25		08:00		10/8/25		Ordercoms nummber 9373017.  Virology sample in with biochem/haem samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.		To follow up with training of ordercoms and action plans		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged, booked in and sent to MRI with a delay due to being in the wrong bag/pile		The right bag should be used for the right sample		Network Services

		I16917		10/6/25		02:55		10/6/25		patient found near to toilet floor when went  to do 15 min  check  since patient  was  confused  intermittently and assistance of 1 to 2.noticed  stool in the toilet , probably fell when trying to get  back to bed after  using toilet. patient declined banging of head or pain, post fall protocol followed.		All appropriate actions taken post fall, reviewed by medical team, no further actions necessary, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		observation checked .
full body assessment done for any bleeding or signs of fracture
excluded spinal cord compression
assisted to get back to bed 
lying  and standing not done since patient was not able to stand , Ax2 , M$ H updated , referred to PT,OT
requested urgent  doctor review 
 CT scan done  to rule out head injury or fracture since patient confused
1:1 care provided		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16925		10/6/25		08:04		10/6/25		Surname spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/6/25		New sample requested at 09:20 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16953		10/6/25		13:45		10/6/25		Phone-call from Renal CSN regarding her patient who needed an iron infusion - patient had been waiting for a phone call regarding an appointment time and where to attend for the infusion since 0800 this morning - patient had been added to our teams list for an iron infusion but no time on there, we were unaware that the patient hadn't been given an appointment time				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Incident being managed locally		No Harm						Patient aware we close at 1600 as we are an outpatient ward - is attempting to get to us for 1500 to have her iron infusion as planned - CNS aware that if patient is unable to get to us before 1500 that they would need to be re-booked.

For DG2 to review - patient was due to be booked an iron infusion - not part of R&Bs booking process.				Network Services

		I16954		10/6/25		09:00		10/6/25		Patient did not receive TPN night of 5/10/25, TPN script states wrong TPN bag in fridge - Triomel N4 in fridge but pt was only due to have this on 3/10 and then change to Triomel N9 from 4/10.
Script was written up and handed over to pharmacy on 3/10. 
Only Triomel N4 was written up on EPMA for the 3 days.		Pharmacy, dieticians and clinical teams to liaise to ensure completed in a timely manner to ensure no TPN is missed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/13/25		Checked CCU fridge and ward 10 fridge - none on CCU. 1x N4 on ward 10. 1x Triomel N9 in fridge with no name on.
Discussed with staff nurse looking after patient today.
Discussed with pharmacy tech covering ward 10 today. 
Datix input.				Clinical Support and Specialist Surgery (CSSS)

		I16955		10/6/25		14:45		10/6/25		Scanned patient with contrast in CT department. He was ok when I finished the scan. Told him to wait outside for 15 minutes to take out the cannula. When I went to retrieve next patient, the previous patient was having difficulty in speaking. A colleague mentioned that this has happened before, and I reviewed the last scanned form. Symptoms were not immediately recognized as indicative of a stroke, which led to delay in calling crash team.		06/10 - CSSS  Governance. Due to the seriousness of this incident, and that the potential outcome for this patient is a temporary loss of function/ increased length of stay in hospital, because of an intervention the Trust undertook, I have recategorized this incident as 'Moderate harm'. 
This triggers the need for an urgent 72 hour review to be completed. This will then be discussed at DPSIG, 9am Monday morning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Iddles,  Sarah		Finally approved		No Harm		Low harm		10/16/25		Called crash team.				Clinical Support and Specialist Surgery (CSSS)

		I16956		10/6/25		15:15		10/6/25		Patient called the trust to let us know., she had received a letter addressed to herself, but the content was for another patient. The patient read out to me the contents of the letter regarding the patient`s details. The other patients` surname is the only evidence of that it was for him as well as the contents that are on CWP. The letter I have attached below is the one that was sent to this patient .		The correct letter has been sent to the patient. She has returned the original incorrect letter and this has been placed in the confidential waste.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		I have asked the patient if she wouldn`t mind sending the letter back to the christie, which she said she will. I have spoken to another member of staff to make them aware what as happened. The secretary I spoke to is covering for the secretary that is on the letter. They said they will send the letter out to the correct patient.		Be careful and double check when copying into a letter from email or CWP.		Network Services

		I16957		10/6/25		12:46		10/6/25		Patient has been self administering the wrong dose of Sotorasib since she last collected her medicaiton. 
Has been taking Sotorasib 960mg (total dose) since 20/10/2023 
This lady has only ever known to take '8 tablets' was usually dispensed 120mg tablets however at her last collection was dispensed 240mg tablets and therefore supposed to be taking only 4 tablets. 
She has continued to take 8 tablets and therefore inadvertently doubled her dose accidentally.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Self administration		Dose or strength - wrong/unclear		Pabial,  Suneil		Finally approved		Low Harm		Low harm		10/8/25		Appropriate medical team informed. Patient contacted and informed. Advised to omit her medication for 1 week. Will attend the Christie today to have her bloods checked.				Network Services

		I16958		10/6/25		14:00		10/6/25		A patient was prescribed citalopram 30mg OD tablets on EPMA chart. However, patient sources identified the patient is taking Venlafaxine OD. Patient confirmed she takes the Venlafaxine capsules and she had her own meds with her. EPMA administration records showed patient took "citalopram 30mg" on 6th October however patient confirmed she took her own meds (Venlafaxine) that morning. Dr incorrectly prescribed Citalopram for Venlafaxine & also overseen by nurse to recorded administration on EPMA		email sent to all registered staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Drug/medicine - wrong		Marley,  Heather		Finally approved		No Harm		No harm		10/30/25		Informed pharmacist and prescriber to remove and amend. To prescribe Venlafaxine instead.		as per similar datix - nursing staff to be alert to the medication that patient is taking to ensure correct medication is prescribed and given		Clinical Support and Specialist Surgery (CSSS)

		I16945		10/6/25		10:15		10/6/25		Patient booked in for radiotherapy at 10:15 on 6/10/25, unfortunately due to an oversight in cardiac physiology booking process this appointment wasn't scheduled. Cardiac physiology had full schedule (Radiotherapy, Surgery and MRI). Cardiac physiology kindly agreed to attend once other patients appointments had been completed.

Apologised to patient, estimated availability of 11:30 passed on the patient, this was revised to 12:00 (at 11:00).

Cardiac physiology attended at 12:05.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Constantine,  Marvin		Incident being managed locally		No Harm						Discussed with cardiac physiology and patient to provide an estimated time for treatment.

Cardiac physiology to look into booking oversight.				Network Services

		I16946		10/6/25		08:45		10/6/25		DTI to spine and Sacral area. Not present on admission. Pt is on the End of Life pathway.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/29/25		Clinical Web Portal Pressure sore risk assessment updated. TVN ref sent. Pump connected to Mattress. Medical Illustration N/A as pt is on the End of Life pathway. Kerra pro applied to spine and Sacral area. DTI does not appear to be the cause of pts pain. Repositioned form Back to Left side. Band 6 Nurse Natasha also agrees that pt has a DTI.		Contacted TVN Matron 29/10/25 (and discussed with Ward Manager AAU previously during investigation). DTI attributed to end of life changes. 


Learning to be fed back to staff: 
Update PURPOSE T when patients condition changes (in this case risk assessment missed at time that patient transitioned to EOL). Although PURPOSE T is updated when DTI is identified. 

Elements of learning in documentation of actions taken in response to risk identified 
Across 3 day admission, staff consistently identified/annotate patients skin as significantly vulnerable but there is no documentation of additional measures taken to mitigate risk (for example increased frequency pressure relief given, pressure relieving cushions utilised, barrier cream applied, kerrapro pressure reducing pads applied etc etc). As above, DTI a result of end of life changes but pressure area care learning can be taken forward from this incident		Clinical Support and Specialist Surgery (CSSS)

		I16947		10/6/25		12:26		10/6/25		Crash call to security. 
Another staff member had noticed patient had gone faint and was not responding.
On arrival staff was recovery position. Staff members appears to be in a lot of pain under L rib. 
Staff member has no cardiac history, does not think she could be pregnant, no recent trauma to ribs. According to her manager has had many episodes like this before. Obs taken and is tachycardic 131.		Workplace adjustments adjusted in line with policies		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Staff		No Harm		Clinical Event		Collapse/faint/fit		Faint		Foden,  Gillian		Finally approved		No Harm		No harm		10/20/25		Taken to OPD dept 1 room for further assessment staff member was able to get up and sit on trolley. She feels that pain has subsided now. ECG completed and SR. Team left and her manager stayed with her for a discussion.				Network Services

		I16948		10/6/25		12:41		10/6/25		TSRT9
Patient set-up without the knee step outlined on the site set-up. Cone beam scan taken and realised knee step not present. B7 called and patient rescanned with knee step in. Pelvis M20 filter used. Additional dose to patient 10mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		B7 called, patient re-set up using correct immobilisation. Repeat scan acquired.				Network Services

		I16949		10/6/25		12:00		10/6/25		tsrt9 level 5 6d md13a cf1d
Patient attended for treatment as per 5# prostate SABR schedule. Change form put in on Friday afternoon saying treatment now for 20# and deferred until Wednesday. Change form stated patient aware of changes and 'Reg confirmed they will inform pt no longer for SABR and give new start date.' Patient not been called and not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		6D Communication of appointments to patient (including requested changes following initial booking)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Apologised to patient for lack of communication. Provided new start date/time and explained treatment was now planned for 20#. Have advised somebody from urology team will call to explain changes as per stated in change form (no updated documentation as to why # changed in patient's clinical notes so unable to provide information). Emailed consultant/registrar to contact pt. Datix completed.				Network Services

		I16950		10/6/25		00:00		10/6/25		TSRT9/ Level 5/ 7C
Patient CNS consultation note in CWP dated 3/10/25-  incorrect patient details and patient identifiable information present (patient 2) in wrong patient (patient 1) notes.		Incorrect patient detailed entered in CWP note. Member of staff informed who then ensured  Note redacted and entered into correct patient notes		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		7C New patient: generation of notes (including their availability as required across the patient pathway)		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/7/25		Email sent to Key worker who made the note- to remove the note from patient 1's notes and add to patient 2's notes and Datix submitted				Network Services

		I17654		10/6/25		08:44		10/29/25		Referral from the treating paediatric oncologist at Royal Manchester Children Hospital back in July to review patient for consideration of radiotherapy. An email to me on 11/08/2025 and followed up on 13/08/2025 by our admin team asking how I would like to proceed. These 2 emails were overlooked by me as I was on leave and did not look back when I returned until the referrer emailed me directly asking about this case.  This brought patient back on track after about 2 months of delay.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Thomas		Incident being managed locally		No Harm		No harm				Discussed on MDT, planned arranged (by medical oncology team). Further discussion happened today (29/10/25) at GMOSS MDT and agreed that I see patient in clinic to discuss pro and cons of radiotherapy. Patient was not seen by me before, so the duty of Candour not yet done.				Network Services

		I17228		10/7/25		02:40		10/15/25		Unit of RBC's collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17284		10/7/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used. Unit was issued to another patient who could have standard platelet.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Issued the unit to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17163		10/7/25		11:30		10/13/25		TSRT9
1x Additional 2d image pair acquired on review of logs post treatment. Logs indicate additional A/P and Lat image acquired. Confidence tone heard online but no image appeared on P2VA.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Reported to operational lead, activity capture updated.				Network Services

		I17206		10/7/25		13:55		10/15/25		Patient received a unit of RBC’s and starting information or no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		discussion held with RN who completed this transfusion, communicated with the team also so same error is not made.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the prescription will not close without this being documented.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		to look over all transfusions checklists when staring and to complete at patients bedside. 
RN doing transfusion should prioritise NEWS recording.		Clinical Support and Specialist Surgery (CSSS)

		I16989		10/7/25		13:25		10/7/25		14.9mls paclitaxel went through at slow rate. Patient pressed heir busser. Face was red and back pain.		Medication given for drug reaction	
Oxygen & Hydrocortisone 100mg, administered under PGD
	
Treatment stopped, attained help from nurses and ACP.
OBS done and recorded, 02 given with good effect.
100mcg of hydrocortisone given
back pain resolved 02 stopped and Sats sable. 
Patient felt a lot better, partner was with her so situation explained.
Paclitaxel discarded of as per policy and carboplatin given as per iQemo
Observations recorded prior to patient going home and NEWS2 score  - 0
Email sent to team and chemo apps to follow up and amend treatment plan		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Treatment stopped, attained help from nurses and ACP. 
OBS done and recorded, 02 given with good effect. 
100mg of hydrocortisone given as PGD
back pain resolved 02 stopped and Sats stable. 
Pt felt a lot better, partner was with them so I explained to them what had happened. 
Pac discarded of as per policy and carbo given as per iQemo 
Email sent to team and chemo apps.				Network Services

		I16986		10/7/25		11:58		10/7/25		TSRT9
Inf isocentre. x4 failed attempts at 2DKV acquisition. No confidence tone on first attempt, for remaining 3 attempts confidence tone heard. Generator interlocks present. 
Approximately 17 minutes downtime due to imaging issues. 
After 4th unsuccessful attempt decision made to use CBCT for initial and confirmation image (x2 additional mechanical). Panel A used as this was successfully used for SUP iso cbct. 
No further issues.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Online input from superintendent radiographer and MCR throughout
MCR attended in room after treatment.				Network Services

		I17000		10/7/25		12:00		10/8/25		Paper lab request form received with incorrect hospital number written on for patient.  Was booked in under the incorrect patient but then modified and sample rejected by lab with comment in synergy as it did not comply with laboratory acceptance policy.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Roberts,  Philip		Finally approved		No Harm		No harm		10/29/25		Staff member  came up to ask if sample could still be used with a correct form.  Informed duty biochemist and sample was processed according to laboratory protocol.				Network Services

		I17022		10/7/25		08:00		10/8/25		Ordercoms number 9374489.  Microbiology urine sample received with incomplete patient demographics. - looks like the printer is out of line and chopping of details.		To follow up actions re ordercoms themes and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Phoned ward and asked them to come and re-label sample as it cannot be sent due to incomplete demographics. Sent to Salford at the end of the day with a delay as the staff didnt relabel it during the morning.		To follow up actions re ordercoms themes and trends		Network Services

		I16991		10/7/25		13:00		10/7/25		Patient attended for Cycle 6 immunotherapy injection. he drove and was escorted into Hospice by Police due to dangerous driving. Patient was unsteady on feet and shoes on wrong feet. Patient did not wish to hand over car keys but was warned by Police that if they attempted to drive they will be arrested.
Patient agreed not to drive and gave verbal consent to have next of kin and medical GP and team to be contacted. patient was oblivious to the severity of the situation.		Patient was encouraged not to drive.
Hospice facilitated communication between police and the patient.
Police have notified DVLA.
Patient was safety netted and have subsequently been admitted to another hospital with pneumonia. 
Wife was called to ensure patient returned home safely and ongoing communication between hospice, treating team and wife.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		No Harm		No harm		10/17/25		Physiological measurement checked. Personal details of Next of Kin, GP details and oncology team  provided to police officers. explained situation to Patient and the importance of not driving.
Oncology consultant emailed and note completed on clinical web portal.		No specific learning but appropriate action was taken to safeguard both the patient and the public.		Network Services

		I17006		10/7/25		16:50		10/8/25		Nurse reported IV taz leaking from Port site while infusing. Aspirated only 2mls of "watery blood" from line prior to infusion and reported didn't feel it was flushing well. Handover given from morning team that Port had been "temperamental"				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Hamilton,  Ann-Marie		Rejected		No Harm						Infusion stopped
Advised to aspirate 5mls blood and flush again to check needle position, Tazocin to be disconnected  as no 3-way tap on line.
Advised new needle will have to be inserted				Network Services

		I16972		10/7/25		09:30		10/7/25		At 8:50 AM, the endoscopy team contacted TCPC to request that the patient be brought down for the procedure, and TCPC agreed. However, upon following up to ascertain the cause of the delay, the endoscopy staff received no response despite multiple attempts to contact TCPC. Ultimately, it took 40 minutes for the patient to be brought down, which resulted in delays for subsequent appointments. This, in turn, caused frustration and dissatisfaction among other patients awaiting their procedures.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Safety,  Patient		Rejected		No Harm						The Endoscopy Manager respectfully spoke with TCPC  Staff to inquire about the cause of the delay. TCPC reported the delay was due to lack of staff and busy with other patients. The Endoscopy team emphasised that the IPU is also experiencing high patient activity and ongoing services. Therefore, TCPC staff need to coordinate directly with the IPU Coordinator and the Endoscopy team, by promptly answer phone calls, or notify if there are any delays on their end.

They were kindly reminded of the importance of answering calls, as the lack of response caused delays for patient procedures. Additionally, TCPC was informed that the Endoscopy Care Pathway documentation remains incomplete and must be accurately completed, including the Entonox checklist. It was also reiterated that this is a mandatory requirement, which has been previously communicated.				External Other Trust

		I16970		10/7/25		09:10		10/7/25		wrong ecg added to patient
Female Patient A  2025215866 has Male Patient B's 202520021 ecg on cwp.		All staff reminded of importance of correct documentation and handling of clinical notes and their place in healthcare- including the diligence required to ensure documents are filed/uploaded correctly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		10/22/25		Incorrect Christie Number for patient A - please resubmit with correct number so we can investigate.

ECG removed from patient record and added to correct record via tech bar				Clinical Support and Specialist Surgery (CSSS)

		I16968		10/7/25		08:00		10/7/25		Low HCA staffing levels today and over last week due to 4 patients requiring enhanced observation, leading to delays to care and increased risk.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Monitoring and Information		Staffing		Staffing Issue		Mcgough,  Sophia		Incident being managed locally		No Harm						Escalated as policy to matrons, safecare updated, moves/swaps looked at for upcoming shifts, messages put on loop to offer bank shifts. 
Moves from BMRU where possible, housekeeper, hostess, students supporting with 1.1s, CE support on ward today. 
Today matron looking for support, currently 1 HCA on the floor leading to delays to care				Clinical Support and Specialist Surgery (CSSS)

		I16983		10/7/25		10:15		10/7/25		I was carrying out my role in the Mortuary department releasing a patient to funeral directors when my foot became trapped in a strap that had previously been added for patient safety reasons on the trolley but is not fixed therefore free to move around. This caused me to fall over directly on my knee on to a hard surface causing bruising and pain.		As above - remove strapping to revert mortuary trolly to manufactures specification.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Bereavement suite						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Hall,  Matthew		Finally approved		No Harm		Low harm		10/24/25		I was helped up off the floor by collegues and rested my knee. This is so far unsuccessful as I am in a tremendous amount of pain and discomfort. I have taken pain killers but am yet undecided if a trip to A & E is required.		All future adaptations to departmental equipment must be approved by Mortuary Manager prior to implantation via department change process. Discussions held with team about reverting previous change to manufactures specification . All staff members reassured of this step.		Clinical Support and Specialist Surgery (CSSS)

		I16984		10/7/25		11:55		10/7/25		I was asked to upload a document onto CWP by a secretary. Upon scanning and uploading the document, I realised that there were several dates present on the document, and that, in the context of the document, I had inputted the wrong date as the clinically relevant one.		The staff member recognised the mistake straight away and rectified it by requesting tech bar remove that and scanned into the correct date.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		I first took note of the time, and then contacted the secretary to confirm which date was the correct one. Upon the secretary replying, and confirming that the date was incorrect, I began the Datix process. Upon completion, I will also submit a redaction request to Tech Bar.				Network Services

		I16976		10/7/25		10:39		10/7/25		Monitor access to CWP request made to clinical trial using wrong DOG number. Monitor accessed CWP and saw list of patients for wrong clinical trial. Monitor clicked on top patient and saw main CWP home page then informed CTC and logged out of CWP.		None needed as inputter error		The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Taylor,  Claire		Finally approved		No Harm		No harm		10/20/25		Monitor logged out of CWP whilst CTC watched. CTC asked monitor not to log back into CWP. CTC informed manager who contacted CTC who made request for access to CWP. CTC who made original request to CWP checked request and realise incorrect study DOG number entered. CTC informed tech bar who asked the CTC to contact research systems to amend CWP monitor access request to correct DOG number. CTC also rang study monitor to apologise and check what monitor accessed on CWP. Monitor confirmed they saw a list of patients on another trial and clicked on the first patient and saw their main home page on CWP.		None needed as inputter error		Research and Innovation

		I16977		10/7/25		10:10		10/7/25		Patient was due endocrine bloods and then treatment. However, was treated before bloods and then too late (10am) for endocrine bloods (needs to be between 8.30-9.30am).
Patient will need rebooking ASAP for early bloods and appointment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		CSW identified timing too late and did not take bloods - correct action				Network Services

		I16978		10/7/25		11:15		10/7/25		During the preparation of immunotherapy medication (Pembrolizumab Lot :Z009879), leakage occurred from the closed- system drug transfer device (Lot: 14295341). The leakage was identified at the valve connection point, which was found to be cracked.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		The preparation process was immediately stopped, and the affected equipment (few drops inside the blue tray) was safely disposed of according to cytotoxic handling procedures. No spillage onto skin or surrounding surfaces was observed.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		Network Services

		I16979		10/7/25		10:00		10/7/25		tsrt9
The patients plan targets are not visible on the plan report screenshot from external beam. Discovered on #2.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11T End of process checks		Lowe,  Matthew		Rejected		No Harm						The plan target for MFO structures were taken from external beam planning.				Network Services

		I16980		10/7/25		11:40		10/7/25		An operation note was received for the patient and uploaded to patient's record but on the incorrect date				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/20/25		Document re-uploaded to the correct date. IT requested to remove original uploaded document from incorrect date.				Network Services

		I16993		10/7/25		09:00		10/7/25		Patient brought into theatre, on prepping the abdomen it was noticed that under a fold patients right side moisture lesion/ crack in skin with some redness and ? fungal infection.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Periwound dermatitis		Madden,  Sarah		Finally approved		No Harm		No harm		10/8/25		Micro biology swab taken and sent to lab, skin prepped  operation continued as per case. post operatively the area was cleaned and skin barrier spray applied , handed over to recovery advised may need medical illustration.				Clinical Support and Specialist Surgery (CSSS)

		I16994		10/7/25		11:30		10/7/25		within rehab session seeing inpatient on palatine ward. patient sat on edge of bed with  AO3 therapists. when moving forward on edge of bed therapist in position behind patient not fully prepared for movement and patient had slow uncontrolled movement forward of trunk - patients head made contact with therapist in front (therapist bent over so contact with therapists back) 
this was a slow light impact which patient reported caused no harm and therapist could not see any sign of injury.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/9/25		checked patient for any signs of injury, checked how patient was feeling. patient felt well and was happy to continue with rehab session.
at end of session handed over this event to Nurse on ward looking after patient and documented event.				Network Services

		I16995		10/7/25		14:00		10/7/25		In the process of sampling blood for culture from a PICC line a nurse (myself) was exposed to blood splash in the eyes. A build up of air in the culture bottle meant application of minimal pressure resulted in the spread of the sampled blood in a fine mist that contaminated myself and the surrounding environment / equipment.		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Spillage		Contained spillage		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean				Clinical Support and Specialist Surgery (CSSS)

		I16996		10/7/25		00:00		10/7/25		Following a pt phone call and feedback from a Gynae CNS at a nearby trust it became apparent that when patients were having OPAs in the Gynae CO Nurse Led 6 wk tel FU clinic there was not clear communication back to their 'home' trust asking for ongoing FU to be arranged.  The concern was that this breakdown in communication between 2 organisations could have led to patients being lost to FU				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Cox,  Margaret		Learning response required		Low Harm		No harm				The clinic was audited from Jan-Sept 2025, a total of 122 consultations.  In 74 cases there was no clear communication back to the referring Gynaecologist.  All trusts concerned were contacted and this found that 13 patients have not had a subsequent FU arranged, for 12 this is now being organised and there appears that there has been no apparent harm to pts (see attached document).  The13th had a delayed FU and in that time has presented with cancer recurrence.
The nurse running the clinic was informed of the issue and from 16/9/25 inserted back into every clinic letter a standard phrase 'Action Needed by referring [Gynaecologist[insert name]/Secretary [DICTATE]] please arrange follow up as per your local policy'.  The team is looking at other improvements to to the letter ie inserting the tel no. for the Gynae CNS from the patient's local trust and stating 'If you do not hear from them in the next 2-3months or have any new concerns related to your cancer please contact your Gynae Nurse Specialist ' so there is an extra safety net.  Also all the Gynae CNS's at other trusts have been given the option of being Cc'd in to the letter.  There has been a subsequent meeting with the nurse concerned who will use this incident for reflection and learning				Network Services

		I17108		10/7/25		15:14		10/10/25		No year recorded for date taken on sample.		To discuss at weekly incident meeting
To introduce scan for safety to minimise incidents		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Name should be properly documented on sample before sending to the lab		Network Services

		I17102		10/7/25		13:00		10/10/25		Patient due EOT muga scan , this was cancelled .Patient made aware but research team not informed . this is therefore out of protocol window.				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				escalated to manager and PI				Network Services

		I17060		10/7/25		10:25		10/9/25		During a pre-op assessment I began to review the "past medical and surgical history" for a patient, which was pre-filled from previous documentation. It Stated MI, T2DM, hypertension, permanent pacemaker, respiratory disease, renal disease. All of these are incorrect and the patient has never had any of these issues or procedures. It correctly stated "triple A" which was accurate for the patient. Discussed with the patient who was a good historian and reviewed GP record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/16/25		I deleted the inaccurate data from history once confirmed with patient and GP record that it was incorrect. Also edited surgical booking form to remove all of these. Discussed with operating surgeon and unit manager. Looked into past notes and only other records with this history on is a note from SACT on 28/5/25, screenshot attached.				Clinical Support and Specialist Surgery (CSSS)

		I17099		10/7/25		00:00		10/10/25		Patient consented for Radiotherapy for pain to hip, return to Unit at Tameside had a fall but did not inform the staff at Tameside until after after they had been seen at the Christie and consented.  Staff at Tameside were then made aware of this and patient had sustained a #NOF.
The Christie were not made aware of this and continued with the plan for planning scan and treat.
By chance Consultant spoke to the team and discovered this patient had had surgery with pins to the hip.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Safety,  Patient		Rejected		No Harm						Consultant  immediately asked for the ambulance to be cancelled and for treatment to be deferred for 2 weeks.  Patient did not disclose this as still wanted to commence treatment.
Incident needs to be raised with Tameside Hospital.				Network Services

		I17076		10/7/25		10:08		10/9/25		TSRT9/ 13F/ Level 3/ SB13i/13AA/ CF1C
Noted prior to #4 when reviewing images.
On #2 (7/10) and #3 (8/10) patient had blankets/ a bair hugger covering them anteriorly.
These materials were in beam path for G355, G330 and G305
Not picked up at systematic or online.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Redfern,  Matthew		Finally approved		No Harm		No harm		10/22/25		Escalated to superintendent radiographer.
Alert added, and comment added to image review document to aid appropriate placement of blankets. 

Discussed with duty physics verbally- Journal note added in retrospect 'Dosimetric review carried out for the impact of patient having a blanket covering the beam path on #3 of treatment on 15th October 2025. Due to being a single fraction of 23# treatment and low density of the blanket. No dosimetric concerns were identified with regards to the overall plan dosimetry.'				Network Services

		I17068		10/7/25		08:30		10/9/25		When raising patient bed accidentally knocked oxygen on the wall causing it to snap in the oxygen vent. Unable to stop Oxygen leak from the wall.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Estates, Matron on call, security and medical physics and fire safety informed immediately for support. 
Patient moved to corridor, was not on oxygen and transferred to another ward until fixed.
Windows opened in the SR and door kept shut where possible. 
Leak slowed down by medical physics and problem identified. Did not need to turn off oxygen supply to the ward and managed to fix the problem by 2pm the same day. Room operational and safe for use 2pm onwards.		Accident, nil lessons learnt.		Clinical Support and Specialist Surgery (CSSS)

		I17037		10/7/25		13:00		10/8/25		Query medication given that was out of date.		Medication sent from RMCH for BMT patient undergoing TBI. Nurse noticed medication out of date when going to administer. Thus further medication ordered from pharmacy, 
Fed back to RMCH that medication is out of date		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/21/25		Medical team informed.				Network Services

		I17040		10/7/25		19:30		10/8/25		19:00 HCA alerted to RN in bay - Alison short of breath, panicking and trying to get out of bed
Platelet transfusion had finished
Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD
Obs settled, breathing returned ot normal rate
Weaned off oxygen as now Scale 2 as of today
Alison feeling much better, medic reviewed on ward
Platelet bag saved to go back to lab, esc to medic to sign transfusion reaction forms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Medical Oncology / Head and Neck (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		Low Harm		No harm		10/10/25		Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD				Clinical Support and Specialist Surgery (CSSS)

		I17671		10/7/25		14:00		10/30/25		On cycle 1 Carboplatin and Etoposide, she had IV Carboplatin and Etoposide on Day 1 and oral Etoposide Day 2 and Day 3. 

On cycle 2 onwards, Etoposide prescribed oral for Day 1, 2 and 3. 
Patient not verbally informed about this when supplied with TTO's and did not take day 1 oral Etoposide. Instructions on box of Etoposide did state to take on Day 1, 2 and 3 but she did not realise this. 

This also happened again on cycle 3 29/10/2025.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Escalated by patient 30/10/25. Clarified with parent oncology team that she can take Etoposide Day 2, 3 and 4.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		Network Services

		I17207		10/8/25		16:23		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meetin		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17299		10/8/25		00:12		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP  post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17283		10/8/25		10:00		10/16/25		Two units of HLA-matched platelets were ordered for this patient, but only one was used. The 2nd unit was used for another patient who needed a standard platelet.

Donation number: G095625367428Y				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17482		10/8/25		10:00		10/23/25		Trial travel reimbursements submitted with wrong patient details
Payments gone to diseased patients account ( previous trial patient)				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				The Christie NHS Foundation Trust / Research Delivery Team / Head and Neck Research Team		Incident affecting the organisation		No Harm		Non-clinical incident		Finance incident		Loss of cash or cheque		McCaul,  Damian		Finally approved		No Harm		No harm		10/29/25		Informed line Manager of error 
Ensured new blank form added to files - so others not repeat mistake
Informed Team - check all patients details				Research and Innovation

		I17501		10/8/25		14:49		10/23/25		tsrt/level 3/
4d lung noted after started scan that pitch had not been amended was set at default pitch				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hannelly,  Lisa		Incident being managed locally		No Harm						Staff paused scan and called b7 who advised that they should terminate scan and start again with correct pitch 
dlp from first scan was 14.8mgy 
This was first occurrence of additional exposure due to protocol failure				Network Services

		I17041		10/8/25		19:35		10/8/25		Test injection was performed and patient felt okay. However when during the contrast injection contrast was not seen at on the image and scan was stopped. Local swelling was observed in keeping extravasation. This happened at PR2 Pat-seed CT.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		Low harm		10/14/25		Contrast injection and monitoring scan was stopped. Explanation  was given to patient on what has happened.
Cannula was disconnected from injector and attempt was made to aspirate with 10ml syringe. Cannula was then removed and the area marked with skin pen. Cold pack was applied and arm elevated.
Consent was obtained and consent form completed with the patient and photograph taken.
Extravasation leaflet was given to the patient and follow up plan was discussed.				Clinical Support and Specialist Surgery (CSSS)

		I17039		10/8/25		19:30		10/8/25		Pt attended AACU post pharmacy closing hours
Needed 10 days Dalteparin 15000 from emergency drug cupboard however no stock available
On call pharmacy states likely 1 hr before a script can be dispensed as she is not on site.		forms must be completed by staff out of hours to ensure stock is replenished and available for ongoing use by other colleagues when needed. This needs to be disseminated across the trust to all teams that make use of the Emergency cupboard stock outside of pharmacy opening hours		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Watt,  Loretta		Finally approved		No Harm		No harm		10/9/25		Stat dose given
Husband will collect remaining script tomorrow		Clinical staff taking items from the Emergency cupboard should ensure a sheet is completed to ensure stock is replenished by the pharmacy team		Clinical Support and Specialist Surgery (CSSS)

		I17032		10/8/25		13:00		10/8/25		Helen attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On observation she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script. 
Email sent.		Patient attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On looking she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart. NEWS" score - 3 at 13.00 then at 13.40 NEWS" score was 0.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script.
Email sent to team and schedulers.

DR requested - Has had reactions to Carbo/Paclitaxel
Requested clinic FU on 21/10/25 to discuss alternatives
Please book chemotherapy chair on 29/10/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Reaction protocol followed.
Observations taken, see news 2 chart.
Monitored patient before restarting treatment.		Reaction guidelines followed and patient safety considered throughout.		Network Services

		I17033		10/8/25		10:44		10/8/25		Patient had procedure for TAH, BSO, Omentectomy and Appendicectomy - Anaesthetist requested for the surgeons to have Rectus sheath catheters for this patient at the WHO brief. Both rectus sheath introducers were inserted followed by inserting the catheters, upon pulling back the white plastic - the right side plastic snapped leaving 5cms of the plastic inside the patient and the surgeons had to create a bigger excision and forceps to remove the foreign object.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						Completely removed the rectus sheath catheter from the right side only. Packaging kept and images taken of the medical equipment to be reviewed. Surgeons refuse to use the catheters for their next case.				Clinical Support and Specialist Surgery (CSSS)

		I17034		10/8/25		14:00		10/8/25		Patient attended for #2 SABR, set up immobilisation used as per site setup. Rad noticed that there had been a large post verification vert shift on #1 (+2.2). When checking the plan PDF Rad noticed that there appeared to be a large civco that was not noted on the site setup. This was identified during patient setup in the treatment room and escalated to B7 before XVI acquired.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		Low Harm		No harm		10/10/25		B7 informed who agreed it appeared there should be a large civico (checking plan PDF & XVI rtp image). B7 called CT scanner at satellite centre in which patient had their planning CT scan who confirmed large civco used. Patient re-set up using large civco and proceeded to treatment as per protocol. Site setup amended by rad to include correct immobilisation device.				Network Services

		I17035		10/8/25		14:15		10/8/25		Patient complained of itchy hot palms after 155mls of carboplatin. Palms looked red on examination		Team reviewed on 9/10/25 - Pls book in for 28/10/25 Morrison Tuesday afternoon clinic for review pls due to carboplatin reaction for C4

SA carbo AU5 desensitisation script prescribed. pharmacist has kindly screened through 

Chemo appt will appoint date on 28/10/25 before her next cycle on 29/10 given reaction. 

I have asked to post out the desensitisation meds to take on 26/10

Phoned Lynn to discuss about above, she is happy and aware to start taking meds on 26/10 in preparation of chemo		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/10/25		Infusion stopped, obs done. Reaction meds administered. Symptoms soon settled. Protocol states not to rechallenge same day, refer to team. Obs rechecked and sent home.		reaction guideline were followed
patient had follow up and treatment plan changed and patient informed before next cycle.		Network Services

		I17036		10/8/25		16:35		10/8/25		Patient  states back pain. Infusion stopped .Patient flushed. Patient reports SOB. Patient attended to by staff. Observations taken, ACP  called to scene. Patient states feeling sick, sick bowl offered. ACP prescribed Metoclopromide, which was administered. Observations taken . Patient states wanting to open bowels.  Patient taken to toilet. Paracetamol prescribed and administered. Observations taken. ECG done.		Medication given for drug reaction	Hydrocortisone 200mg, administered under PGD
Other, Metoclopromide, paracetamol
Actions and result of actions taken	- Patient administered medications above under PGD. Observations taken and patient monitored. ECG done and cleared by medonc. Patient reviewed by ACP on site. Paclitaxel not re-challenged. Carboplatin administered.
Team emailed to chase up. 

Paul recovered from reaction and obs stable.
Carboplatin administered as prx.
Paul well on completion aware to call hotline if required or seek emergency advice if necessary.

Doctor review as follows;

SpR A.Elwasila/ UGI clin onc

G2 reaction with C2 concurrent paclitaxel (not rechallenged but given carbo)

TC to pharmacists on 8535 - no guidance for UGI hypersensitivity with paclitaxel, also nab-paclitaxel not approved for UGI. We looked at breast protocol which states: IV dex., famotidine, chlorphenamine and slow rate paclitaxel which patient has already been having with script

Pharmacist will kindly get back to me given complexity here

UGI pharmacist kindly called back and we have made amendments as per UGI paclitaxel protocol: Dex. IV 1hr pre Rx, chlorphenamine, famotidine and slow rate paclitaxel

Pt. will need to take famotidine day before chemo (when he attends tbs)		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Infusion stopped, Hydocortisone 200mg administered under PDG, Observations taken, ACP attended. Metoclopromide administered. Patient reports feeling slightly better. Paracetamol prescribed and administered. ECG done and reveiwed by med onc. Paclitaxel not to be re-challenged.		Extra information needed - for example treatment infusion stopped - what volume went through.		Network Services

		I17028		10/8/25		14:41		10/8/25		Wrong appt booked				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25						Network Services

		I17029		10/8/25		14:47		10/8/25		wrong appt booked		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.  In-between this an email was sent to the secretary to book see below


MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.

MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please				Network Services

		I17030		10/8/25		15:20		10/8/25		Pt reported feeling hot & flushed and nauseous. Gave pt sick bowl where she then vomited. Symptoms occurred towards the end of Carboplatin infusion.		Observations taken and were stable. Patient safely discharged after doctor on the unit prescribed IV metoclopramide and sickness settled.

Team and chemo appts emailed - to ask if patient needs slower rate infusion or stronger anti-emetics pre-treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Chemotherapy had been infused at time of reaction. Sick bowl provided. 100mg Hydrocortisone given under PGD, IV metoclopramide prescribed given. Observations monitored throughout. Symptoms started to settle after anti-emetics given. Observations re-checked after 30 mins, Pt feeling well in herself to go home. Pt safely left unit, safety netted with hotline. Has oral metoclopramide at home,. advised to take this if feeling sick later.		Importance of clear documentation and ensuring patient is followed up post reaction.		Network Services

		I17065		10/8/25		10:00		10/9/25		6cm IUT found broken upon opening a sterile medium venezia (2) set. not used inside the patient, replaced with a 6IUT from a different set
(01)08717213054851(10)1000251079 (240)126129-01				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of clinical use , not used in the patient				Network Services

		I17097		10/8/25		00:00		10/10/25		TSRT9.
CMA moves input incorrectly, S/I move input as + instead of -.
Noticed at time of moves during set up in the room as moved in wrong direction.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 called and CMA moves amended and checked.
Pt reset up and treated correctly.
Discussion with prep room staff regarding the need for vigilance when inputting CMA moves.				Network Services

		I17105		10/8/25		09:54		10/10/25		Surname incorrect on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17106		10/8/25		08:32		10/10/25		Forename and Surname spelt incorrectly on transfusion sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Rejected		No Harm						Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17107		10/8/25		00:00		10/10/25		Sample tube expired.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I17136		10/8/25		11:40		10/13/25		Thiamine test rejected from lab due to not being protected from light. 2nd time this has occurred for this patient (Same issue 10th Sep). Also has happened with another patient on same trial (24th Sep)		All staff emailed and reminded to protect Thiamine sample from light when send to labs		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Will inform PI & plan to recheck result at next visit.		IMP - Thiamine samples to be protected from light		Network Services

		I16997		10/8/25		04:00		10/8/25		VTE assessment on admission 27/9/25 - Awaiting senior review for decision on prophylaxis

prophylaxis anticoagulation has never been prescribed for patient, no repeat VTE assessment 
patient is mobile but not frequent				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Finally approved		No Harm		No harm		10/28/25		handover to staff on multiple occasions to chase medical team regarding VTE assessment/ prophylactic anticoagulation. 
also written in nursing notes on multiple occasions 

27/10 -  CSSS Governance; My deepest apologies. This incident has only just appeared on my DCIQ after some settings were changed by DCIQ IT support. Relates to a Med-Onc Lower GI (Colon) patient on Ward 4 submitted 08/10.				Network Services

		I16998		10/8/25		02:00		10/8/25		unable to cycle count second drawer of omnicell for CD check 
this has been an issues for a long time				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting the organisation		No Harm		Medication incident		Storage		Other		Langstaff,  Alexandra		Incident being managed locally		No Harm						escalated to matron				Clinical Support and Specialist Surgery (CSSS)

		I16999		10/8/25		09:00		10/8/25		Patients chest drain was inserted 07/10  evening  and drained 700mls but the x-ray suggests there may be more fluid.

Sporadic drainage on the ward as  only opened 4 hours later and then left on free drainage which is against the chest drain protocol. Not much drained overnight.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Rejected		No Harm						We advised the nurse on the ward to flush the drain and see what else can be drained as there was some sediment in the tube.

The nurse will send an Alertive the chest drain team after this, and then the patient should go for a chest xray if drainage appears to stop.				Clinical Support and Specialist Surgery (CSSS)

		I17023		10/8/25		10:00		10/8/25		Patient dispensed GCSF injections by pharmacy as part of mobilisation treatment for stem cell harvest. Dispensed in split dose 300mcg & 480mcg dose to be administered once daily, total dose 780mcg. Patient only administered X1 300mcg GCSF daily.  Low CD34 count reported potentially due to error.		To reallocate incident to outpatient pharmacy		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Verbal patient directions - wrong/omitted		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with senior team. 
Additional GCSF administered to ensure correct dose given today. 
For Plerixafor this evening.				Network Services

		I17024		10/8/25		10:20		10/8/25		TSRT9/level 5/ 13AA/ SB13AA/ MoD 13AA/ CF1c
GA patient #3. Additional imaging task was not added follow a repeat GEC #2 for resetup.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		The additional imaging questionnaire was updated by B7 upon realising additional image task was not added.				Network Services

		I17026		10/8/25		13:55		10/8/25		TSRT9 13CC SB3i 13CC CF3a
Scan started using Pelvis M20 CC. Error message popped up partway through scan saying
'Unable to create target file to app MOSAIQ'. Scan interrupted as was still acquiring image. Engineers and B7 called. Patient taken off the bed as Mosaiq needed to be restarted and test scan needed to conducted. 152 frames/650 frames delivered. Approximately 2.4mGy additional dose delivered to the patient.		Following error popped up on MOSAIQ window during XVI scan "unable to create target file c:\MOSAIQ APP\vmi_icom.dll" SHARE.EXE was not loaded, or a shared region was locked", so rads interrupted scan and called RTSG .152/650 frames delivered.
Clicked ok but the error kept popping up, so the patient was removed from the bed. Tried restarting MOSAIQ and CCP pc, error disappeared, did test scan and gave the machine back to rads bu the error returned.
Then Cao did multiple attempts to re-establish the connection between MOSAIQ and LINAC by restarting CCP PC and eventually rebooting lilac but no luck. Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/13/25		Scan interrupted when error message appeared. Engineers and B7 called. Patient taken off the bed and moved to another suite to complete their treatment.
Engineers conducted test scan which was ok. However next patient loaded up and error message reappeared. Next few patients moved off the suite so engineers could investigate further		Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		Network Services

		I17001		10/8/25		09:30		10/8/25		Internal referral was delayed over 1 month		- Delay was queried.
- Referral processed as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added to triage and reported to Datix		- This issue should of been raised by the secretary who typed the letter.		Network Services

		I17002		10/8/25		08:50		10/8/25		Medication error Oxycodone 10mg MR given when oxycodone 10mg SR prescribed		- Will request that this learning is discussed during medication study day
- Learning given to AAU/AACU vi email, handover and verbal to highlight potential mistakes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Cunningham,  Melanie		Finally approved		No Harm		No harm		10/17/25		Observations taken NEWS -1 due to Heart rate 100
Patient informed - apology given 
Medical team informed 
Nurse in charge informed		- Need to clarify medications with patients before administering.
- Check the information on EPMA		Clinical Support and Specialist Surgery (CSSS)

		I17003		10/8/25		10:12		10/8/25		Invoice proposal sent to CRA for wrong study in error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/10/25		Have attempted to recall the message and sent a follow up e-mail requesting that the CRA ignore and delete the email				Research and Innovation

		I17010		10/8/25		11:25		10/8/25		While checking IV Cutdown set from the radiology department, my colleague noticed a suture packet on set, when he went to remove he noticed that there was a suture in the packet. Photographic evidence taken, suture and packet disposed off safely in a sharps bin				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / TSSU				Incident affecting Staff		No Harm		Equipment incident		Medical		User error		Ross,  Emma		Finally approved		No Harm		No harm		10/8/25		Photographic evidence taken, suture and packet disposed off safely in a sharps bin				Clinical Support and Specialist Surgery (CSSS)

		I17011		10/8/25		11:50		10/8/25		started off with back pain after 13 minutes of the second rate (76), back pain which then started chest tightness. This is how the first reaction started however patient informed us sooner this time so the reaction wasn't as advanced this time. treatment stopped, 100mg hydrocortisone given at 11:50. observations taken and consultant informed.		Correct procedure followed and after discussion with consultant treatment re started. A pla has been agreed for following cycles due to limited treatment options.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/13/25		treatment stopped hydrocortisone 100mg given consultant informed				Network Services

		I17012		10/8/25		11:04		10/8/25		Pt had RTP & transport booked for 8/10 at 2.45. We were informed by Health records at 11.04 on 8/10 that a F2F interpreter could not be sourced. A tel interpreter was not appropriate due to the type of appointment and the pt has dysphasia and can't talk on the phone to an interpreter.		at least 5 days notice is required to book an interpreter with our out side providers		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Interpreter service				Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Goodall,  Robert		Finally approved		No Harm		No harm		10/20/25		Transport cancelled and pt's niece contacted to advise not to get in transport if it turns up as we have had to cancel the appt due to no interpreter. Rebooked for next avail 15/10		at least 5 days notice is required to book an interpreter with our out side providers		Network Services

		I17013		10/8/25		10:00		10/8/25		TSRT9
Paediatric patient had CBCT image verification 1# early (on #7 when should've been #8)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 made aware, offline review done, patient only 10# and so imaging went complete. No harm as no additional image needed over course of treatment.				Network Services

		I17014		10/8/25		12:45		10/8/25		I was provided with an incorrect hospital number by a member of the clinical team to send a message on CWP.  I sent a message to the wrong patient.  Is it possible to remove this message from the patient's records?				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Scott,  Andrea		Finally approved		No Harm		No harm		10/8/25		Message sent on correct patient records and IT contacted to ask for a redaction of clinical message				Clinical Support and Specialist Surgery (CSSS)

		I17673		10/8/25		08:30		10/30/25		INCIDENT REPORTED BY TCPC :Patient has bloods taken at home externally the day before treatment. Treatment is an on hold drug and requires bloods to be back before Baxters make the drug. Bloods taken on 07/10/2025 but not showing on CWP. NIC thought bloods were delayed in arriving to lab as had spoke to patient that day and confirmed bloods had been taken. Due to delay patient's appointment had to be moved from 08:30 to 12:30 as treatment would not be on site until then.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						8/10/2025 NIC checked again in the morning and bloods still not showing. Went down to labs and they confirmed bloods had been delivered approx 12:00 on 0/10/2025 and analysed and results on the system. Results printed for nurse and treatment then taken off hold. Delay in treatment arriving due to this error and did not arrive until approx 13:00. Delay also in chair being available due to capacity on unit and apologies also given for this.				Christie Pathology Partnership

		I17611		10/8/25		12:55		10/28/25		Tick box missing off consent form				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		10/28/25		Consent form completed, datix, redaction requested				Network Services

		I17511		10/9/25		16:00		10/24/25		I received a call from the BCN in clinic to say they were on a new patient's file who they were seeing that day and it had an outpatient history for a different patient on it. There were also errors on the outpatient history for the patient it actually related to.		Error identified and correct process followed to rectify and redact information.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Research and Innovation First floor -administration office				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		10/30/25		I amended the errors and added to the correct patients files. I have reported an error and asked for it to be removed from the wrong patients file				Network Services

		I17306		10/9/25		08:00		10/17/25		Ordercoms number 9377301 Requested by Cindrella Chikombe :  Virology sample sent in biochem bag.  (Please note that Virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem & haem samples are sent in the clear bag and processed here.  This sample was delayed getting to MRI as it had been put in the clear bag and put in the biochemistry pile.)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				External Other Trust

		I17307		10/9/25		12:00		10/17/25		Ordercoms number 9378161 Requested by Meena Afzal Lakha : Virology sample sent in microbiology bag.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could have ended up in Salford as it had been put in the wrong bag. Consequence -  sample not processed and no results on CWP.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay as it was in the wrong pile due to being in the wrong bag.

		I17387		10/9/25		09:00		10/21/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare team.
Pharmacy Homecare team have looked at CWP to establish if patients medication has been re-dispensed.  In this case the medication was re-dispensed.				Network Services

		I17389		10/9/25		09:00		10/21/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed where applicable
Pharmacy Homecare Team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.  
Record of datix number added to return log
Email sent to team and reply sent to say patient will collect in future.				Network Services

		I17421		10/9/25		14:50		10/22/25		My colleague received a phone call from a patient to say they had received another patients letter attached to their own letter. She took down the details of both the patients involved.		staff was contacted and he confirmed he would shred the incorrect letter 
Letter re-printed and sent in the post to correct patient 
Patient whose letter was sent in error contacted and explanation provided and apology for the breach		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/24/25		Patient disposed of the wrong letter in confidential waste and a new letter was sent out to the patient who had not received a letter.		Staff members reminded of the need to ensure that letters are not stapled in error 
Reminded of patient confidentiality		Network Services

		I17208		10/9/25		11:21		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17185		10/9/25		00:00		10/14/25		An email was erroneously sent to a recipient in another Trust - The email contained internal and external communications about a business continuity incident involving the temporary closure of the Aseptic unit and action being taken to manage this ( organisational  sensitive information)
No patient PID 
Staff Trust email addresses included.		Distribution list corrected. Email recipient confirmed deletion of the email.		The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		1.Distribution list updated- internal personnel advised of the error in distribution and not to use.  2. New list created. advised used RBV not the global address list 
3. Information Governance team advised  to confirm local contact or central contact  -local advised 
4. Recipient contacted with request to :
"not to open, share forward or save the email or its contents; to delete the email immediately (along with any attachments it may have included), remove it from their trash or deleted items folder as well and ask for a confirmation that these have been done" Individual on annual leave until 20th October. To FU post this.

05/11/25 AS QT- email sent in error was confirmed to be deleted by the external recipient. No further action to follow.		Distribution lists require review prior to cascade emails being sent		Research and Innovation

		I17142		10/9/25		12:11		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive at 12:20.		sample should be properly labelled before sending to the lab		Network Services

		I17145		10/9/25		18:33		10/13/25		E.coli in peripheral and cvc Blood cultures 9/10/25. Inpatient since 9/9/25 ward 12.  Patient deceased 10/10/25.		Reminded staff to label each blood culture bottle accurately		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS. 72 hour review requested. Medical team aware.		Ensure labelling all blood culture bottles with accurate location of site		Clinical Support and Specialist Surgery (CSSS)

		I17146		10/9/25		16:00		10/13/25		A patient on the Costi-MM study (24_DOG06_344) was admitted as in inpatient for a SAE on 03/10/2025. The admission was documented on CWP by the PI; however, the lead CTC was not informed of the hospitalisation. The lead CTC reviewed the patient's records on CWP on 09/10/2025 and came across the discharge summary sheet for this admission. The reporting timeline for SAEs is 24hrs from when the team is made aware of the admission, however this was not reported until 6days after admission by the PI.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Garcialopez,  Tamara		Incident being managed locally		No Harm						The lead CTC communicated with a nurse working on the study to confirm the SAE. The lead CTC then notified their manager of the incident. This was then raised in the Management Meeting. Following the Management Meeting, the Senior Research Nurse and PI supported the CTC in completing all the required information to report the SAE to the clinical trial sponsor.				Network Services

		I17147		10/9/25		12:50		10/13/25		The haemofilter stated that the effluent bag needed changing. Therefore the nurse changed the effluent bag. Whilst doing this a sign came up that said there was an effluent bag weight change and the red alarm started to sound. The page then froze and we could not press continue or silence the alarm. It would not let us press any button.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Equipment incident		Medical		Failure of device/equipment		Harris,  Andy		Rejected		Low Harm						I tried to press the green on button but nothing happened. It was then decided to detach the patient's red access line, attach it to a bag of N/Saline and return the patient's blood using the crank. This was being done by myself and a band 5 staff nurse. 
Unfortunately I had forgotten to remove the return line from the clamp and so we when we were trying to manually return the blood with the crank the blood would not return, which I understand is my mistake. Therefore we detached the return line without returning the blood to the patient as around 10minutes had passed by then and therefore thought this was the best course of action. We removed the PrisMax from the room. A senior sister pressed and held the green start button which restarted the machine. The screen said 'System Reset Occurred' and would then give instructions on how to return the patient's blood using the handcrank. 
I then rang the vantive helpline and they offered for vantive to come and look at the machine to see what went wrong and when they can do so it doesn't freeze again. Ref No. 293599
Patient was put back on a different Pris Max haemofilter.				Clinical Support and Specialist Surgery (CSSS)

		I17148		10/9/25		11:00		10/13/25		Docetaxel infusion reaction started 5 minutes into infusion. Janice complained of feeling warm in her face and had back pain. Patient managed successfully following drug reaction protocol.				The Christie NHS Foundation Trust / Network Services / Satellite Sites						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Infusion stopped. Observations checked and satisfactory. 10mg chlorphenamine IV given and 100mg hydrocortisone as per protocol. Symptoms settled down within 30 minutes. Infusion re-started as per slow rate/hypersensitivity protocol. Remainder of treatment given with no issues.				Network Services

		I17152		10/9/25		17:13		10/13/25		C.diff PCR positive, toxin positive 09/10/25. Previous positive 24/8/25. Recent discharge from ward 12 (5/9/25) within the past 84 days.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Cdiff		COIA (community onset – indeterminate association)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS, medical team aware. 72 hour review requested.		severity not documented by medical team		Clinical Support and Specialist Surgery (CSSS)

		I17285		10/9/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient who could have standard platelet.				Network Services

		I17137		10/9/25		13:05		10/13/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		New signed form requested via Alertive at 14:11.				Clinical Support and Specialist Surgery (CSSS)

		I17139		10/9/25		10:14		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via phone		sample should be properly labelled before sending to the lab		Network Services

		I17112		10/9/25		14:00		10/10/25		Patient had medicine prescribed and the weight had been documented in the height and vice versa

Reallocated from ORTC as error was made at initial prescribing				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Joanne		Finally approved		No Harm		No harm		10/28/25		did not give treatment 
Rang pharmacy and informed of error
Informed patient, apologised and sent patient home to have newly prescribed medication today

13/10/25 - Re allocated from ORTC as error was made at initial prescribing.		Picked up immediately by pharmacy screen and clinician informed and prescribed correct treatment using correct weight and height		Network Services

		I17103		10/9/25		14:20		10/10/25		Pt initially due for Chemotherapy at 9 am. Pt called Christies inform us that she will be late as the transport that was booked come to her house but left.

Pt states the transport desk at Christies would arrange another transport for 10am but it did not turn up.

Tried to call Chrsite again to tell them what happened but could not get through. Pt is at home and states she will not be coming. no capacity to treat her this week.		Will escalate to NWAS team in the next meeting to investigate and take action with the taxi provider provided on the day for the patient		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/14/25		Informed Pt unable to reschedule treatment later in the week. Treatment deferred 1 week and team informed that pt did not have treatment as scheduled. Advised by team to Datix for transport issues		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17069		10/9/25		14:00		10/9/25		Patient attended for C5 day 1 of treatment today, while having Paclitaxel, had reaction after 22.3ml has been infused, Patient complained tightening of the chest.		Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken - 	Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med.
10ml of saline posiflush given as a bolus
Observations done and recorded news score 0
ANP Jenny Booth reviewed patient and 30mins later TX re-started at a reduced rate as per hypersensitivity protocol and patient reacted again she feels the tightening of the chest and mild nausea, she took metoclopramide from her take home meds.
another 100mg of hydrocortisone given and TX stopped and taken down.

patient booked through clinic as will need change of treatment. Secretary has sent out nab-paclitaxel consent form to patient.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med
10ml of Saline posiflush given
Observation done and recorded
ANP Jenny Booth reviewed patient
Patient feels better after that & 30mins later, treatment re-started as per hypersensitivity protocol and patient reacted again, she feels nausea with chest tightening. 100mg hydrocortisone given , TX stopped
Patient will go back to team for review and Treatment changed		Treatment stopped due to chest tightness - ACP reviewed but no ECG requested or completed. Will discuss with ACP whether an ECG was clinically indicated.		Network Services

		I17077		10/9/25		18:26		10/9/25		TSRT9 13CC SB3i MD13CC CF3a
kV drop occurred on attempted image acquisition on two separate patients on the same machine (Macc 1). No images were taken and no dose delivered prior to either kV drop.		Unknow error, rads reported there was a beeping coming from the bunker after they pressed KV enable, asked for the patient to be taken off the bed, copied logs and checked generator logs E06, E139 & E009 had occurred test scans passed (CW & CC) returned to clinical use, checking the manuals indicates that the tube is coming towards its end of service life.

Rads, called back saying it had done the same thing on the next patient, same errors present, patient moved to Macc 2. 

Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks. .		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/13/25		Engineers alerted. Test scans performed after first kV drop - kV acquisition working, given the go ahead to acquire 3D image again.  kV drop occurred again on a second patient. Engineers alerted again - kV acquisition capability removed from use on the affected machine as a kV tube replacement is required.		Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks.		Network Services

		I17078		10/9/25		18:30		10/9/25		Bloods sent as urgent for patient- FBC, co-ag, christie profile, magnesium and crp at 17:40.  These were podded to the lab immediately.
At 18:25 we phoned the lab as the FBC result was available however the biochem was not even pending.  We were told that they had not received that sample despite it being sent in the same bag as the FBC.  We explained that it had definitely been sent, however were told it had not reached the lab and we would have to re-bleed her.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Edgington,  James		Finally approved		No Harm		No harm		10/28/25		The lab phoned back as we were attending the patient to re-bleed her to say the sample had been found.  I am unsure where the sample had been in this time				Christie Pathology Partnership

		I17079		10/9/25		10:00		10/9/25		suspected cat one to right big toe - identified 
? friction / pressure from end of bed frame		Information added to ward huddle regarding patients need for 2 hourly repositioning due to pressure ulcer risk and current DTI
Ward staff educated on the indications for when to update PurposeT pressure ulcer risk assessment and care plans
TVN link nurses and Ward 10 CPE to facilitate ward teaching and update TVN education board to promote good practice in pressure area care.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Dale,  Emma		Finally approved		No Harm		Low harm		10/13/25		identified 
escalated to nurse incharge 
photograph completed 
dressing applied 
to support with repositioning / pressure relieving 

TVN comment-DTI resolved on the 17/10/2025		PurposeT pressure ulcer risk assessment to be updated when clinically indicated, in the event of a patients mobility deteriorating, PurposeT risk assessment should be updated to reflect the increased risk of the development of pressure ulcers. 
Patient should be repositioned 2 hourly due to pressure ulcer risk, pressure areas should be assessed at each repositioning.
Patients feet should not be touching end of bed frame, they should be repositioned to not slide down the bed or a bed extension/additional mattress block to be used. 
Mattress pump to be used to aid pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I17080		10/9/25		22:45		10/9/25		Patient admitted to the ward and initial skin check completed. Healing MASD found to both sides of buttocks. Patient and partner aware of this, have been caring for it at home with barrier cream.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		All of skin is vulnerable so mattress pump attached to air mattress. Barrier ointment provided. For regular skin checks as has diarrhoea and is vulnerable. For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I17071		10/9/25		09:00		10/9/25		oxycodone long acting given in error when oxycodone instant release capsules prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		escalated, doctor informed, patient reviewed - not symptomatic. supportive care referral sent. pharmacist aware - prescription reviewed				Clinical Support and Specialist Surgery (CSSS)

		I17072		10/9/25		13:30		10/9/25		TSRT9 / EL3 / 13Z / CF1a CF1c / MoD 13I / SB 13HH
Touch guard engaged on treatment head by couch bar during kV image acquisition causing kV panel drop.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Engineers contacted, bar moved.
Additional image authorised by superintendent.
Additional dose of ~1.5mGy. Not reportable.

Radiographers reminded to perform full clearance check.
Note added to treatment beams to ensure clearance checked daily.				Network Services

		I17073		10/9/25		14:30		10/9/25		Pharmacy tech noticed that probenecid was in drawer. Patient then mentioned to myself that she doesn't believe she had her doses post cidofovir on Tuesday.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Finally approved		No Harm		No harm		10/20/25		Checked Iqemo and probenecid not signed for. Discussed with haem reg and pharmacist and as renal function stable there is no benefit to having probenecid now. plan to monitor kidney function and electrolytes and replace as required. Dip urine which was +protein- pharmacist aware. Patient fully aware of plan to monitor and to look into why drug was not given		Discussed with JB. No medications handed over as being needed. Reiterated to her the importance of checking iqemo for every patient regardless of what has been handed over.		Network Services

		I17074		10/9/25		14:00		10/9/25		Leakage noticed from the filter on the A line during a 30-minute flush.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Flush was stopped immediately and the PFS in the unit was informed. As the incident occurred mid-flush and the packaging had already been discarded while hanging the line, the lot number could not be checked. The line was discarded.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		Network Services

		I17075		10/9/25		16:50		10/9/25		I read the vetting of the ct scan of this patient as a thorax abdomen and pelvis instead of thorax and abdomen. Therefore the pelvis was scanned unnecessarily.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		Manager informed, datix and radiation incident form completed.				Clinical Support and Specialist Surgery (CSSS)

		I17066		10/9/25		10:00		10/9/25		ovoid 1 found broken upon opening sterile small set 4. Not used inside the patient, replaced with a ovoid 1 from spare small 6.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of use. spare small 6 ovoid 1 taken to make small set 4 whole.				Network Services

		I17062		10/9/25		09:30		10/9/25		TCC Patient partner insisted on coming down to department with patient for drain removal procedure. Against policy for relatives to come to IPU with patients for procedure.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Safety,  Patient		Rejected		No Harm						Porter insisted partner not come down with patient, but ignored.				External Other Trust

		I17063		10/9/25		12:45		10/9/25		531mls of oxaliplatin had gone through, Patient pressed her busser alerting that they cannot breath and  throat feels weird. struggling to breath.		See above		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped obs done, heat pack given and a warm drink. 
obs okay explained everything to the pt and the relative. 
Symptoms did not resolves so gave 100mcg of hydrocortisone to good effect. 
ACP came to review who advised not to give the rest of treatment due to duration of time it took for them to recover. 
Treatment discarded of as per policy
Pt happy with this. 
Email sent to team and chemo apps to change oxli to be given over 4 hours instead of 2hours for future appts		Observations taken only once - NEWS-2 score - 2 and observations not repeated before discharge. Plan to discuss with nurse.		Network Services

		I17064		10/9/25		12:50		10/9/25		TSRT9
Patients arm triggered OMRON mid CBCT.
The image acquisition was not able to be resumed with MCR guidance.
Multiple attempts to resume and reconstruct under the advice of MCR and B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/20/25		Patient reassured and maintained informed.
Eventually the imaging systems had to be rebooted and complete re-image, authorised by B7

*There wasn't a note on the imaging document to state a clearance check was required prior to CBCT acquisition. It is felt for this particular # the patients arms were in a slightly different position (extended further laterally). Therefore this is deemed operator error opposed to patient compliance*				Network Services

		I17055		10/9/25		10:40		10/9/25		Extravasation of contrast media during out patient CT scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/14/25		SOP followed.  Arm elevated. Attempted aspiration.  Applied cool pack.  Area drawn around. Photo requested.  Patient advised how to manage.				Clinical Support and Specialist Surgery (CSSS)

		I17056		10/9/25		11:00		10/9/25		Deviation: Patient started LD chemotherapy for CAR T on Thu 09/10. Kite unable to ship cells until the day of cell infusion (14/10) due to not having enough temperature logs of the new tanks in the stem cell lab.		Discussed with lab manager. To close incident as a deviation		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/28/25		Consultant informed, stem cell informed, patient informed of deviation.				Christie Pathology Partnership

		I17057		10/9/25		11:15		10/9/25		Patient reported feeling hot, appeared red faced and complained of lower back pain on receiving C1 Paclitaxel.		SACT stopped. Hypersensitivity protocol followed. 
Hydrocortisone 200mg, administered under PGD
Other, IV paracetamol for back pain 

SACT restarted at slower rate. Observations stable throughout.

Doctor reviewed and Team emailed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		C1 Paclitaxel stopped. Hypersensitivity protocol followed. Observations recorded. Regime to be restarted at slow rate as per protocol. Team to be emailed and desensitising medication prescribed for next cycle		SACT update - written regarding reaction could have been more detailed. Extra information like what volume of Paclitaxel went through before patient reacted.		Network Services

		I17058		10/9/25		11:20		10/9/25		Patient assisted to floor of bathroom with wife and myself when trying to mobilise to toilet. Did not hit head or cause any injury.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Observations complete and charted. BM 13.9 taken and charted.  Assisted back to chair by physios and staff. Medics reviewed. Falls care plan activated. Lying and standing BP outstanding. NOK at event.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I17059		10/9/25		09:10		10/9/25		Patient felt faint, hot, appeared vacant, sweaty. 
Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		ORTC doctor reviewed.

-attends for C2 Gemzar 

-did not have good night sleep this week; unclear the reason, not on any regular steroid, apart from two days course with chemo

-felt sick this morning, but did not vomit, and managed to have breakfast

-has had likely vasovagal episode , while cannulation

-recovered quickly from it

-nil recent infection

-G1 nausea, for about two days, after the last cycle

-seen in clinic two days ago, and recent blood results look satisfactory

Plan:

1. sleep hygiene measures advised for now; may consider for a short course of low dose sleeping tablets, if it does not help

2. can proceed with today's treatment, if nil other concern		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		Deemed as a vasovagal episode not a reaction to treatment. Patient stable following review by doctor and went ahead with treatment.

Observations need to be recorded on CWP in NEWS2 section but were recorded within doc		Network Services

		I17052		10/9/25		09:30		10/9/25		Pt due for port insertion first on IR list. Ward had not sent or taken bloods by 9:30, when results should've been available prior to list start.
Delay to pt's port and disruption to IR list.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Safety,  Patient		Rejected		No Harm						Re-organisation of list, PP pt's port procedure moved to end of morning list.				External Other Trust

		I17042		10/9/25		06:00		10/9/25		Patients blood sugar 3.9. Patient refused to take orange juice. Patient refused glucosegel. In patients  best interest tried to insert glucogel into patients mouth (patient has DOLS). Glucogel placed on middle finger of right hand. On attempting to insert patient bit down hard on my finger and it dented/grazed my finger.		9/10 - staff followed policy, will await results of virology bloods, ward manager to meet with his next of kin to inform her today.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Anderson,  Rebecca		Finally approved		Low Harm		Low harm		10/9/25		Hands washed thoroughly
Virology bloods taken on my self and sent to labs
Duty manager informed for advice purposes
Day team to complete patients virology bloods				Network Services

		I17043		10/9/25		01:30		10/9/25		A squirrel was trapped in the radiator at the bottom of the stairs to the education centre.		Education Centre Manager discussed risks with wider team.		The Christie NHS Foundation Trust / School of Oncology / Education Centre						Incident affecting Members of the public/visitors		No Harm		Non-clinical incident		Estates		General estates issues		Heaven,  Cathy		Finally approved		No Harm		No harm		10/27/25		Security alerted and in attendance.
Estates alerted and in attendance. 
Squirrel was removed from radiator, caught and released outside.
Area cleaned by domestics		For the team to be aware of potential ingress points for wild animals and to monitor the opening of window spaces.		School of Oncology

		I17251		10/10/25		00:17		10/16/25		Confirmed yesterday that patient has been buying methadone pre-admission which was then prescribed when she was admitted on 10.10.25.  
Meds rec 10.10.25 and prescription screened 13.10.25. Noted in SCT handover that no details of community methadone prescription in medical notes or EPMA. 
**Note that Datix  I17247 15.10.25 relates to same patient- suspicious substance found in belongings.** [incidents have been linked - MSO]				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		15.10.25- contacted CGL, Manchester who closed her file in July 2025. GP confirmed they don't supply methadone. Pt has also admitted to buying other controlled medications previously, including pregabalin/MST. CGL advised pt must be obtaining methadone supply illicitly as she was admitted from home and not another hospital. Pt often away from bedside so ward pharmacy team confirmed that this was the case when patient present on the ward. Unable to clarify how regularly she has been taking methadone pre-admission.

CGL said to refer to local methadone policy for ongoing management. As we don't have a Trust policy for methadone in patients with opioid misuse, they suggested obtaining a local Trusts guidance- a  colleague kindly sent me the SRFT guideline. CGL also advised they couldn't give clinical advice as pt not under their service, however if she is discharged on methadone she needs to be referred to them for community prescribing. 

As patient had received 6 x inpatient methadone doses I discussed with SCT cons and pharmacy colleague with experience of working in substance misuse, who agreed that it was appropriate to continue methadone at dose of 40mg/day, but not for further titration and requires close monitoring for toxicity as it can take several days or more to reach steady state- we don't know what other substances patient is taking or her methadone Hx pre-admission as per Datix I17247.

Oncology and pharmacy teams updated. Methadone prescription annotated to contact CGL on discharge. Requires single point of prescribing. Ongoing SCT input.				Clinical Support and Specialist Surgery (CSSS)

		I17151		10/10/25		00:00		10/13/25		Resident doctor was on call this weekend. She had not passed her ALS exam done on the 07/10. This was not reported to myself until Sunday 12/10 when she was already on call. This was a fault on our end due to us not chasing the exam results to make sure she was compliant and able to be on call. It was raised on Wednesday 08/10 that it needed expediting but there were no further comms from the CCOT team. There was no risk or harm due to the quick actions of the CCOT team.		Improved communication between ALS admin and Resident doctor service managers. Discussed with ALS admin to update  deputy service manager in NWS who supervises resident doctor rotas.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)						Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/28/25		CCOT team did not give resident doctor a crash role. CCOT member who marked her exam was on call over the weekend so knew she was not holding an ALS certificate. 
CCOT Team communicated to say - 
“ I was actually on over the weekend and there were  actually 2 cardiac arrests over weekend.. considering we haven't had one in 3 months it's typical isn't it. I didn’t actually give the resident doctor a role, but she was present and helped with odd jobs and not the major jobs. Luckily, one happened on Sunday at 9am so night doctors attended as well. Saturday was okay as I had two CCOT. There were other crash calls but nothing that needed the resident doctors help”		Improved communication between ALS admin and Resident doctor service managers		Clinical Support and Specialist Surgery (CSSS)

		I17214		10/10/25		15:00		10/15/25		Patient contacted CNS Via email on Sunday 12/10 to say how unhappy she was with her transport home after her first cycle of treatment on Friday. "On my way home the taxi driver wasn't nice to me at tall took the p*** out of me blasting is windows while open going down the motorway told me to chill, Asked him to close is windows ect and he wouldn't said to it was hot...and to chill out, This as really got to me and really upset me and because my voice is gone. I don't want to come again"		Advised Department that should this happen again then to direct the patient towards the transport department where a complaints form can be passed on for the patient to make a complaint 

Escalated to NWAS to investigate 

Advised as per outcome of the meeting to put a datix to NWAS so that it can be dealt with at a higher level		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/28/25		Once I read patients email on Monday I called to offer reassurance and to ask further questions, I gained permission to take this further. 
I emailed PALS and transport department asking how I should escalate this ; PALS promptly told me that as this was not internal it would be transport may be best placed to help with this not them. 
Reply from transport on Tuesday PM asking for DATIX to be completed so that this can be investigated further and escalated to the transport provider.		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17203		10/10/25		14:20		10/14/25		TSRT9 13CC SB3i MD13CC CF3a

Additional image #15 due to machine fault prior to initiating treatment, after acquisition of CBCT. Engineers requested the patient to be brought off the bed to allow for the fault to be investigated. B7 approved additional image, additional concomitant dose to patient 0.8mGy (Fast H&N S20).		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Fault occurred, would not allow treatment to be delivered. Called engineers who requested patient be brought down so they could investigate and fix the fault, B7 contacted to approve additional image. Patient moved onto another suite, rescanned and treated.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I17195		10/10/25		15:00		10/14/25		Radiographers reported that the carbogen regulator had a loose flow meter.
This is the second time we have seen the issue with these devices and fortunately was picked up before it flew off like in the previous incident.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting the organisation		Near Miss		Radiotherapy incident		TS - Technical services		3I Regular preventative maintenance and repair programme		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/31/25		Reported to engineers who confirmed flow meter was loose.
Tightened the flow meter grub screw and logged in EQUIP. 
Removed from clinical use. 
Informed MDSO and arranged to take device to CTSG.		keep on checking gauges before use.		Network Services

		I17187		10/10/25		00:00		10/14/25		Haematology support secretary has identified that several patients have had incorrect blood results added to EPRO by Haematology registrar. The registrar has dictated clinic letters but has manually inputted incorrect blood results into the EPRO letters.		discussed with SpR- reminded of correct practice and not to copy and paste
Secretary informed not to amend results herself
improvements to local inductions		The Christie NHS Foundation Trust / Network Services / Haematology Governance						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		Low Harm		No harm		10/29/25		Secretary identified and informed Service Manager and consultants. 
Letters corrected and checked to ensure all letters have correct information. 
Datix submitted. 
Trainee's educational supervisor notified.		Improvement on local induction processes for resident drs.		Network Services

		I17392		10/10/25		09:00		10/21/25		Postal return of High cost medication which can not be used so will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Contacted team to inform them and received reply				Network Services

		I17519		10/10/25		18:48		10/24/25		Patient passed away on the ward on 10/10/25. Patient was marked as "deceased" on Care Flow but was not marked as "Fully Deceased", meaning their appointments remained booked. Consultant noticed the patient was booked into an upcoming clinic, and flagged to me.		Awaiting		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Incident referred to DPSIG		No Harm		No harm				Turned off communication preferences so patient's relatives would not receive a text about the appointment cancellation.
Marked patient as fully deceased on Care Flow, and closed down the open referrals in the process.

At time of writing, there are 858 other patients who have passed away in the last 180 days who have not been fully deceased on Care Flow. Screenshot attached.

27/10 -CSSS Governance; RAPID REVIEW NOT REQUIRED -  I have flagged this for DPSIG 27/10 just for a mention so Team Leaders can disseminate this issue down to staff.		Awaiting		Digital Services

		I17081		10/10/25		03:50		10/10/25		Patient assisted with Zimmer frame by another Nurse  to transfer to commode
Patients legs gave way and assisted to the ground				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to sit		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Myself and a colleague assisted Patient from sit to stand position onto commode

13/10 - CSSS Governance; just need to check M&H assessment was updated after this near miss				Clinical Support and Specialist Surgery (CSSS)

		I17104		10/10/25		14:00		10/10/25		Upon entering transfusion room when transfusion was completed it was noticed that cannual dressing had come away and cannula shaft was bent at right angle in arm. Upon removing there was a swollen area above cannula suggesting infiltration.		Patient was informed of infiltration as he had not noticed until the nurse pointed it out. Aware that there will be bruising due to being a blood product. Patient safety netted with the correct advise.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Transfusion incident		Equipment		Equipment failure in clinic area		Aremia,  Laura		Finally approved		Low Harm		No harm		10/17/25		Patient informed that an unknown quantity of his transfusion had gone into his arm and he would likely have a bruise. Safety netted signs of compartment syndrome and what to do in the event of these.				Network Services

		I17101		10/10/25		15:12		10/10/25		After finishing paclitaxel and flush - noticed slight swelling and slight redness		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/16/25		No treatment was infusing at the time - treated as extravasation although, reviewed by Dr. Clement and was unsure if it was skin/vein irritation or extravasation. Re-cannulated for the next treatment in the regime.		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		Network Services

		I17098		10/10/25		12:30		10/10/25		TSRT9 / EL3 / 13Z / CF 1B / MoD 13I / SB 13AA SB13I
#6/20 prior to switching on for image it was noted that the image preset length was longer than required. 
Jaws indicate M20 but when measured only required an M10.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Escalated to B7 immediately, agreed.
Filter changed to M10 prior then image taken.
Image suitable therefore changed in imaging beam for future #'s.

Additional 7.0mGy delivered. Not reportable.
Feedback given to radiographer that completed image prep.
Feedback also given to staff that had imaged #1-5 to highlight for their awareness to check the preset is appropriate.				Network Services

		I17095		10/10/25		08:20		10/10/25		Planned apheresis today, patient went straight on machine for day 2 collection, CD34 count results 12 today. Deviation as their cell count does not meet minimum threshold.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Myers,  Nicola		Finally approved		No Harm		No harm		10/27/25		Dr Kulkarni has reviewed and and approved the plan for this patient with yesterday results. To continue with apheresis today.				Network Services

		I17113		10/10/25		16:50		10/10/25		17:50 patient tripped over her feet and fell onto the floor. She was receiving SACT through her port at the time and the drip stand fell to the floor as well. 
HCA saw the fall from afar, shouted out for help. the HCA confirmed she did not hit her head.		Incident managed appropriately, patient did not report any further issues after her trip.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		Observations done as charted and NEWs 0. 
Patient said she felt completely fine and had just tripped over her own feet. She confirmed she wasn't in any pain. 
nil issues with the SACT on the drip stand, this continued as normal. 
nil further actions required, she was helped back to her chair. repeat observations taken.		Incident managed appropriately, patient did not report any further issues after her trip.		Network Services

		I17114		10/10/25		10:30		10/10/25		Reviewed my patients pressure areas, she had broken skin to sacrum, very red. diagnosed as DTI.		Care applied as per TVN plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		dressing applied, mattress upgraded, pressure ulcer care plan updated and skin bundle, referred and reviewed by TVN and DTI dressed, also had medical illustration.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17115		10/10/25		16:00		10/10/25		TSRT9
Patient attended for fraction 4 out of 5 radiotherapy vsim plan, before getting patient in the room rad noticed post pin value given on plan was measured on PLO beam (measured diagonally through the civco and bed). Plan PDF did not provide a post pin measurement from directly under the couch. Alerted B7				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		11A Verification of patient ID, orientation and data entry format to include all patient data, imaging etc		Saunders,  Jane		Finally approved		Low Harm		No harm		10/17/25		B7 spoke to pre-treatment rads in vsim and asked them to provide a measurement for under the treatment couch to be able to calculate post pin to back of bed. This screenshot was added to patients plan and new post pin calculated by B6 & B7 treatment rads. Patient did not manage treatment due to pain so rescheduled.		n/a		Network Services

		I17116		10/10/25		20:00		10/10/25		Patient told he could go home late this afternoon 
TTOS completed however not handed to pharmacy so no TTOS dispensed 
This wasn't realised by nursing staff until late when pharmacy was closed. Agency nurse looking after patient 
Patient said he would go home with the medications in his draw and receive back the CDS that he brought in with him 
CDS were left on ward 2, not transferred up to ward 4 with him. these were discarded by pharmacy today so now patient has no CDS
Patient refusing to				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		continued.... wait overnight for TTOS to be dispensed from pharmacy 
Noted TTOS were also incorrect as Dr prescribed 100mg instead of 10mg of Zomorph, this has now been changed 
Apologised to patient and explained situation 
Escalated to oncall DR- has now spoken to patient 
TTOS changed and printed ready to give to pharmacy tomorrow 
Added to handover to NIC on the 11th to ring patient when TTOS on the ward- Note patient lives alone so difficult for him to get in- escalate any concerns to duty manger tomorrow 
Night time zomorph given to patient before he left. Has enough regular medications in his draw,				Clinical Support and Specialist Surgery (CSSS)

		I17117		10/10/25		19:40		10/10/25		take over patient at 6 pm , at the end of treatment when i was about to put the flush , noticed swelling above the cannula dressing and on her fingers , treatment was finished , explained to patient about extravasation ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/13/25		tried to aspirate from cannula but nothing was there  . removed cannula , marked site , provide heat pack and elevated hand , took a photo on patient phone to compare , provided hydrocortisone to apply if any inflammation , advised to use heat pack 20 mts 4 times a day for 1 to 2 , advised to move hand and elevate for 48 hours , made a note on diary to follow up , waiting on call to review ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		Network Services

		I17118		10/10/25		10:00		10/10/25		HCA had buzzed for assistance with getting Leslie into commode. Leslie was struggling to stand straight and unable to listen to instructions. Managed to get onto commode with Ax2 with great effort. When trying to stand to clean Leslie up, he was not able to stand on his own. Was sat at edge of commode so I advised the HCA to assist Leslie to the floor to prevent him falling. We assisted patient safely to the floor. I asked the HCA to stay, and I will get some help.		No further action needed		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		I went out to ask for help. I had come across OT, and asked whether he would be able to help me get the patient back into bed. Physio, and senior colleague came in to assist me and the HCA.		Great team work by staff		Network Services

		I17135		10/10/25		16:30		10/13/25		Patient was due etoposide on Sunday, which needed to be dispensed by Baxters on the friday, however due to short expiry on the bag from Baxters it would expire before it needed to be administered on Sunday. Discussed with sarcoma specialist pharmacist, advised patient could receive 'pharmacist stock' bag instead, however, would need to be collected by a nurse @ 4pm.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit				Incident affecting the organisation		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Finally approved		No Harm		No harm		10/27/25		I contacted aseptics at 4pm asking if it was ready to collect and they advised I should come at 16:15 to collect. At 16:15 i went down to aseptics to collect and they said I could not collect it because I was a nurse and that it needed to be a pharmacist. I explained that to the pharmacist via alertive, but the sarcoma pharmacist was off site so could not collect. Escalated to ward manager, she asked iQemo pharmacist to collect. Half an hour later (15 minutes before aseptics shut), the etoposide still hadn't been delivered so i contacted the iQemo pharmacist again and a different colleague answered the phone, she said the other pharmacist had gone home and hadn't collected it. Haematology pharmacist (not a haematology regimen / patient) ended up collecting it as aseptics was closing.				Network Services

		I17138		10/10/25		12:46		10/13/25		Incorrect NHS number on the sample.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested via phone at 15:00.				Network Services

		I17111		10/10/25		09:40		10/10/25		Wrong laterality on TheatreMan and CWP. 

Patient was listed for left sided operation on the TheatreMan , CWP etc (Left heel surgery).  But the actual operation was meant for right side (right heel surgery). The consent was done with correct laterality which reflected on the images.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Friskney,  Caroline		Finally approved		No Harm		No harm		10/16/25		Informed the coordinator. Checked with patient, consent was double checked along with the surgeon . As it was wrongly recorded on the Theatreman and CWP only  , team was happy to proceed with the surgery after checking the consent and  images . Patient was happy to proceed.  Communicated well with IPU staff too

13/10 - CSSS Governance; Difficult to allocate as no patient details included. If error on CWP/ Theatreman is due to parent team, please add Pt details & let me know so I can reallocate				Clinical Support and Specialist Surgery (CSSS)

		I17710		10/10/25		17:40		10/31/25		Patient scheduled for contrast MR scan of Head for staging; contrast injection not given due to difficult cannulation; scan completed without contrast (For a Brain scan, a scan without contrast for Grade 4 tumour) that has potential effect on diagnostic quality.
Patient need to visit again for the scan, clinically he is not well and needs an urgent scan, still awaiting for a date.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Whelehan,  Sarah		Finally approved		No Harm		No harm		11/3/25		Repeat scan as urgent requested on 21/10/25, as scan Radiologist can't comment on the disease status for the scan without contrast, but awaiting date.				Clinical Support and Specialist Surgery (CSSS)

		I17211		10/11/25		07:40		10/15/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number:  G095 625 407 446 A		To monitor and discuss at IRM		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS		Proper communication between the ward and transfusion lab for blood products ordered		Network Services

		I17143		10/11/25		11:41		10/13/25		First name spelt wrong on the sample.		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive.		sample should be properly labelled before sending to the lab		Network Services

		I17250		10/11/25		16:31		10/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17267		10/11/25		09:00		10/16/25		BP reading monitoring required daily from cycle 1 day 1. Unclear in protocol when to start BP readings at home, from Schedule of events appears starts from cycle 2. However upon clarification the bp review is from cycle 2 day 1, but daily blood pressure readings needed from cycle 1 day 1. 

Due to this error patient missed 4 days of blood pressure readings				The Christie NHS Foundation Trust / Research and Innovation						Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		Patient called and was able to obtain and BP machine at home. Bloods pressure readings normal. 
Medical team aware. 
Patient is coming in on Friday where an at home blood pressure machine will be provided with a blood pressure dairy. 
Daily blood pressure monitoring added to prompt sheets. 
For discussion in risk meeting. 
Clarification about this from sponsor.				Research and Innovation

		I17129		10/11/25		11:30		10/12/25		when doing weekly CD stock check, noticed on pg 98 diamorphine, there's an unsigned by x2 nurses Syringe driver check for a patient		Discussed with nurses involved 
Added to learning from incidents newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - no record/not recorded		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		datix, NIC aware.				Clinical Support and Specialist Surgery (CSSS)

		I17130		10/11/25		22:00		10/12/25		Rn on night shift missed a long acting CD for a patient		Discussed with named nurse. Advice/support given for learning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		NIC aware, datix				Clinical Support and Specialist Surgery (CSSS)

		I17131		10/11/25		22:00		10/12/25		Night staff reported oramorph (morphine sulphate) carried over to two different pages in CD book.		Communications sent out to all staff regarding being vigilant when carrying over CD's as this could lead to errors. Near miss incident highlighted to all Band 6s within their communication forum at time of event.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting the organisation		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		One page discontinued and oramorph recalculated - less that expected but within 10% - datix completed and email to be sent out to staff re being vigilant when carrying over CD's as this could lead to errors.				Clinical Support and Specialist Surgery (CSSS)

		I17132		10/11/25		16:40		10/12/25		night nurse didn't handover or escalate news - 6 to day nurse. Pt became very SOB and agitation @11:20 , RN looking after pt escalated to dr, reg, ccot on call. REG + dr reviewed, stated not concerned and doesn't think its a chest infection so gave the go ahead for chemo. high resps and agitation when administered pre chemo meds, escalated to dr and RN looking after pt that I'm concerned. DR was happy with reg plan. pt had cardiac arrest 20 mins later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Bushell,  Lyn		Learning response required		Death						CCOT informed about escalation concerns with dr and reg. NIC aware, email sent to ward manager 

SKB moved to CSSS but SKB will support via Parent team.				Clinical Support and Specialist Surgery (CSSS)

		I17133		10/11/25		10:00		10/12/25		pt stated that RN's throughout the day have been disconnecting pts TPN from CVAD and reconnecting the same line/TPN back to patient. pt was agitated due to saying we cannot disconnect when its running as RN's have been doing so for the week while he's been IP.		WM conducted full investigation. CPE discussed with the patient to determine details and to apologise for policy not being followed. Incident discussed with all of nursing team and healthcare assistants. Added to handover and discussed in huddle.

audits implemented.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		explained to the pt why we don't disconnect TPN, stated rn's disconnect when changing t-shirt every day and reconnect him. no one told him that this cant happen. explained and advised that this shouldnt happen but he stated 'im dying anyway and to just do it' and said 'we too young to understand' . NIC aware. managed to put tpn through his shirt and was happy with this. updated on handover to remind people of correct protocol				Clinical Support and Specialist Surgery (CSSS)

		I17119		10/11/25		05:00		10/11/25		patient required 2 units RBC 
1unit given 
on request of second unit - documents showed that 2nd unit has been collected 
escalated to blood bank - who did not disclose information if 2nd unit has been collected 
Unable to given 2nd unit due to records				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Escalated to NIC 
Requested new prescription 
contacted porters / blood bank/ security - no information provided regarding collection of 2nds unit				Clinical Support and Specialist Surgery (CSSS)

		I17120		10/11/25		01:30		10/11/25		Following suspected infiltration - escalation for reinsertion of new cannula required to administer 1 unit RCB 
8 attempts to re-cannulate with successful insertion to left jugular - not practise we often see ward level 
Concerns raised by peers regarding technique as same needle was used for multiple attempts on patient who has positive blood cultures for infection 
Cannula only secured with dressing to neck - high risk of displacement in this area 
No documentation of attempts / completed		The CCU on call team including the on call registrars will be informed that the use of External Juglar venous approach should be discouraged except in life-threatening/ resuscitation scenarios. If further training in Ultrasound guided venous access is needed the doctors should contact their educational supervisor to facilitate it.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Seth,  Rajan		Finally approved		No Harm		No harm		10/28/25		Escalated to duty manager 
cannula inserted in left hand early am 
to review patency of cannula in left hand prior to removal of line in jugular 
inspected attempted insertion sites 
conversation held with patient to help alleviate stress		After a detailed discussion we agreed that the CCu registrar should have documented the events on CWP which would have provided some guidance to the nursing staff on how to use this line. Also for future we agreed that External Juglar access is not the recommended access route in current clinical practice and alternative approaches like ultrasound guided venous access or in emergency Intraosseous access should be practiced.		Clinical Support and Specialist Surgery (CSSS)

		I17121		10/11/25		13:00		10/11/25		AACU staffed with 2 ANPs at weekend with escalation plan as follows (from AP Bradley): first help from AAU Reg, then Hospital Reg then consultant.  AACU full, pt reviews getting delayed, No ANP capacity, further 5 patients added to list; have asked for help via alertive - no response.  D/W Dr Nagy - he is busy on AAU and reports Trust one Reg short.  Unable to arrange assistance as per current escalation plan.		To speak with the trust lead SpRs on how short notice gaps on the rota can be managed.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		Harm		Monitoring and Information		Staffing		Staffing Issue		Cox,  Margaret		Finally approved		Moderate Harm		No harm		10/14/25		Will keep trying to source assistance to prevent delays to pt care; otherwise, night team will have to keep AACU open to review later patients.  
12/10 - CSSS Governance; Tricky to allocate & needs downgrading to 'low harm'. Allocated to NWS re: rota's and Reg cover.				Network Services

		I17122		10/11/25		02:59		10/11/25		Phosphate Polyfusor infusion possibly prescribed wrongly and given wrongly.
500ml over 10hours, clinically indicated for low phosphate		Findings fed back to medical management

Clinical Based Educator and Ward Manager on AAU have highlighted findings to nursing staff. 
New electrolyte derangement policy highlighted in newsletter. Hypophosphatemia algorithm poster in treatment room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		Infusion stopped		No harm to patient 
New clinical guidance on management of hypophosphatemia (July 2025) may have contributed to prescribing and administering error  
More education and awareness required to both medical and nursing teams of new trust guidelines on electrolyte management		Clinical Support and Specialist Surgery (CSSS)

		I17123		10/11/25		11:00		10/11/25		Patient received C2D1 Weekly Paclitaxel. 
After 26.1mls patient visibly flushed and mentioned experiencing some back pain
Treatment immediately stopped. colleagues and ACP made aware of reaction.		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication.
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain.
This then settled and patient continued with treatment over slower rate, tolerated well

Team emailed but no clinic appointment booked as patient had just seen the doctor prior to this cycle. Communication with Team via e-mail is to ensure script highlights slow rate for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication. 
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain. 
This then settled and patient continued with treatment over slower rate, tolerated well		Documented that observations were recorded but no actual results of observations were documented on CWP so unclear how many sets of observations completed and what was the NEWS2 score.
Will email the nurse that reported the incident to highlight this and identify learning.		Network Services

		I17124		10/11/25		10:00		10/11/25		Administered 50mg pregablin instead of 25mg pregablin in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		-informed ward Dr
- informed nurse in charge
-informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17125		10/11/25		13:00		10/11/25		Preparing Pembrolizumab with closed system.
upon drawing up on of the pembrolizumab vials started to leak medication around the bung of the vial where spike was inserted, medication dripping all over ANTT tray.
On observation, looked as though bung was dislodged.
Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Spillage cleaned as per policy
NIC informed.
Colleague assisted.
New vial of medication obtained to make correct dose for patient.
faulty vial disposed of into sharps bin.		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		Network Services

		I17126		10/11/25		14:00		10/12/25		No duty manager attended work on the late shift.
Second on call informed. 
Early duty manager at the time asked CCOT to temporarily sit in as DM whilst 2nd on call was coming in but they were an hour away.
There was a cardiac arrest at 16.51 - CCOT informed 2nd on call DM that they were at a cardiac arrest and can't do two roles.
No duty manager came in to cover the role.				The Christie NHS Foundation Trust / Network Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Adams,  Claire		Rejected		No Harm						CCOT needed to lead the arrest therefore unable to do both roles.
Cardiac arrest team was without a duty manager to help support the cardiac arrest, coordinate staff on the wards and help with other patients. 
Nurse on the ward put an alertive out to ask if any of the wards could spare a nurse to help with the ward.				Network Services

		I17127		10/11/25		16:51		10/12/25		Patient had a cardiac arrest on the ward
CPR for 6 minutes, 2 rounds of CPR.
ROSC achieved.
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Caporn,  Alice		Incident referred to DPSIG		No Harm		Death				ALS algorithm followed
Intubated on the ward.
Transferred to CCU intubated.
Later found AaND from Macclesfield on a purple form in the notes from 3rd October - no acknowledgement of this on any CWP documentation from parent team or clerking.				Clinical Support and Specialist Surgery (CSSS)

		I17166		10/12/25		14:00		10/13/25		Patient on TPN. Firstly N4 on Friday 10th October which was dispensed on ward level/communicated with TCP. Then patient to be commenced on N9 for the weekend 11th and 12th. Two bags of N9 was requested on EPMA to send up on Friday 10th. Patient had one bag N9 on 11th however no bag was administered on the 12th therefore missed a TPN feed. Bag not found in fridge.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Dietician aware		Staff reminded to ensure using correctly named/dated bag for TPN		Clinical Support and Specialist Surgery (CSSS)

		I17209		10/12/25		12:00		10/15/25		TSRT9

When doing a patients treatment prep it was noticed that the pt's village was spelled incorrectly.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Clinical Event		Radiotherapy clinical event		Radiotherapy Clinical event		Booth,  Adam		Rejected		No Harm						Messaged reception who were able to amend the data in CWP				Network Services

		I17300		10/12/25		14:48		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17128		10/12/25		09:05		10/12/25		Cardiac arrest on the ward
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Clinical Oncology		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Incident being managed locally		No Harm		Death				No issues during cardiac arrest
ALS followed
No reversible causes, likely cardiac given history
Good team work throughout
Hot debrief undertaken				Clinical Support and Specialist Surgery (CSSS)

		I17134		10/12/25		20:00		10/13/25		Poor recording of fluid balance:
Patients Fluid balance had not been recorded from 00:00 12/10/25 till 10:00. 
Patient scored highly in the evening with low sats. Was handed over that an additional stat dose of furosemide was given  when spiked a temp in the evening. Already on BD furosemide. This has not been signed for on EMPA in PRN section of chart.		13/10 - lack of documentation - nurse involved to be spoken to. MT to find out when frusemide was given/what dose.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Brennan,  Naomi		Finally approved		No Harm		No harm		10/13/25		Temp spike from 17:00, with no paracetamol given till night staff on shift. 
Calculated fluid balance		Accurate documentation		Network Services

		I17308		10/13/25		08:00		10/17/25		Ordercoms number 9380525 :  Re-used virology label from the 12/10/2025  Requested by Kiah Singleton.		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged and sample sent to MRI in the hope that they would process it using one of their own numbers.		One label should be used for one sample.		Network Services

		I17309		10/13/25		08:00		10/17/25		Virology sample received in pink photophoresis bag.- These bags are specifically used for the test photophoresis.  Requested by Cesarina Goncalves Leite
(Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could ended up in the wrong department as it had been put in the wrong bag.)		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged, booked in and sample sent to MRI with a delay due to it going to the wrong department as it was in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17310		10/13/25		08:00		10/17/25		Ordercoms numer Patient 1: - 9380981 Virology in with biochemistry samples in clear bag. - requested by Shauna Docherty, label printed by Harriett Nicholls.  Patient 2 - 9381217 - Requested by Nicola Hewitt   (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample was delayed getting to MRI as it had been put in the wrong bag. )		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged booked in and sample sent to MRI with a delay due to being in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17311		10/13/25		12:00		10/17/25		Ordercoms number 9381115 - Virology sample in biochemistry bag.  Requested by Cesarina Goncalves Leite.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This ample was delayed getting to MRI as it had been put in the wrong bag.)		To continue monitoring ordercom incidents		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Network Services

		I17314		10/13/25		14:39		10/17/25		Patient referral received 13/10/2025, dated 04 08/2025. Was on CWP, but appears not received by New Referrals at that time.		- Referral processed as urgent due to delay.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Triaged urgently to Consultant.		- Do not send referrals via post.
- Always send to the-christie.new.referrals@nhs.net		Network Services

		I17315		10/13/25		00:00		10/17/25		Two cases for biomarker analysis were mislabelled on receipt. 
Error was detected at analysis stage.
Case B25-53008 was identified as analysed and reported following protocol. Case B25-53009 had not been reported and was rectified prior to reporting and sending according to internal QC processes.
The report was retrieved and amended before dissemination to patient resulting in a near miss incident.		See Actions tab for details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Billington,  Catherine		Finally approved		No Harm		No harm		10/17/25		Stoke hospital was contacted to inform of error and report was destroyed pending release of correct authorised report. Correct results were re-issued and electronically distributed on authorisation. Stoke contacted and confirmed receipt of the correct report.		To maintain a quiet environment with no distraction to ensure the protocol can be followed and QC checks are not missed		Christie Pathology Partnership

		I17415		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/24/25		Medicine return logged by TCP
Medicine return log reviewed by Homecare Pharmacy Technician
Datix completed where applicable 
Pharmacy Homecare team have checked CWP for any relevant background and CMM to establish if the patients medication has been re-dispensed.
Email sent to team and reply received.				Network Services

		I17418		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil - all actions taken by reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician
Datix completed where applicable 
Pharmacy Homecare Team has checked CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Patient has had further cycles dispensed since 
He usually collects				Network Services

		I17212		10/13/25		12:30		10/15/25		Patient began deteriorating in clinic - escalated to the team and outreach. Bed requested on the AAU at 12:27 by doctor. Two research nurses and a healthcare assistant waited with the patient until we were able to transfer them at 19:00. During these 6 1/2 hours the patient was scoring on the NEWS2 between 6 and 10. Outreach came to review - sepsis was suspected but were unable to complete sepsis 6 within the hour as there was not a clear plan from the medical team that reviewed the patient.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Calvert,  Sarah		Finally approved		No Harm		No harm		10/23/25		As the patient was waiting for a bed in the outpatients department (department 1) we alerted the CRF NIC regarding the incident as if an emergency were to happen it would be more safe to have the patient on the CRF rather than the outpatient department. We were advised by the NIC to remain in the outpatient department as they believed it would be unsafe to transfer the patient upstairs and were told to ring up if we needed help.				Research and Innovation

		I17186		10/13/25		11:00		10/14/25		Patient gave informed consent to V5 of PIS, however had previously been provided with V4 PIS prior to a recruitment freeze. Patient was verbally updated on the changes to the PIS over the phone when asking if he would like to join the trial, however new PIS was not provided prior to randomisation.
Patient has been randomised to the active monitoring group prior to identification of the error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Taylor,  Claire		Incident being managed locally		No Harm						Apologised to the patient. Contacted patient and made aware of the changes to the PIS, new PIS emailed to patient to read. Plan to reconsent in clinic on next visit.				Research and Innovation

		I17200		10/13/25		11:00		10/14/25		Completed pharmacy part of discharge for patient on 13/10/25, not known to me as first day covering ward. Checked medicines reconciliation on admission against current drug chart and TTO, identified pre-admission was on sodium valproate EC 500mg tablets (Epilim GR), 1g OM and 1.5g ON but was prescribed sodium valproate MR 500mg tablets (Epilim Chrono) 1g OM and 1.5g ON on admission on 02/10/25		staff reminded via email		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Seth,  Rajan		Finally approved		No Harm		No harm		10/30/25		Explained error to patient and apologised for error. Able to supply correct formulation of sodium valproate (Epilim GR) on discharge		Importance for nursing staff to ensure the correct medication is being given in relation to the prescription - ie modified release etc		Clinical Support and Specialist Surgery (CSSS)

		I17184		10/13/25		17:00		10/14/25		Patient had MR scan of spine finishing around 0820. Scan was checked with radiologist covering list who said confirmed MSCC and patient should be log rolled on to MR trolley and kept in the department. Staff were brought from CT to help and the patient was logrolled onto the trolley and put in the anaesthetic bay with his wife around 0830.  The radiologist contacted the med onc reg who agreed to see the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						When the med onc reg arrived, they also had to assess a patient who had been found to have brain mets. This patient became unwell requiring further treatment from the outreach team and the med onc reg.  After this had been dealt with, the MSCC patient was assessed and the med onc doctor would request a bed for the patient. 
The patient was made as comfortable as possible through the day, and provided with sandwiches, and water and kept lying flat. 
Patient flow was checked with throughout the day and evening but the bed for the patient did not become available until 1850.  The patient was put on Teletracking at this point. 
Shortly after this the patient pressed the call buzzer which was answered immediately by a staff member who found the patient had turned on his side and was vomiting heavily. The patient was assisted  and left lying on his side. We attempted contact with the porters to ask for the patient to be taken to the ward immediately but there was no answer at the porter's lodge. 
As soon as 2 MR staff members were available, the patient was taken to the ward . They met the porters on the way, so the patient was taken by them.				Clinical Support and Specialist Surgery (CSSS)

		I17167		10/13/25		15:45		10/13/25		patient was sat on edge of bed and fell forward onto floor (unwitnessed) - reports didn't hit head just hurt his side as he fell down.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		emergency buzzer pressed (found by hca) obs taken with no concerns, bm taken within range. ward doctor checked over, supported to stand. No apparent injuries				Clinical Support and Specialist Surgery (CSSS)

		I17179		10/13/25		16:00		10/14/25		ASU prepared Mifamurtide SOC in the AM session with 4 hours expiry allocated. Confirmation of required time given by ward to ASU coordinator. Notified at 16:00 that treatment had not administered in time and the product had now expired, patient was unable to receive treatment on the required day. Ward request for ASU to make treatment the following day, uncertain of whether they will be able to receive due to other therapy on the same day (MTX).		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed.
Service Manager has sent comms out to medics re pathway with iqemo permissions. See evidence in documentation section.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		ASU agreement to remake treatment the following day should it be required.		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed - to reallocate to HS for review and input		Network Services

		I17164		10/13/25		12:00		10/13/25		Patient A was booked for a chest aspiration that resulted in a chest drain. Patient A was not vetted or booked for a IPU recovery space. Patient need last minute space in recovery after drain was inserted. Was communicated to IPU team after drain inserted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Royle,  Gregory		Incident being managed locally		No Harm						Space created for patient. 
Emergency admission done. 
Bed booked for patient.				Clinical Support and Specialist Surgery (CSSS)

		I17165		10/13/25		13:00		10/13/25		MDT Notes left in ORTC seminar room, containing detailed information about 9 patients. Approximately 10 copies left in the room of the info.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Rees,  Amanda		Finally approved		No Harm		No harm		10/24/25		Copies removed and put into confidential waste immediately. Unclear how many members of staff used the room between MDT meeting and meeting at 1pm when sheets were disposed of.				Research and Innovation

		I17157		10/13/25		11:15		10/13/25		Bed 5 (2 missing line label) 
Bed 8 (2 Missing line label)
Bed 9 ( 2 missing line label)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Information fed back to nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17169		10/13/25		11:45		10/13/25		Patient attended for C1D8 paclitaxel. Received 23mls and reported feeling hot and flushed with a "pain in her kidneys" and appeared drowsy. Treatment stopped, observations checked, two doses of hydrocortisone given. Oxygen administered as patient was desaturating on RA. Became hypotensive so 250mls bolus given. Patient then started to stridor and adrenaline was given.  ECG done, VBG sent and blood cultures. Lactate 2.6, blood cultures taken and repeat bloods. Monitored patient until became stable.		Actions and result of actions taken	

Oxygen, hydrocortisone, metoclopramide, adrenaline given.
VBG taken, meropenem given, ECG done.
IV fluids administered. Blood cultures and repeat bloods taken.
Observations recorded. NEWS2 initially scoring - 6. then increased to 8. Reviewed by Critical Care Outreach Team.

ACP reviewed on unit -  see above annotation 
Details and reason for admission	
Taxol reaction on ORTC this morning. Seen by outreach and requires 24 hour monitoring. BP unstable. Please could she be admitted to AAU ASAP? 
Patient monitored closely.

Handed over to AACU.
Team emailed to inform of situation.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/15/25		Treatment stopped, O2 given, hydrocort administered, adrenaline given		Critical care outreach review was important in confirming treatment plan.

Most recent NEWS2 score	3
Outreach comments	
Responded to urgent clinical request following Paclitaxel reaction. 

CCU Consultant Dr Vidya & SpR Dr Mo also in attendance. 

Mary had become very flushed, hot & was complaining of back pain around 24mls into infusion. 

Infusion stopped immediately by nursing team. 

0.5mg 1:1000 Adrenaline administered s/c by nursing team due to significant wheeze, desaturation & hypotension. 

2 x 100g Hydrocortisone IV administered 

4mg Chlorphenamine administered as pre med

On arrival: 

All symptoms appear to have resolved. Observations stable and within normal range. 

No audible wheeze, chest clear on auscultation. 

Agreed for plan to admit to AAU for further monitoring. 

1L NaCl in situ. 

No further concerns at present. Team aware to re-escalate any time with any worries or concerns.		Network Services

		I17170		10/13/25		16:00		10/13/25		paclitaxel reaction immediately after start of chemo,
10 ml of chemo in, started feeling breathless, seeing lights in front of eyes, felt like dying, red face, 1 episode of loose stool, 1 episode of vomiting
 doctor alerted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		stop therapy, doctor made aware, obs check, reaction box taken and used drug as per doctors advise given, re started therapy after 30 mins in slower rates, patient tolerated well , email sent to consultant.				Clinical Support and Specialist Surgery (CSSS)

		I17171		10/13/25		11:00		10/13/25		Patient on MATrix chemo regime.
Patient confused during admission, issues with using urine bottles to measure accurate urine output. 
Documented by medics on 09/10, "Urinary catheter short term to facilitate urinary pH and output monitoring whilst clearing methotrexate, urine pH 8 or above and urine output 100ml/hr or above". 
Not done until overnight 12/10/25 whilst documented on fluid balance "incontinent". Missing urine pHs on fluid balance and U/O<100mls hr and not escalated over weekend.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Catheter now insitu. 
Medical team aware of AKI. 
Now having 2 hourly urine dips documented on fluid balance.		16/10 - Lymphoma Drs will need to be aware of how to get messages for actions to the staff undertaking actions.		Network Services

		I17172		10/13/25		12:00		10/13/25		PGD 1 hour breach. Difficult Venous access resulted in a 1/2 hour window to administer antibiotics. PGD criteria met and Tazocin and Gentamicin commenced on EPMA. Medication given late due to nurse-related confusion over which antibiotic was required and near miss with administering the wrong antibiotic (Not myself). This near miss incident will be documented separately.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Clarke,  Catherine		Incident being managed locally		Low Harm						Clinical review on admission from ANPs. Aware of delay in antibiotic administration. 
Conversation with administering nurse about error and reflection advised.				Clinical Support and Specialist Surgery (CSSS)

		I17173		10/13/25		19:30		10/13/25		Patient having a shower with 2x HC, had vasovagel epsiode.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Emergency bell pulled. 
Outreach contacted. 
Observations, BMs taken. 
Escalated to Dr to review.		Reviewed by crash team and outreach. Patient had vaso-vagal and seizures.
All appropriate actions taken at time of review		Clinical Support and Specialist Surgery (CSSS)

		I17144		10/13/25		07:00		10/13/25		Feedback externally patient was discharged home with MASD and no district nurse referral.
Patient went on to develop cat 3 and admitted to hospice
Rapid Review requested by Associate Chief Nurse				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Patient discharged home with completed discharge checklist
Stairs assessment completed by physio				Clinical Support and Specialist Surgery (CSSS)

		I17149		10/13/25		06:45		10/13/25		Arrived in PBT dept level 1 from the bed lifts. Controlled access doors to gantry corridor both stuck in open position, so swipe access not maintained to Controlled radiation area.
Supervised radiation area (physics store cupboard) door was also wide open. 
This was following extensive physics QC on Sun 12.10.25 & no sign present on door for activated equipment following QC (physics colleague advised that this was missing).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Hard Facilities / Operations and maintainance				Incident affecting the organisation		Near Miss		Security incident		Site security		Doors unlocked		Edwards,  Thomas		Finally approved		No Harm		No harm		10/21/25		Closed door to Supervised radiation area and reported to physics team performing morning QA checks once they arrived. 
Closed swipe access doors to Controlled area.				Network Services

		I17150		10/13/25		12:50		10/13/25		referral received via post, sent to us by the secretary.  referral was dated 09/09/2025 and emailed 08/10/2025 to us.

**Awaiting email reply 17/10/25**		- Referring trust was contacted and advised on the correct process to submit referrals.
- Referral was actioned as urgent due to the delay.
- Datix was submitted per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		added the referral as urgent and emailed the referring organisation to send future referrals to us by email to avoid delay in possible treatment.		- External referral must be sent to the referrals inbox only.		Network Services

		I17153		10/13/25		14:00		10/13/25		Email referral Stepping hill. referral is dated 27/06/2025. we received it on 13/10/2025.		- Secretary sent to the NR team asap.
- Processed as urgent due to delay.
- NR team queried referring trust as to why it was delayed - yet to respond.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		i have added the referral on as urgent and let the secretary know. I have also asked the referring hospital why it was sent so late as well as additional reports.		- Do not send referrals via post.
- All external referral should be submitted via the-christie.new.referrals@nhs.net		Network Services

		I17154		10/13/25		13:45		10/13/25		patient tests booked in under incorrect patient.		To monitor incident category		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		test request deleted and correctly booked in		To book test under correct patients name by crosschecking the request and label on sample bottle		Christie Pathology Partnership

		I17155		10/13/25		12:50		10/13/25		TSRT9
Treatment radiographers noted when patient on treatment couch and when speaking to patient that fractionation had changed due to including a SIB from 23# to 25#. Pt unaware of change. Not highlighted at prep or during FDC.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		Alerted to B7. Dr contacted to speak to patient in department over the telephone. Pt happy with this. Updated annotation given by clinician. Feedback given to radiographers involved in incident.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		Network Services

		I17159		10/13/25		11:30		10/13/25		Bed 12 ( 1 correct line labelled , 1 Missing line labelled) 
Bed 20 (1 correct line labelled, 2 missing line labelled)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		Info feedback to Nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17160		10/13/25		11:45		10/13/25		Bed 19 ( 1 Missing line label) 
Bed 06 ( 2 Missing line Label) 
Bed 02 ( 2 Missing line Label)		Ward staff reminded to ensure they are labelling lines		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Information Feedback to Nurse in charge		Nurses to label lines		Clinical Support and Specialist Surgery (CSSS)

		I17161		10/13/25		13:00		10/13/25		Lab numbers (1) 2662315 & (2) 2662386.  Handwritten blood request form was booked in incorrectly.  The hospital number looked like 2014 when in fact it was 2019.  Results had gone over to CWP -to Patient 2's records (deceased 2015).		All incidents are discussed during daily huddles with the reception team.  The team have been reminded to double check that the number put in matches the sample to avoid any mistakes occurring when labelling, and to ensure that checks are completed against the computer and request form during the booking in process.
A trust wide digital solution such as Ordercomms, would help to reduce this error as the clinical team will request tests via CWP and label the samples before they reach the laboratory.
Space is limited within the laboratory and no capacity to move the computer to another area that is less distraction but within range of reception.  The trust ASICS project will result in a pathology decant and as part of this the new reception area can be modelled to reduce distraction as much as possible.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Abbas,  Madihah		Finally approved		No Harm		No harm		10/24/25		Samples re-labelled, comment put in on synergy to ignore results as they had been booked in in errory		The reception section is small within pathology and distractions can lead to errors being made.		Christie Pathology Partnership

		I17162		10/13/25		13:40		10/13/25		TSRT9
Patient was set up by the treatment team with a CIVCO mattress mistakenly in place and a scan was taken. The immobilisation equipment readout procedure was completed as per protocol in the room but the CIVCO was not removed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/14/25		A superintendent radiographer was immediately informed. The treatment team informed the patient of the mistake made, and re-set up without the CIVCO mattress in place. An additional scan was authorised.				Network Services

		I17258		10/13/25		15:08		10/16/25		Incorrect DOB on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 16:20.				Clinical Support and Specialist Surgery (CSSS)

		I17259		10/13/25		07:43		10/16/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 11:12.				Clinical Support and Specialist Surgery (CSSS)

		I17260		10/13/25		14:39		10/16/25		First name spelt wrong on the sample.		Reminded team to check cross match before send sample to labs. Samples to be checked by second person.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		New sample requested via phone at 15:30.		Coordinator to check sample before sent to labs and document on notebook about blood components requested		Network Services

		I17249		10/13/25		14:35		10/16/25		Patient received a unit of RBC’s and the first independent check not completed at the patients side. 
No starting information or end vital signs recorded.

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I17256		10/13/25		15:15		10/16/25		No date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		New sample requested via Alertive.				Clinical Support and Specialist Surgery (CSSS)

		I17205		10/13/25		19:14		10/14/25		Red blood cell unit transfused over 1 hour instead of 3 hours as prescribed on CWP.		Transfusion Practitioner - Reported externally to SHOT 2025/010/016/HV3/010
Contacted ward Sister for further information on 16/10/2025, and ward manager on 21/10/2025, awaiting replies.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Learning response required		No Harm		No harm		10/15/25		NIC made aware. 
Asked RN caring for patient to complete duty of candour and also asked RN to escalate to the medical doctor on call. 
Observations post transfusion completed. 
No harm to patient made. No adverse symptoms identified. 
RN whom made error was open and honest and highlighted the error as soon as it was noticed.				Clinical Support and Specialist Surgery (CSSS)

		I17224		10/13/25		10:30		10/15/25		Patient had USS + FNA request for Neck + Axilla

Message sent on the 10th October to radiology on CWP to explain USS axilla no longer required but to proceed with USS FNA Neck . 
Attended for appointment both axilla and Neck USS done but no FNA to the neck.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Royle,  Gregory		Finally approved		Low Harm		Low harm		10/23/25		Contacted patient to check which area he has had a biopsy to . He confirmed only his axilla , even though he did raise the question that he was supposed to be having his neck biopsied . 

Contacted radiologist via email to ask reason neck was not biopsied. 
Spoke directly to radiologist following day , who confirmed message sent on the 10th October was not noted , and that the neck nodes were amendable to biopsy , and to book patient back in for this.				Clinical Support and Specialist Surgery (CSSS)

		I17239		10/13/25		10:20		10/15/25		An expired suture was used on a patient for wound closure. Surgeon was informed on identification of the error. Surgeon confirmed no harm to patient as the suture was expired less than 2 weeks time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Equipment incident		Medical		Damaged equipment		Wilson,  Kay		Incident being managed locally		Low Harm						Co ordinator was informed.
Escalated to band7.
Added on to the morning huddle to make aware of the staff ,the potential risks and harm of not checking the expiry before opening any consumables for the surgery .
Inspected the theatre for any other expired items.
Discarded the items.				Clinical Support and Specialist Surgery (CSSS)

		I17499		10/13/25		13:14		10/23/25		Tsrt9 
No cma moves available during image matching unsure if it was due to rejecting image?
Unable to send cma pt in pain therefore band 7 approved under protocol an additional image after manual applying bed moves in room, therefore re imaged to ensure correct moves applied
This was first incidence where additional concomitant image due to error- resulting in additional dose of 424ugy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Ensum,  Hannah		Incident being managed locally		No Harm						Band 7 informed and additional concomitant image approved				Network Services

		I17477		10/13/25		15:00		10/23/25		Ordercoms number 9380092 requested by Sandra Johns (1342)  Biochemistry urine sent in a microbiology bag.  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and sample processed with a delay as it had been put in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17454		10/13/25		12:00		10/23/25		Patient was in an emotionally difficult mood when attending clinic 13/10/2025 and MRSA swabs missed by nurse prior to his port insertion.
Identified 17/10/2025 - manager informed via email.
Port was implanted as planned 20/10/2025.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Turner,  James		Finally approved		No Harm		No harm		10/23/25		Contact made with IPU, there was a negative result from July 2025 and he was starting his eradication treatment as planned prior to procedure.  
IPU confirmed swabs will be taken prior to the port insertion.  
Also, handed over how the patient can present when he is anxious – in case he presented like this when attending.				Research and Innovation

		I17140		10/13/25		09:00		10/13/25		Student Nurse borrowed a Trust laptop and found a patient's ECG tracing, with their ID sticker, folded in half and on top of the keys.		Knowledge Services Manager made aware of the issue identified and potential risk. Subsequently understood that the issuing lapsafe was not in the library but elsewhere in the Trust.

To be followed up with Digital Lead by Friday Knight in relation to notices on other Lapsafes across the Trust.		The Christie NHS Foundation Trust / School of Oncology / Library and Learning Zone						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Knight,  Friday		Incident being managed locally		No Harm		No harm				Datix raised, informed DCSGO and Digital Matron.		Health care professional who left the information on the laptop should not have done so.
Notice to be placed on the Lapsafe in the library outlining confidentiality issues.
Student Nurse followed process correctly.		School of Oncology

		I17609		10/13/25		14:00		10/28/25		tsrt9
scanned referral on wrong patient notes		Techbar contacted and incorrect document redacted 
The patient where the incorrect document was recorded also had her own document recorded at the same time 
The notes for the patient the documents were meant to the recorded on was correct		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/31/25		Consultant made me aware of this. Tech bar contacted to ask on removal of the scanned referral on the incorrect patient on CWP
CB 202517851 has the incorrect ref of AW 608 429 8923

cross referenced, the correct scanned referral document is on the correct patients CWP file		Staff to be aware of risk of documentation recorded in error on incorrect patients notes and not being identified - resulting in the correct patient having no record on their file of the results		Network Services

		I17483		10/14/25		12:00		10/23/25		for the same patient: Ordercoms 9383162 - Virology sample sent in microbiology bag, ordercoms number 9383161 - Microbiology sample sent in virology bag - both requested by Kathleen Winter (3926).  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  These samples could have ended up going to wrong hospitals due to being in wrong bag.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Errors logged, booked in and samples sent to the correct hospitals.				Network Services

		I17500		10/14/25		14:49		10/23/25		TSRT9 Level 1 13BB md16g sb13aa cf1c
additional concomitant exposures not added into notes and not highlighted to band 7 that further authorisation needed for additional concomitant exposures
-Patient already had additional image on #3 which was recorded in nav
-However offline review after #3 decision was to repeat #4/5 but was not recorded as additional exposures as per protocol, and therefore at that point should of been highlighted to a band 7 as further authorisation from a practitioner was needed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Thompson,  Aimi		Incident referred to DPSIG		No Harm		No harm				This was picked up during end of treatment checks via additional imaging summary 
-band 7 informed				Network Services

		I17480		10/14/25		12:00		10/23/25		Ordercoms number 9382880 Req by Joshua Lentink & 9382916 (TFT) requested by Rachel Brown 2 barcoded on 1 sample. Handwritten not on the label - only one brown top bottle ?? add thyroid function on afterwards.  Two barcodes on one sample is not possible.  Analyser cannot read two barcodes.		Ordercoms training organised by the IT team and Lab team. Training video sent to area lead to cascade to staff.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		error logged, booked in both labels but added the TFT on to the 9382880 and booked the other one in with a comment stating that TFT was added to the previous number.		One barcode should be used for one sample		Network Services

		I17233		10/14/25		10:00		10/15/25		Patient 1 called endocrine reception to say that she had recieved another patients appointment (patient 2) letter alongside her own letter. Informed by reception staff who took the call.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Staff		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Scott,  Andrea		Incident being managed locally		No Harm						Attempted to call back patient 1 to ask to bring letter in on her next appointment, no answer. Another appointment sent to the correct patient (patient 2). Attempted to call patient 2 to apologise and inform that her appointment letter had been sent to another patient in error, no answer after 2 days of trying. 
Reminded all admin staff to take care when sending out letters to patients.				Clinical Support and Specialist Surgery (CSSS)

		I17236		10/14/25		13:50		10/15/25		Patient confirmed they attended BCTH Bury Hospice for bloods on 14/10 at 13:50pm. Came to review her via nurse led oral sact 15/10, however no bloods on the system? Unsure where or if they have been mislocated. Apologies provided to patient and rebooked for tomorrow 16/10.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Datix completed to highlight error
Apologies provided to the patient				Network Services

		I17223		10/14/25		15:40		10/15/25		Patient complained of new severe back pain during C2 Odualag treatment.		Actions and result of actions taken	

Treatment stopped.
Medications given - pain settled.
Treatment recommenced at 1/2 rate as per ANP advice.
Who was involved or informed of the event	Chemotherapy nurse
Reasons responsible medical team not informed	ANP Jenny B involved.
Team emailed to inform as will need slow rate next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped. 
Observations taken. 
100mg IV Hydrocortisone and 10mg IV chlorphenamine given. 
Pain settled. 
Treatment recommenced at 1/2				Network Services

		I17227		10/14/25		10:20		10/15/25		The rolling floor control cabinet 'fell off' the gantry. the brackets holding it to the gantry sheared.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Staff		No Harm		Equipment incident		Medical		Damaged equipment		Hewitt,  Mark		Incident being managed locally		No Harm						Gantry stopped rotating. Patient removed from the bed, and gantry 2 taken out of clinical use for the day whilst the system was repaired				Network Services

		I17215		10/14/25		12:40		10/15/25		Date of birth incorrect on Sample for Group and Save request.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		11/3/25		Ward informed and new sample requested				Network Services

		I17219		10/14/25		18:00		10/15/25		Pt for 1 unit red blood cells. Unit arrived to ward and G0 number wrong - taken back to lab. Next unit came and prescription said 'irradiated blood not required' however when clicking on 'view prescription' it said 'Lifelong irradiated blood required'		15/10/2025 - Transfusion practitioner discussed with the prescribing Dr who advised that when completing the special requirements checklist, it stated 'no special requirements'. Ticket placed with Tech Bar for further review.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/16/25		Called the lab to explain the error. Unit not given to patient. Informed doctor and lab who confirmed pt does not need irradiated blood. Unit of blood that we had on the ward not irradiated. 

Doctor confirmed unit can be given to patient (see anno)
All observations in RN anno on CWP. 
Explained to pt the delay.				Clinical Support and Specialist Surgery (CSSS)

		I17257		10/14/25		08:00		10/16/25		14/10/25
Significant leak from molecular radiation 2 on ward 4 down to brachytherapy unit. 
large amount of water, leaking +++ in corridor of unit through the sky light panels on the ceiling. 

16/10/25
Early hours significant leak again on to brachytherapy unit. 
Shower was running in molecular radiation room - switched off. Felt this may be the cause. 

*Nuclear medicine assessed radiation of leak - nil. Ensured safety. 
update 09:10am started leaking again.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)				Incident affecting the organisation		Near Miss		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident being managed locally		No Harm						Escalated to estates. 
Attended MR room with ward manager (supplied radiation monitoring badges)
Estates felt toilet was the cause and confirmed fixed. 

17/10 - CSSS Governance: I have linked this incident to another incident, raised by Clinical Scientist I17238, whcih has been sent to DPSIG. Spoken about in CSSS DPSIG this morning. No Rapid Review from Estates. Incident sent to NWS as it's a CMPE issue				Network Services

		I17238		10/14/25		17:00		10/15/25		Brachytherapy ward staff alerted us to Estates staff (plumbers) entering room MR2 on ward 4 (BMRU) to investigate a leak. This is a Radiation Controlled area- only trained staff may enter, all others require a Permit to work and supervision for their safety. No-one in the Nuclear Medicine department was contacted for advice. Do not know who the plumbers were.				The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Staff		No Harm		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident referred to DPSIG		No Harm		Moderate harm				The Plumbers had left the ward by the time we were made aware. Therefore we think an incident is best way to draw attention to this.				Capital, Estates and Facilities

		I17262		10/14/25		10:30		10/16/25		TSRT9/ level 5/ 13J/SB13F/MOD13G/CF3A
Noted prior to #4 that there were no inf isocentre marks on vacbag.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		Escalated to superintendent radiographer
inf isocentre marked on vacbag during treatment #4.				Network Services

		I17266		10/14/25		10:30		10/16/25		Staff member walked around the corner to go into the treatment room on Ward 2 when she slipped on a damp floor. It had been mopped earlier - the slippery floor sign was there but it wouldn't have been visible from where the staff member was coming from.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Paterson,  Ruth		Incident being managed locally		Low Harm						Staff member was assisted to the staff break room and she using cold/ heat packs for the area on her leg just above the knee. She stated that she had fallen onto her knees but the area above her right knee was very sore immediately after the fall.
She is not a Ward 2 nurse - she was just helping out on the ward due to staff sickness and after a rest she returned to ambulatory care unit as originally planned.				Clinical Support and Specialist Surgery (CSSS)

		I17264		10/14/25		13:47		10/16/25		Sample mislabelled.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		New sample requested via phone.		To ensure samples are labelled properly		Network Services

		I17180		10/14/25		08:30		10/14/25		The date dictd is on 9 Sep 2025 on the referral letter, but our secretary received the letter on 13 Oct 2025.		- New Referrals team actioned accordingly.
- Requested amended referral letter.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Marked referral as urgent and asking referrer the reason of delay referral		- Proof read letters before signing off and sending out.		Network Services

		I17175		10/14/25		07:00		10/14/25		Unwitnessed fall in bathroom- patient found sat on floor after calling for help.
Patient states his conveen fell off whilst on the toilet, tried to pick it up off the floor but right leg gave way and he slipped off the toilet and onto the floor.
Did not hit head- able to recall event.
Patient usually mobile with zimmer- did not take zimmer frame and mobilised independently to toilet.
Safe footwear in place- hospital grip socks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations and BM checked immediately- stable, HR was elevated but patient was anxious.
Skin check- all areas appeared intact, nil visible injuries.
ward doctor and ccot alerted- ward doctor reviewed patient, see CWP.
Assisted with 2 off the floor- wheeled back to bed on commode. 
Call bell given to patient- advised to use for assistance.
Already known to PT/OT- was due stairs assessment today.
Handover updated.
Will update moving and handling care plan when lying and standing BP taken- will handover to day staff because patient has only just got back into bed.
Patient adamant he did not want us to update his NOK- happy to update her himself.				Clinical Support and Specialist Surgery (CSSS)

		I17196		10/14/25		11:30		10/14/25		Churchill Unit. Patient receiving 2nd cycle of Docetaxel. 5 minutes into infusion - started to feel very sick - also had severe back pain and looked flushed.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Obs taken - stable. Hydrocortisone and Chlorphenamine given as per hypersensitivity protocol. Symptoms dissappeared almost instantly. Re-started Docetaxel at slower hypersensitivity reaction rate - no further reactions.				Network Services

		I17197		10/14/25		15:00		10/14/25		I have just received a phone call regarding this patient`s appointment letter. The lady who called said she has received an appointment letter for this patient for a scan scheduled for the 23rd of October. The lady said that the address on the letter is totally different to the one we have for the patient, and that it is her address which is an M11 Postal address, where as the patient`s is M18. The lady is NOT a patient of the Christie.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Health Records				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/24/25		I asked the lady to destroy the letter, and apologized for the inconvenience, and that we will contact the patient to let them know about their appointment. I also contacted the secretary, and I have messaged the department where the patient is attending their appointment on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I17198		10/14/25		11:20		10/14/25		The patients pump was alarming as infusion had finished. 
I administered the treatment with Super nummary nurse.  I over estimated however I assumed that there was 100mls in the bag rather than 50mls (which was what the treatment was re-constituted in). Super nummary nurse inputted the volume in pump and I thought I had seen 30 minutes on the duration however as the over estimate was wrong, it was administered over 15 minutes instead of  30. Supervised by myself and I did not check correctly.		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/27/25		I completed observations. 
Informed the patient and explained the error. 
ACP Informed and she reviewed patient. 
Patient felt well- and discharged safely and safety-netted to hotline. 
Documentation completed on CWP		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		Network Services

		I17188		10/14/25		11:15		10/14/25		Extravasation of 50 mls of iomeron 350 contrast agent for a CTPA scan.
The patient did not report express that there was any  pain during the injection				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/15/25		attempted to withdraw the contrast with a syringe, canula removed  and applied cool pack. Medical illustration took photo		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17189		10/14/25		10:10		10/14/25		Contacted by paediatric medical team - experiencing increased no of high creatinine results for paediatric patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						identified all samples run on line 1 - shut down enzymatic creatinine on line 1. 
Samples rerun on Line 2 and amended reports issued.				Christie Pathology Partnership

		I17190		10/14/25		13:00		10/14/25		Patient attended for PBT planning scans. Christie profile obtained to check creat prior to IV contrast for planning scan. CWP blood result showed creat result to high for IV contrast so not able to have planning scan. High creat result highlighted to biomedical scientist as didn't fit patient's clinical status. Patient was rebled, creat rechecked, now in normal range. Patient has to reattend for a new appointment for cannula and scans.
5 other paed patient creats high , re analysed, now  normal				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						Patient was assessed to check if creatinine result reflected clinical status. 
High creatinine highlighted to biomedical scientist as querying validity of results.
Patient was rebled via cannula to see if creatinine result was accurate.
Cannula was removed as we were unable to continue with PBT planning scans as IV contrast could not be administered.
Apology given to parents and paediatric patient.
Patients planning scans were rearranged.
Other paediatric patients with higher than expected creatinines also highlighted to biomedical scientist. 
Samples reanalysed and new creatinine results acknowledged on CWP.				Christie Pathology Partnership

		I17191		10/14/25		12:15		10/14/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minutes break as per medical team advice and protocol.		Hydrocortisone 100mg, administered under PGD
Other, metoclopramide 10mg

ACP on unit present for support, Observations taken and NEWS2 score 2 and then decreased to 0.

Patient felt better after 30 minutes and treatment completed successfully.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minuted break as per medical team advice and protocol.		No documentation from ACP. If a review was not needed then documentation would of only been completed by the nurse dealing with the patient.

It was documented that the patient continued the rest of her treatment at a reduced dose when in fact it was a slower rate.

No documentation that team was emailed to ensure slower rate prescribed for next treatment.		Network Services

		I17192		10/14/25		09:00		10/14/25		2 new Gynae Clinical Oncology patients triaged on Thursday 9th October.  On Friday 10th October patients phoned by booking and left a voicemail message for patient to call back for details of Tuesday 14th October new patient appointment.  Patients did not receive message and did not call back.  Bookings team did not chase this, nor did they inform the Gynae team.  Patients did not turn up for appointment.  One category one patient contacted on the day and got a taxi to clinic.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Tuesday 14th October - patients phoned by Gynae team, urgent category 1 patient encouraged patient to attend clinic and team accommodated late arrival.  Other patients appointment rearranged.

RP - Apologised to consultant and investigated with the team.  Will update the incident review with further actions and findings.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		Network Services

		I17193		10/14/25		10:50		10/14/25		The correct consent form was present explaining what the patient were booked for on CWP. The paper consent form was correct but instead of stating 'brachytherapy' it had 'radiotherapy' in small print on the form, which weren't picked up until the WHO Time out.		Escalated on day, DATIX completed.
Ensure correct consent processes followed.
Scrub nurse to be present at sign in in anaesthetic room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Wilson,  Kay		Finally approved		No Harm		No harm		10/28/25		the entire team involved confirmed against the consent form on CWP to ensure it correlates with the paper copy. We all agreed the form provided was the radiotherapy consent form instead of the brachytherapy consent form. 

Correct Consent form was present in CWP (signed back in August)  need to ensure have correct consent form to hand at check in.		Process for brachy theatre patients needs paper consent form. Must be provided on transfer from ward.
Consent form needs to be confirmed and signed each treatment.
Scrub team did not do sign in in anaesthetic room with anaesthetic team - asked to do this in future. 
Correct consent checked in theatre by team but patient spinal and sedation already started.		Clinical Support and Specialist Surgery (CSSS)

		I17194		10/14/25		14:39		10/14/25		A patients documents (2) were uploaded to a different patients CWP				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Mis-filed documents		Vinod,  Cellins		Incident being managed locally		No Harm						Request for the documents to be deleted. I have already uploaded the documents to the correct patient. techbar now require a datix to be filled in before i can make a request for the document to be deleted so that is why no techbar reference has been added.				Research and Innovation

		I17201		10/14/25		15:00		10/14/25		TSRT9
2DkV confirmation image shifts applied and additional 2DkV concomitant exposure taken by B6 without approval from band 7, outside scope of practice.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Member of staff involved contacted and  clarification of scope of practice given.				Network Services

		I17202		10/14/25		12:00		10/14/25		Patient noticed 15minutes after her scan that she felt itchy around her inner right thigh. She called the attention of a Radiographer aide who called me to assess the patient. 
She consented for me to view the area, where I noted some hives. She also said that she felt flush and noted a possible rash on her left side too. Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction. Reaction form filled and alarms put on CWP and CRIS.				Clinical Support and Specialist Surgery (CSSS)

		I17204		10/14/25		14:20		10/14/25		Myself (RN) & another RN went to complete CD check for pts s/driver - counted 13 vials of morphine sulphate 10mg/1ml in CD cupboard, however 14 vials recorded in CD book, went back in book but couldn't find where a miscount had happened.		Lead nurse and pharmacist informed
NIC checked the patient's administration history and CD book and everything adds up on EPMA with the entries in the CD book
Full CD check done of the CD cupboard and all other controlled medication accounted for
Possibility of it being disposed in the sharp bin without realising it?		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		Also checked oxycodone etc. to see if could to find where error had occurred and looked at regular patients etc.
Asked other nurse to recount.
Escalated to Nurse in charge at time of incident.		Staff to be more vigilant when administering controlled medication		Clinical Support and Specialist Surgery (CSSS)

		I17213		10/14/25		09:28		10/15/25		TSRT9 / EL4 / 13GG / CF1c / MoD13HH / SB13CC 13HH
Noted on #2 that a treatment history check (CLOCK) had not been completed after #1.
Team treating chose to read through all of the treatment/machine data as protocol on #1 without the treatment history checked being completed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13GG Recording of additional information		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Band 7 was informed.
Treatment history check was completed after #2. All data was correct.

Uncertain which B7 was informed however have discussed with the treatment team who acknowledged they should have completed the CLOCK prior to treating #2 rather than after as the patient was not in pain & the delay would have been minimal. Reminded staff of importance of checking fractionation & if #2 checking prior to taking the patient in for treatment that CLOCK has been completed on QCL & assessments tab.				Network Services

		I17422		10/14/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician 
Datix completed where applicable
Pharmacy Homecare team has checked CWP for any relevant background and CMM to establish if patient has had their medicines re-dispensed.
Team aware and further supply has been made ready for collection.		nil		Network Services

		I17318		10/14/25		12:00		10/17/25		TSRT9

S2 patient - Patient activity  was in as lung for Oesophagus patient - IRMER site states diagnosis Oesophagus and site as mediastinum/scf. 
Preset fast lung M10 was used, noticed after patient was scanned #10 by s11.  Discussed with B7 who advised chest M10 should have been used,  resulting in more exposure than intended by protocol.  4mGy total over 10 #'s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Feedback to s2 staff				Network Services

		I17675		10/14/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC : 1 unit of platelet was requested on the 13/10/2025 @ 09 :57 AM, and it reflected on the laboratory result as pending, meaning request was received by the laboratory. On duty resumption today(14/10/2025), a call was placed to the blood bank via the ward intercom to inquire about the time when platelet would be issued. The laboratory personnel, stated on phone, that it would be ready by 15 :30hours because they were low in stock. (CONT)				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						@ Exactly 15:30hours, I rang the blood bank requesting to know when it would be issued as its still not reflected on the system as issued, then I was informed that a request form wasn't sent which was quite unusual as the RMO on shift stated he did send a request form. He however prepared another form, which I sent to the laboratory. I called for the third time to inquire when it would be ready and a staff confirmed that the previous form might be somewhere.

The above however caused a lot of distress and anxiety to my patient including the team.  Platelet was however issued late, and patient left late with partner who is to drive long distance to Scotland				Christie Pathology Partnership

		I17645		10/14/25		13:20		10/29/25		TSRT9 
During data input it was noticed that immobilisation devices used at RTP were missing from site set up, B7 alerted, able to determine no civco mattress used and nothing under knees, any poly can be used depending on patient preference. Note added to Navigator, this information was added to Site Set Up following confirmation of appropriate position on #1 CBCT scan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						Able to determine immobilisation used.
Note added to Nav.
Site set up amended following CBCT confirmation of appropriate position.				Network Services

		I17707		10/14/25		16:25		10/31/25		BNT-122-01 Trial - vital signs to be recorded at specific timepoints from infusion start and end times.
Vaccine 10 -  4h (+/- 10 mins) vital signs measurements were 5 mins out of window.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting the organisation		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Pickwell,  Thea		Finally approved		No Harm		No harm		10/31/25		Reported on deviation tracker.		To review handovers carefully and ensure that trial procedures are completed in a timely manner.		Research and Innovation

		I17329		10/15/25		15:30		10/17/25		IQemo prescription for 15/10 Carboplatin and oral Etoposide C2 D1.
- Carboplatin given as prescribed.
- Etoposide missed. PO tablets were supplied by pharmacy that day- pharmacist handed over to NIC that the SACT tablets were present on the ward.
- Etoposide not prescribed on CWP. Was supposed to be given at the same time as Carboplatin. One dose on Day 1, 2 and 3.
- Missed Day 1 and Day 2 of Etoposide.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Issue raised by ward pharmacist. Team doctor informed. Ward doctor informed team registrar as was unsure. Reg advised to re-prescribe for today to start day 1 and continue regime. Filgrastim to be prescribed 24 hours after last PO SACT. 
Team doctor informed patient for duty of candour.				Clinical Support and Specialist Surgery (CSSS)

		I17320		10/15/25		15:30		10/17/25		TSRT9

Incorrect image preset used #1-3. Small FOV preset used despite isocentre being greater than 13.5 cm away from lateral aspect of GTV/CTV.

Identified on #3 online image as unable to visualise full GTV/CTV - escalate to B7.

Additional dose to pt = 3.2mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Escalated to B7 online #3.

B7 justified additional image using Medium FOV preset to ensure GTV/CTV captured within XVI reconstruction.

Images not escalated previously (#1/#2) - unable to retrospectively assess coverage as image acquisition not adequate.

Preset changed offline for future #s.				Network Services

		I17301		10/15/25		16:05		10/17/25		Unit of platelets was collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.		Discussed incident with individual concerned who advised that there were no issues with the computer and they were adamant that they used CWP to collect.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Able to confirm traceability using the corresponding laboratory compatibility form.
Collected on 15/10/25 at 16:05.				Capital, Estates and Facilities

		I17295		10/15/25		22:40		10/17/25		Patient received a unit of RBC’s and the pre transfusion vital signs completed one hour and 25 minutes prior to its commencement.
NEWS not completed within the timeframe for transfusion vital signs.		Staff reminded to ensure		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Transfusion practitioners informed		Staff to ensure observations taken within 60 minutes of starting a transfusion and that this is documented in CWP prescription.		Clinical Support and Specialist Surgery (CSSS)

		I17296		10/15/25		14:50		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17413		10/15/25		22:30		10/22/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly as G095 562 542 313 7 on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 423 137 *				Clinical Support and Specialist Surgery (CSSS)

		I17263		10/15/25		12:21		10/16/25		Crossmatch sample mislabelled.		Scan for safety to help ensure proper documentation
Ward managers to documentation of crossmatch at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		New sample requested via Alertive.		To  accurately document cross matched sample for the benefit of patient safety.		Network Services

		I17253		10/15/25		09:30		10/16/25		Patient was on C@Home list seen at 09:35 and assessed as ok to proceed with treatment.  SC Atezolizumab given with no issues.  Nurse unable to get onto CWP or Iqemo as laptop not connecting trust wifi.

Patient seen in clinic at 14:41 on same day to discuss scan results and these showed disease progression and plan was to change treatment.

Nurse returned to main site at around 16:30 and was going to enter batch numbers and annotate on CWP but script had now been cancelled by clinic.		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home		The Christie NHS Foundation Trust / Digital Services / External Digital Environment				Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Meek,  Crawford		Rejected		No Harm		No harm				Staff rang pharmacy to get script put back on, CWP anno from clinic they were aware that treatment had been given and this was done so nurse could annotate.

This is a near miss and could have been a larger issue need to look at improving the C@Home team access to trust intranet when off site to avoid further incidents		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		Network Services

		I17254		10/15/25		14:00		10/16/25		observing staff member reconstitution a pembrolizumab 100mg vial (Lot Z009879 expiry 02/2027)
as they put the closed system vial spike into the vial the silver rim of the vial itself came loose.
Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		staff member instantly realised this and no drug was spilled.
correct PPE was worn and no contamination to staff member.

drug vial disposed of via sharps bin.

escalated to management as similar issues have occurred recently.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		Network Services

		I17255		10/15/25		21:00		10/16/25		Insufficient sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Tried to request new samples, no answer from the ward.				Clinical Support and Specialist Surgery (CSSS)

		I17270		10/15/25		13:00		10/16/25		set opened, set checked, on the instrument checklist 6 hiess, 7 heiss in the tray, tray used, note made  on the checklist, counts correct, set sent back with 7 heiss
CHR00000020, 299377237,		Issue reported to Steris.
Discussions had with team and at the staff meeting on process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Wilson,  Kay		Finally approved		No Harm		No harm		10/27/25		tssu staff informed coordinator the next day, coordinator escalated to TSSU band 7 and TSSU lead, datix completed		ensure that all instrumentation matches tray sheet before use as part of operation count.		Clinical Support and Specialist Surgery (CSSS)

		I17272		10/15/25		12:23		10/16/25		Patient was admitted to the CRF Unit, completed C1D1 on 14th of October. Patient still an inpatient for C1D2 trial procedures. As per protocol, patient is to skip the morning dose of trial treatment and to not be dosed until after 36hr post-dose assessments completed. Reviewing Dr notified that patient had been incorrectly dosed at the 24hr point with trial drug. This occurred prior to 24hr post-dose assessments were completed. As a result, the 24hr and 36hr post-dose assessments will be invalid				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Finally approved		No Harm		No harm		10/23/25		PI of the trial informed, patient reviewed by the doctors to assess if any AEs had occurred. Sponsor informed via email. Dosing at the 36hr mark had been withheld so that patient only dosed the once on C1D2. Patient informed of error as part of duty of candour. DATIX completed. To be escalated in monthly RISK meeting.				Research and Innovation

		I17273		10/15/25		12:00		10/16/25		TSRT 9

Picked up at #1/20 during cross check of iso move directions in the room that CMA move had been input into site setup incorrectly. Post move so should have been +2.2 but input as -2.2.		- Corrected error. 
- Discussion with staff involved. 
- Documented.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Ensum,  Hannah		Finally approved		No Harm		No harm		10/30/25		- Band 7 informed. 
- Cross checked plan and amended CMA moves. 
- Patient aligned to tattoos again and CMA moves reapplied. 
- Cross checked move directions against plan and correct. 
- Proceeded to image which was acceptable. 
- Treatment completed as planned.
- DATIX submitted.				Network Services

		I17286		10/15/25		13:11		10/16/25		Patient reacted to Carboplatin, volume infused 360mls.
Eaction grade 2:
Itchy palms, swollen fingers, rash on face and neck, slight rash and tingling around mouth.		The correct procedure was followed- carboplatin hypersensitivity protocol followed. 
Patient will continue treatment but on a de-sensitising regimen		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		Moderate Harm		No harm		10/17/25		Stopped the treatment, IV Hydrocortisone and IV Chlorphenamine  administered. Recovering within 10min., swelling settled within 30min.
Escalated to the consultant. Patient for  Carboplatin de-sensitisation.				Network Services

		I17220		10/15/25		09:05		10/15/25		There are 2 consent forms in the patient notes. The latest date is the correct consent form which matches the list. This was used at check in by  the waiting area A/R prac. and the anaesthetic practitioner for T1. However, in the anaesthetic room the old consent was shown to the scrub nurse and signed by the anaesthetic prac. The patient had correctly verbally consented, on checking in.  It was identified in time out that the old consent form had been used in the anaesthetic room check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Jones,  Tracey		Incident being managed locally		No Harm						Spoke to the surgeon at the table and queried removing the old form however he said to retain it as a record of conversation.  Carried on the time out using the correct consent form. Asked line manager how to proceed,  who checked the check-in consent , which established the patient had verbally consented as per the correct form. NB Team commented that It did not help that the list order changed last minute, as the scrub  team were already prepped to carry out SLNB on the original first patient, so may have had that foremost in mind. SLNB was the procedure on the incorrect consent form.				Clinical Support and Specialist Surgery (CSSS)

		I17221		10/15/25		00:00		10/15/25		I have on two recent occasions (details below) identified radiology reports that show my name as one of the reporters on a scan when I have had nothing whatsoever to do with that scan or its report. This is a result of a setting in SECTRA PACS that auto-populates additional names on reports unintentionally. It is hard to detect the scans that have inaccurate author details. This represents a risk to the patients, reporters and to the trust - insufficient character allowance to explain				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		PACS manager and consultant PACS experts within department informed. Raised issue at consultant meeting with departmental leads present. Requested that reports be corrected - at time of writing my name is still erroneously recorded against the affected reports.
 
The functionality that introduces the risk is built into our computer systems and as such is very difficult to eliminate. It is also very hard to detect when it has happened - both the reporter and the person erroneously named as reporter can be unaware. I have only detected these cases by chance and we have no way of telling how many patients are affected across the department.

There is risk to patients because referrers can be falsely led to believe there has been consultant review of scans when there has not. 
There is risk to consultants who could be falsely held responsible for errors in radiology reports that they have had absolutely no input in.
There is risk to trust as this false documentation of reporters undermines their ability to investigate incidents and patients complaints involving radiology reports.

Scan reports that I know to have been affected (and still have inaccurate author details) are:
RBV202107068 FDG PET-CT dated 6/9/25
RBV202310044 XR Chest dated 30/9/25
RBV202502082 XR Chest dated 30/9/25
RBV202502185 XR Chest dated 30/9/25
RBV201914656 XR Chest dated 30/9/25				Clinical Support and Specialist Surgery (CSSS)

		I17222		10/15/25		10:40		10/15/25		Multiple interlocks including Layer switch error, Generator time out, emergency stop etc )during the middle of second beam of SUP isocentre. Lost couch compensation. Informed MCR and Superintendent.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Compensated couch and additional 2D taken.				Network Services

		I17216		10/15/25		10:10		10/15/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Team took the image, proceeded to open the 2D online image review workspace which opened behind tabs on a different computer screen. Engineers were called and refreshed each individual screen to try and open the workspace on the correct computer. Engineers restarted the CCP and Band 7 authorised another image.  2nd Image taken and matched well.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Band 7 and engineers informed. Patient wanted to sit up so radiographers went into the rooms to help. Engineers restarted the CCP and Band 7 authorised another image.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		Network Services

		I17217		10/15/25		11:05		10/15/25		HCAs found a DTI on pt's buttocks. Have made nurse in charge and nurse aware.		HCA Away Day in December focus on pressure area prevention and care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		No Harm		No harm		10/22/25		Medical illustration came up for her but she declined. 
TVN referral done. 
To update SSKIN bundle. On regular turns. 
Datix done.		All correct actions at time of finding DTI 
Ensure consistent and regular pressure area care given prior to DTI		Clinical Support and Specialist Surgery (CSSS)

		I17218		10/15/25		10:40		10/15/25		it was C1 D1 administering paclitaxel, 300 mg in 1 hour. after administering 205mg  patient felt hot and flush. so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Nurse that made the drug error had administered the 3 hour paclitaxel over 1 hour and has been open and honest about their mistake and emailed the team. 
The team stated - 
Thank you for updating us.
Please can you complete a DATIX just for learning purposes? (which has been done)

I don't think we need to make changes to her iQemo script at this point,  as her reaction was due to a mistake in her paclitaxel rate in this instance. 

Very best wishes from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Take time when administering chemotherapy. Ensure correct route, dose and rate. If unsure always check with another member of staff or an educator.		Network Services

		I17225		10/15/25		12:45		10/15/25		patient bone marrow request scanned onto wrong patient on cwp		scan removed
discussed with staff member to check correct patient record identified.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Broomhead,  Jan		Finally approved		No Harm		No harm		10/31/25		bone marrow request scanned onto correct document				Network Services

		I17237		10/15/25		14:00		10/15/25		Missing PGD stock 
1 box of fybogel
3 single enemas				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Finally approved		No Harm		No harm		10/29/25		Stock levels recalculated. 
Informed line manager 
Datix completed				Network Services

		I17234		10/15/25		13:10		10/15/25		On the 3rd reduced rate of paclitaxel pt complained of chest discomfort, flushing to the face, tickly cough.		Note  from review by SpR MedOnc on call

Alerted to review patient due to ?paclitaxel reaction despite rechallenge with desensitisation pre meds and slower rate

Part way through reduced rate of paclitaxel patient suffered a new cough, left sided chest pain, mildly tachypnoeic on obs

Received 200mg IV hydrocortisone in all 

On attending, obs normal, pain and cough resolved

ECG - AF (known AF), rate controlled, nil ischaemia

O/E

HS dual

Chest clear

No tongue/lip swelling

No rash

Imp

Grade 2 Hypersensitivity to rechallenge paclitaxel

Plan

1. Informed clinical oncology team

2. Not for further paclitaxel today; for carboplatin today		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Infusion stopped immediately.
Asked for help.
NEWS2 completed.
IV 100mg Hydrocortisone given under PDG by Sister on ORTC.
As symptoms still persistent after the first bolus of hydrocortisone, second 100mg IV Hydrocortisone administered under PDG by Sister with a good effect.
IV 1g of paracetamol administered for pain by Sister as per IQEMO.
Concerns escalated to clin onc who came to review pt. 
ECG completed. 
Pt reports feeling better, pt not for re-challenge of paclitaxel as per clin onc		Message from patients medical Team 

Many thanks for reviewing pt.

Patient had a taxane reaction G2 on C2 and was re-challenged as per protocol for C3 (today), unfortunately he had another G2 reaction so will continue carboplatin and paclitaxel discontinued. He is very well and I agree to continue carboplatin today.

I have discussed this with other members of the team not for further paclitaxel and continue single agent carboplatin. Wil amend script to reflect above.		Network Services

		I17235		10/15/25		00:00		10/15/25		Hospital letter scanned on incorrect date 24.10.2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/17/25		Scanned on correct to correct date 24.09.25				Clinical Support and Specialist Surgery (CSSS)

		I17230		10/15/25		10:03		10/15/25		Patient  had Paclitaxel in 3 hours but by mistake I started it at 1 hour. after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		Low harm		10/20/25		after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		Network Services

		I17231		10/15/25		14:20		10/15/25		Transport failed to collect patient for her treatment. Was arranged with transport managers with less than 24 hours notice due to the patient being treated at a different site and reassured this was ok. Transport failed to collect patient resulting in the patient missing RT. Transport contacted and mentioned that it is not possible to arrange with less than 24 hours noticed and that this should never have been booked in.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		18B Transport issues		Scott,  Andrea		Incident being managed locally		No Harm						Patients radiotherapy was cancelled for today. Patient contacted via phone and informed that an appointment will be added on to the end. As a result of this transport failed, this additional appointment has cause issues with capacity.				Network Services

		I17232		10/15/25		11:00		10/15/25		IPU outpatient plastic clinic lead by SHCA who had patients ready to be seen at 08.50 (start time 09.00). Delayed start with the surgical team not seeing patients until 09.20am. Clinic delayed through the morning as a result. At 11.00am, 4 x (1 new, 3 f/up) patients. 24 pts in total experienced a delay ranging from 20minutes to 90mins.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Smith,  Lydia		Incident being managed locally		No Harm						IPU co-ordinator apologised and informed patient of delay on behalf of the plastic surgeons and clinical nurse specialists as clinic progressed. Refreshments offered with explanation. Datix submitted.				Clinical Support and Specialist Surgery (CSSS)

		I17240		10/15/25		14:00		10/15/25		I have noticed that paclitaxel infusing through a filter line that was not changed after pembrolizumab upon administration by my colleague.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		Infusion paused. 
Advise sought from CPEF who advised me to attach another line on the 3-way tap and re-start the paclitaxel that way without disconnecting the line to prevent leakage of chemotherapy. Pt aware that 17mls in the line of the treatment will be lost as we are not able to give treatment through the line used for pembrolizumab. Pt upset about it. Pt tells me that ''I had no problems in blue team last time, my son doctor is not going to be happy about this''. Conversation witnessed by Sister on ORTC. Re-assurance and apologies made again to the pt.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		Network Services

		I17241		10/15/25		14:50		10/15/25		Patient received a platelet transfusion. End observations not completed. Patient sent home without end observations.		Action created on the action section of this record. 
Incident to be closed		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Patient contacted to check that they feel well as has previously reacted to platelets. Discussed with staff member who forgot to complete end observations.				Network Services

		I17242		10/15/25		14:11		10/15/25		Phone call from Salford labs patient AFB positive. Awaiting further sputum samples.
Medical annotation 14/10/25 13:23 'given Quantiferon +ve, will send sputum samples t test fr TB - indicates exposure '.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Perry,  Liz		Incident being managed locally		No Harm		No harm				Alertive sent to nurse in charge on ward 4, ward manager, patient flow and Medical doctor in charge of care. Patient isolated. Patient contacts noted for Surveillance on IPC tracker. On call microbiologist informed. On call microbiologist to contact Salford microbiology due to cover day shift tomorrow. Ward 4 matron and Lead nurse contacted to inform. Ward manager contacted to compile Staff exposure list. Occupational health contacted. Spoke to medical doctor via alertive more samples to be sent and to be reported to UKHSA.				Clinical Support and Specialist Surgery (CSSS)

		I17243		10/15/25		16:42		10/15/25		After 25.5mls patient started to feel unwell, flushed and chest pain. 
Observations checked 
BP 148/79
HR 66
SATS 94%
RR 27
TEMP 37.2

3L via nasal specs to help 02 recover to 100%		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	

Treatment stopped immediately, colleagues made aware.
100mg hydrocortisone administered and 10mg chlorphenamine given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware

Medical team emailed to follow up		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped immediately, colleagues made aware. 
 100mg hydrocortisone administered and 10mg chlorphenamine  given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware				Network Services

		I17244		10/15/25		07:30		10/15/25		Patient seen on AACU 14/10/25 for attempted NG tube insertion (head and neck ca). Patient declined to stay overnight for NG insertion 15/10/25 mane. Patient returned to Christies 15/10/25 mane but was unfortunately taken to outpatients instead of IPU, where the staff member sent him home as no o/p appt on system. Bolton Hospice liaised with IR co-ordinator on patient's return and made decision to blue light back to IPU for NG insertion due to low blood sugars and no way of feeding patient.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Berman,  Danielle		Incident being managed locally		Low Harm						IPU co-ordinator phoned outpatients where member of staff confirmed they turned pt away earlier today. IR team attempted further NG tube insertion on return to Christie - IPU where they were unsuccessful. Patient refused further NG insertion attempt. In line with patient's request and consultant radiologist aware, patient transferred back with same ambulance crew to hospice where he will reattend for an outpatient appointment mane 16.10.25. Parent team consultant messaged on CWP. Attempted to message team/CNS via Alertive, however at this time it was 16.30pm - OOH. Handover given by IR team to hospice.				Network Services

		I17245		10/15/25		17:30		10/15/25		Started on rechallenge caelyx
After 13mls complained of slight 'twinge' in lower back.
Infusion stopped and pain resolved. After discussion with senior nurses treatment restarted.
After 17.9mls back pain returned. Still very mild.		Then following above situation - Patient appeared flushed and red after 96mls of Caelyx total
Infusion stopped and 100mg hydrocortisone administered under PGD
Obs documented and improving
Currently on 4l oxygen nasal cannula
To be reviewed by Junior Dr before deciding to go home
to email team

Doctor documented - Carbo/Caelyx on hold - requested clinic FU on 28/10 as had x2 reactions to caelyx despite changes made to script and pre med chlorphenamine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		infusion stopped and contacted on call Akhlaq Maan who advised likely grade 1 reaction, and that given back pain now resolved can give 100mg hydrocortisone and rechallenge. To stop and not rechallenge if back pain reoccurring.
Hydrocortisone given under PGD at 18.10
Restarted treatment at 18.30
So far no recurrence of symptoms
To email team		Always confirm plan with doctors if outside of protocol.		Network Services

		I17246		10/15/25		08:30		10/15/25		Patient fell off toilet, landed onto knees with zimmer frame holding upper body up. NIL head injury. Emergency buzzer pulled, assisted back from fall to bedside chair via commode. Patients observations recorded and fine, doctors aware and assessed patient for further injury. NIL further treatment needed related to fall		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I17247		10/15/25		19:00		10/15/25		Patient went off ward. 
Came back with porter and seemed unconscious. 
Porter reported she was found on side of road. 
Taken back to bed. 
Patient not making sense. 
Not able to communicate. 
Observations taken. BP low. Asked Dr to prescribe stat dose of fluids. 
Bms stable. 
When helping patient to bed found substance in a packet. Looked green and brown and finely chopped. 
Gave to NIC. Locked in DC cupboard. 
Patient safe in bed. 
Will continue to monitor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations taken. 
Bms taken. 
Reported to NIC and Doctor. 
 [incident I17251 has been linked to this record as it involves the same patient - MSO]				Clinical Support and Specialist Surgery (CSSS)

		I17484		10/15/25		08:00		10/23/25		Ordercoms numbers 9383243 and 9383241 requested  (3778) - CPW samples sent for virology testing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and comment added in synergy.				Clinical Support and Specialist Surgery (CSSS)

		I17485		10/16/25		08:00		10/23/25		Ordercoms number 9384727 requested by Jessed Oliver Ext 1197 -  MRSA swabs in virology bag. (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and samples sent to Salford.				Clinical Support and Specialist Surgery (CSSS)

		I17457		10/16/25		14:33		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17458		10/16/25		12:00		10/23/25		Addressograph cut off on request form for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17248		10/16/25		01:45		10/16/25		POCT VBG 15/10/25 at 5.45am and POCT VBG at 01.45 16/10/25, patient on 2 litres O2 and FiO2 should be 28% but is 21% on VBG- RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				Clinical Support and Specialist Surgery (CSSS)

		I17287		10/16/25		13:00		10/16/25		TSRT9/level 5/ 13i /CF1c/CF2c/MD13i/SB13i

#3 DIBH 3 field breast
Radiographers imaged TP but omitted SCF image. Realised after delivering 80mu.
Paused beam and escalated to B7		reminder to staff to follow protocol		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		As beam had been partially treated decision made to deliver beam.
Daily imaging
SGRT used for monitoring
TP in tol, SCF in tol previous 2 #s
Staff reminded of importance of making sure following protocol.		follow protocol		Network Services

		I17288		10/16/25		15:50		10/16/25		C1D15 Paclitaxel
18mL has gone through
patient appeared red in colour
chest tightness and back pain		Medication given for drug reaction	
Oxygen as saturations were lower than normal threshold. And patient had chest tightness.
Hydrocortisone 200mg, administered under PGD
Actions  taken - followed the hypersensitivity protocol
Patient tolerated slow rate and completed the dose.
Emailed- Responsible medical team

medical team documented in notes - 	
Emailed about recent hypersensitivity to paclitaxel. I have added in dexamethasone pre-med and asked for slower rate of paclitaxel.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Stopped infusion
called for help
Obs taken
Dr on duty informed
Hypersensitivity protocol followed
Patient felt ok within 15-20 mins		Cannot see on CWP that observations taken or documented. Will clarify with nurse who submitted datix.

Spoken with nurse who as present at reaction - email sent from her states - 

Apologies, I didn’t realise that I hadn’t documented the observations on CWP . However, I remember that the patients Spo2 dropped to 93-92 and the patient reported experiencing chest tightness. Oxygen was applied for approximately 10-15 mins after which the patient Spo2 maintained within normal range on room air .Other vital signs were within normal limits. Restarted the treatment after 30 mins on slow rate and patient completed the infusion without any issues.		Network Services

		I17289		10/16/25		16:00		10/16/25		Bone marrow transfusion brought to the ward at 4pm with 1.8 litres to be infused. It was not possible to infuse it all with hours.		Discussed with the lab team:
A reminder to think about dilution factors.
For future BMH, if this happens again, to prioritise issuing this above other transplants / workload.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Bone marrow infusion given with consent from medical team.				Network Services

		I17290		10/16/25		19:25		10/16/25		Patient had completed third desensitizing bag of carboplatin, returned from the toilet reported she felt very warm, appeared slightly flushed, also mentioned itching around abdomen and down arms.		Team emailed to inform them 
They will need clinic review to consider future treatment.

NEWS2 score initially 4 then decreased to 1. Safely discharged.

Consultant documented -
Reacted to carboplatin on de-sensitisation protocol after approx 1/8 of the dose.

Stop carbo, continue with SA paclitaxel		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		Treatment stopped, piriton and hydrocortisone given under PGD, observations recorded and stable. Resolved quickly, patient discharged.		Patient safely discharged and communication sent to team.		Network Services

		I17291		10/16/25		15:00		10/16/25		Pt has increasingly become more confused today. Pt was very agitated that she has been flailing and writhing that she had 2x witnessed falls assisted to the ground from her recliner chair, we have used a hoist to get her back in bed. Pt was very frightened and unable to reason with. Emergency buzzer was pulled both times.
On 1:1 supervision. Aw capacity assessment for DOLS.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Drs made aware and reviewed. 
Needs a capacity assessment
Pt did not hit her head. No evidence of lacerations
Pt currently very confused, Lying and standing blood pressure inappropriate at the moment. 
CSU taken.		Difficult and complex situation, rapid disease progression 
NOK updated regularly throughout last week of life. All MDT involved to best support patient		Clinical Support and Specialist Surgery (CSSS)

		I17274		10/16/25		14:30		10/16/25		Patient referred for PICC line insertion as previous PICC removed due to ?infection.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team stated this would be done.
On arrival to ward, patient states only used eradication wash once and was told by her RN to only wash her arms so full body wash not done and full eradication not completed.		Contact IPU for information/posters regarding eradication treatment and disseminate to the teams. Introduce this to Induction of new staff.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		NIC of ward informed.
Patient informed and advised of reason for eradication therapy and advised to recommence full eradication while IP on ward.		Ensure staff are aware that eradication treatment pre line insertion is for 2 days and full body coverage. In urgent situations staff must speak IPU for clear guidance		Network Services

		I17275		10/16/25		10:00		10/16/25		Patient referred for PICC line insertion.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team happy to proceed on 1 day eradication only due to urgent clinical need.
On arrival to IPU, patient states only wash his left arm with eradication wash as advised by his RN that morning.		Discuss the procedure of pre line insertion eradication treatment on induction of new staff. Ask IPU for information or poster they may have for the clinical areas		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		Patient's right arm washed on IPU with Octenisan wipes, as PICC line was due to be inserted on right arm. Advised patient of importance and reason behind eradication therapy and advised to continue with full body wash whilst remains an IP.
NIC of ward informed.		Increase awareness within the clinical areas of the pre line insertion eradication process.		Network Services

		I17276		10/16/25		15:15		10/16/25		TSRT9 13CC SB3i MD13CC CF3a
machine fault after XVI review 
patient off the bed and taken to another machine, resulting in an additional image		MLC not ready - Y1 8 not moving - Replaced - Shape test 2x completed - SC completed lightfiled		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Raisbeck,  James		Finally approved		No Harm		No harm		10/20/25		MLC fault 
engineers called and patient taken off the bed 
moved to another machine with an additional image authorised by band 7 
Additional image 0.8mgy delivered		Leaf key failiure.		Network Services

		I17277		10/16/25		11:55		10/16/25		Upon drawing up Pembrolizumab using the closed system equipment according to instruction, the drug started leaking once the syringe plunger had been pulled. (Vial batch no. Z009879)				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		Issue reported and escalated to PEFs. Vial that leaked was not used. PEF staff came to investigate the equipment				Network Services

		I17278		10/16/25		13:40		10/16/25		a leak occurred during the preparation of pembrolizumab within a closed system while using PPE. The leak was identified after the liquid was drawn into the syringe and the air was pushed back into the vial (in the closed system). Small amount of the drug leaked from the vial. 

pembrolizumab vial- lot: Z009879, EXPIERY:02/2027				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		No exposure to staff occurred due to the use of PPE, and the area was immediately cleaned. 
full closed system placed into the sharps bin and PEF team reviewed and photos documented by the PEF.				Network Services

		I17271		10/16/25		13:30		10/16/25		Patient was due Irinotecan today. It is prescribed over 30 minutes, however she has for awhile required an Atropine injection prior to administration due to cholinergic symptoms. The Irinotecan was administered over 30 minutes rather than 1hr 30 min despite the Atropine being given prior.
Patient complained of further cholinergic symptoms including excess saliva production and mild stomach cramps so a second dose of Atropine was prescribed and administered.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/27/25		Senior nurse discovered that the Irinotecan was given over an incorrect time, it was given over 30 minutes instead of 90 minutes. The patient was informed and apologised to. The ANP on unit was informed. Observations taken and patient monitored. Nurse who administered the chemotherapy was informed as well.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		Network Services

		I17268		10/16/25		10:00		10/16/25		Ptt had robotic total hysterectomy on 9.10.25. Sent home with catheter and TWOC appt for 16.10.25 on IPU. 
Pt called on 15.10.25 and not attending due to travel issues. When asked if a DN referral was sent, as requested by pt on d/c, pt informed no referral was sent. Pt then stated that she would remove it herself. IPU scheduler documented this on CWP, however, did not escalate this verbally to any senior medical team member. Upon calling the pt on 16.10.25, pt has removed it herself.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hibbert,  Caroline		Finally approved		No Harm		No harm		10/30/25		Called patient to ask if she was okay. No answer. Called mother, who confirmed the patient had "cut out" her catheter. Passed coordinator number to mum to pass to patient. 
DN referral completed in hopes they can go out today she assess patient is well.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		Clinical Support and Specialist Surgery (CSSS)

		I17269		10/16/25		00:00		10/16/25		Wrong Oncotype result in notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Datix filled in so that I can request IT to remove it. Correct Oncotype report requested.				Network Services

		I17252		10/16/25		08:40		10/16/25		i have scanned documents for the wrong date. 

the 2 documents are:

histopathology -- scanned in on 15/10
mr scan -- scanned in on 14/08

i was informed by the proton mdt team				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Bryan,  Dwain		Finally approved		No Harm		No harm		10/21/25		i called them to clarify which documents they wanted me to remove as it wasn't straight forward. they advised which ones to remove. i have asked techbar to remove these documents				Network Services

		I17265		10/16/25		09:00		10/16/25		TSRT9 / LEvel 5 / 11V / SB11t / CF7a MD12l
Plan not ready in timely manner. Not exported to radiotherapy prep with enough time to ready it for patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/31/25		Pt due #1 @ 10am 15/10/25. Plan had dose verif evening of 15/10/25. Needed final check 16/10/25 am. Finally exported to prep @9am 16/10/25 giving 1 hour for input/check/image prep process to take place. Noted at prep that intent to treat annotation was inadequate so needed to contact Dr to do this further slowing this process.

Further investigation
Late export from treatment planning had been accepted by prep room, owning to the DV requirement it wasn't possible to export any earlier. 
Delay re Intent treat annotation is a separate from treatment planning delay.				Network Services

		I17412		10/16/25		13:35		10/22/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Documented as G095 625 382 732 9
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 382 739 K				External Other Trust

		I17297		10/16/25		13:00		10/17/25		Document accidentally uploaded under 'date received' rather than 'clinically relevant date'				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Put a ticket into techbar requesting the document to be removed, so that it can be re-uploaded under correct date. Request - INC-117849 - document has been removed.				Network Services

		I17293		10/16/25		20:30		10/17/25		MASD to skin under both breasts, lower stomach and groin areas. Present on admission, has been using barrier creams at home, due to perspiration not incontinence.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		TVN referral, barrier spray applied and given to patient. NIC informed.				Clinical Support and Specialist Surgery (CSSS)

		I17294		10/16/25		21:00		10/17/25		CD was taken out for patient at the right time - no access was available so cd was wasted but EPMA wasn't updated so the reminder was gone. CD ended up not being given as by the time I realised it was too late and would have disrupted future doses - dr made aware - pt states no pain but will monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Informed dr, wrote datix and will inform ward manager when on ward				Clinical Support and Specialist Surgery (CSSS)

		I17282		10/16/25		15:40		10/16/25		patient had an extravasation while on the scanner, first flush of cannula was fine. pt. confirmed no discomfort then .checked on pt and they confirmed no pain during scan.  however ,  during scan, there was no contrast on image.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		scan was stopped immediately. made sure patient was okay . medical illustrations was contacted . pt. was given an ice pack to apply on area of extravasation and arm was elevated for 5-10mins. 
pt was given follow up instructions on how to manage the extravasation and reassured everything would be okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17280		10/16/25		15:43		10/16/25		CT scan was needed to be done of this patient's thorax, abdomen and pelvis. Test bolus injection  of 10mls of Saline given at 2mls/sec. This went through fine. Patient injected with iomeron iodinated contrast agent. 19.7mls went in but the patient said she was feeling pain so the injection and the scan was stopped. I went in to check and the contrast has extravasated into the skin. 8 CM X 6CM LUMP - SWOLLEN AREA. RED AND TIGHT SKIN. MASSAGED AREA, ELEVATED WRIST AND ASPIRATED AS MUCH AS POSSIBLE				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		Aspirated as much contrast out of wound as possible. - approx 6mls. Massaged skin, cold compress applied. Limb elevated. Checked with patient that pain had subsided and she said it had.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17321		10/16/25		18:30		10/17/25		I came on to my shift on the morning of the 17/10/25 and noticed that the patient had a bag of saline with 4% glucose running, I queried this with the nurse who had been looking after them overnight and he said he wasn't the one who put it up, looked at the prescription and noticed it was meant to be hartmans running. informed doctors, checked pt blood sugar which was fine. 

had to select diabetic medication as option for saline wasn't available		spoke to nurse who had put up incorrect fluid - asked her to complete a reflection		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		drs informed, bag of fluid taken down, blood sugar checked		importance of checking correct fluid being administered		Clinical Support and Specialist Surgery (CSSS)

		I17313		10/16/25		16:20		10/17/25		Immunotherapy  attached to A line rather than B line in error. Immunotherapy then removed from A line and reattached to B line in blue tray. When attaching B line to pump the clamp was not on and caused a spillage of about 5ml before line was attached to pump. The Spillage went on pump and small amount on the floor. 
None went near the patient.		Spillage discussion had with reporter on the day of incident.  Minimal spillage ? saline ? treatment - reported approx 5mls spilt in try and droplet on floor.  Advised re following spillage policy.  Discussed with NIC.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ingham, Mrs Andrea		Finally approved		No Harm		Low harm		11/5/25		Spillage kit used. Floor cleaned, pump cleaned and domestic was to be made aware to clean floor. 
Pump isolated.
Medical team made aware. 
Ward manager made aware. 
Once first administration was finished new IV line was used. Was deemed correct from medical team to continue with infusion rather than wasting drug		Ensure staff know how to utilise the infusion devices and know how to trouble shoot when something untoward occurs. 
The patient and the nurse remained safe and were supported by other appropriate staff during the incident.
Always ask another treating nurse to supervise / talk through your intended process when dealing with important clinical aspects such as this to ensure safety at all times.		Research and Innovation

		I17335		10/16/25		22:00		10/18/25		Pt was being cleaned and repositioned and a DTI was found on pt buttock which the daughter hadn't noticed before.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		Low Harm						Barrier cream applied and pt repositioned - explained to pt family about pressure areas being relieved.				Clinical Support and Specialist Surgery (CSSS)

		I17362		10/16/25		10:00		10/20/25		Inspection of the GA anaesthetic rooms was taking place, Christie GA staff who had access to the MRCAA, authorised the enter of at least 3 of the inspectors, whilst a patient was beings scanned. All of the inspectors had never been into the PBT MRCAA before and had not been screened to enter. No one in the GA team is an MR Supervisors.		As a result of the MR safety incident reported on the 16/10/2025
An action/learning from this incident, please can the anaesthetist who provided access to the MR controlled access area please re-read the local rules and re-affirm their understanding. This need to be done on their next working day in PBT. 

The key points to note from this incident 
The anaesthetists are MR Authorised Person MR Environment
Free access to MR controlled access area (excluding magnet room)- Yes
Responsible for others while in the MR CONTROLLED ACCESS AREA (excluding MAGNET ROOM)- Yes
Free access to the MR  ENVIRONMENT- Yes
Responsible for others while in the MR ENVIRONMENT-No
May screen visitors- No 
In this scenario the visitors should not have been given access by the MR Authorised Person MR Environment (anaesthetist) without the visitors been screened by an MR Authorised Person (Supervisor) e.g. Radiographer. 
As an MR Authorised Person MR Environment, you are required to read the following: 
1 MRI Safety Policy
3 Local Rules
4 MRI staff training policy
5 MRI procedures and policies
8 Safety screening guidelines
9 MRI QA requirements
Not essential reading but must be aware of
2 UK CEMFAW Regulations
6 MRI implant procedures
7 MRI forms
The above documents (MR Safety Framework) are located on HIVE under QART -Radiotherapy protons - Pre-treatment -MR sim - MR specific Documents HIVE - Proton Beam Therapy - Main List (xchristie.nhs.uk)		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT pre-treatment						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		I immediately followed them into the MRCAA area asking them to stop however the GA staff (unsure if it was an ODP or Anaesthetist as I did not recognise them) who had swipe access, stated they did not need to enter the MR Environment so it didn't matter.
I then proceeded to screen the staff who were not authorised and informed them that this must happen BEFORE entering the MRCAA in future.				Network Services

		I17357		10/17/25		14:00		10/20/25		TSRT 9
Pregnancy check not completed prior to treatment #1 as per XRT guidelines.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13E Confirmation of pregnancy/fertility status		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Completed prior to #2 exposure. 
Datix submitted and recorded in pt notes.				Network Services

		I17358		10/17/25		17:30		10/20/25		TSRT9
Single fraction T spine patient. Image review carried out by a competent Radiographer (A), independent review carried out by none competent Radiographer (B). After treatment had been delivered B told A that they hadn't carried out their 2D imaging training (training currently on hold waiting for new training package). Radiographer A escalated to treatment band 7.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Retrospective independent review of 2dkV carried out. Online match acceptable.
Radiographer B reminded to let colleague know prior to treating a patient if they are not competent for technique/image review.
Memo sent out to staff group to remind them to discuss with colleagues if they are not competent for technique/image review.				Network Services

		I17347		10/17/25		14:00		10/20/25		TSRT9/level 3/ 13CC/SB3i/ MoD 13CC/ CF3A
RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch. MCR called resetting systems .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Called superintendent who was in contact with MCR throughout. Superintendent approved additional imaging for when Patient back on bed				Network Services

		I17349		10/17/25		13:00		10/20/25		Lab request number 2664844 & (rejected sample 2664764)  Samples for patient initially rejected as incorrect hospital number on the request form - Does not comply with laboratory accetance policy where samples and forms require 3 patient identifiers.  Nurse Cletus ONERHIME came up and asked us to process sample as patient elderly and waiting for treatment.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/20/25		Error logged.  Explained to nurse why sample was rejected.  Spoke to Head of blood sciences who agreed to process this sample on this occasion only as it failed to comply with the acceptance policy but that we would raise a datix.   Sample re-labelled, hospital number on form and sample amended in presence of Deputy reception manager and sample booked in under new lab number and sample processed according to laboratory protocol				Clinical Support and Specialist Surgery (CSSS)

		I17352		10/17/25		15:00		10/20/25		Lab request numbers 2663371 & 2665288:  Blood tests booked in under the incorrect patient and results went over to CWP.		The incident has been discussed with the reception team regarding incidents relating to tests booked in under the wrong patient.  Suggestions have been made of what to do when they are distracted to avoid mistakes which includes double checking before completing work.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Finally approved		No Harm		No harm		10/27/25		Error logged.  Brought to the attention of Duty biochemist.  Results redacted from incorrect patient and inputted into correct patient.  Clinical heads of Haematology and Biochemistry informed.		There are a number of distractions within the pathology reception area which can lead to errors as booking in is a manual process.  Staff should ensure they concentrate when booking in requests and if they are interrupted to start from the beginning or double check to avoid mistakes being made. Staff member associated with booking in this test has now left the organisation.		Christie Pathology Partnership

		I17355		10/17/25		17:10		10/20/25		TSRT9

Clock not completed after #1, error picked up prior to #3. 
Clock ran #1 and #2 verify beam parameters were correct.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Clock check done, Datix completed and recorded in pt notes.				Network Services

		I17330		10/17/25		20:00		10/18/25		A treat and return patient was not happy with her experience.
She states that she arrived from MRI Hospital very early in the morning and then waited around for 2 hours without being informed why.
She was then on W12 awaiting transfer back to MRI which had not been booked by them, they then booked it at approx 19:36 which meant the transport was going to be a 3-4 hour wait.
The patient eventually got collected at 04;30AM on 18.10.25.		W12 manager have sent out Process for Admission Direct to the ward, shared this on our private group and let staff know this is on our MSTeams channel for reference if unsure. Reminded ward staff to contact the parent team when patient arrives for treat and return.

Note from MSCC team- no one had contacted the MSCC team that the patient had arrived.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Mcgough,  Sophia		Incident being managed locally		No Harm		No harm				I was called to speak to the patient at 23:45 as she was in pain and also not very happy about the wait.
I first spoke with the RN at MRI as she was on the phone when I got to the ward- She informed me that the ambulance had not yet been allocated. 
I was given the reference number.
I spoke with the patient to apologise for the delay and explained how the treat and return process usually works.
I apologised on behalf of the trust and explained the complaints procedure to her and advised that we would appreciate any feedback.
She was then clerked by the Dr so that we could administer some pain relief. She also said that she had waited a long time when pressing the call bell, she needed assistance to the toilet.				Clinical Support and Specialist Surgery (CSSS)

		I17319		10/17/25		12:00		10/17/25		Drug reaction to docetaxel at 25ml
Flushed face
breathlessness
back pain		Actions and result of actions taken
Oxygen
Hydrocortisone 200mg, administered under PGD
resolved within 15 minutes		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		Stopped infusion 
Administered PGD hydrocortisone with effect 
Short term Oxygen applied 
resolved and rechallenged with effect				Network Services

		I17317		10/17/25		14:15		10/17/25		Post oxaliplatin patient complained of cramping to hand, slurred speech and cramping in legs.		IV fluids commenced. IV hydrocortisone 100mg given and observations taken.  Patient monitered  for a few hours post infusion to ensure symptoms resolved.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		IV fluids continued and IV hydrocortisone given under PGD criteria. Monitored patient for a few hours post infusion whilst symptoms settled
Observations taken and documented
Team emailed to advise				Network Services

		I17312		10/17/25		13:32		10/17/25		Red clean requested on aacu sr5 for c diff.
unable to complete a fog in those sr due to structure of doors.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		deep clean requested				Capital, Estates and Facilities

		I17322		10/17/25		11:45		10/17/25		After consenting the patient for radiotherapy, the patient's husband, who is a recently retired Consultant Professor ENT Surgeon, proceeded to confront me in the hospital corridor later on as he was unhappy with how I had spoken to her. See CWP annotation. He spoke to me in a verbally aggressive way, and entered my personal space as I backed up into the wall trying to de-escalate the situation, and made a reference to physical action. There was no physical contact.		The SpR de-escalated the situation, and promised to speak to the patient again which he did late in the presence of the radiographers  in CT in XRT. The SpR has reflected on the incident and  apologised to the patient if anything was said in a way that was upsetting. 
The patient said she was not upset or distressed and that she was trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment.  The SpR did not want any  further action taken on the day  with the patients husband as the patient required them to be her for support, however the SpR was released from their on call responsibility for the remainder of the day and returned to cover his shifts over the next 2 days. 
Security was informed of the incident however no action was required on the day. 
The Service manager called the SpR to do a welfare check with them on the Saturday  and they also received support form their educational, clinical supervisors and the on call consultant.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12		The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Cox,  Margaret		Finally approved		No Harm		No harm		11/3/25		De-escalated the situation, and promised to speak to the patient again, which I did later. I spoke to the patient without her husband present, with the radiographers present (She was in the room at CTsim next to me), and apologised to her if anything was said in a way that was upsetting. 

The patient said she was not upset or distressed and is trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment. I then informed the consultant on call and my clinical and educational supervisors who escalated the incident and instructed me to do a datix. Service manager also aware of the situation and is investigating. Due to the emotionally charged nature of the incident one of my colleagues kindly took over the on call bleep. Please see all CWP annotations

17/10 - CSSS Governance;  reallocated to NWS and service manager whom is already aware of this incident and investigating.				Network Services

		I17323		10/17/25		15:15		10/17/25		TSRT9/ Level 3/ 13CC/ SB3i/ MoD 13CC/ CF3A

RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch.  Patient needed to be re-set up, this resulted in an addition CBCT and 2DkV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Superintendent in contact with MCR throughout-  informed needed a minimum of 30 mins after 15 mins of downtime- patient removed from couch. Superintendent authorised additional imaging. Incident reported.				Network Services

		I17324		10/17/25		17:58		10/17/25		ward 12 b1 pt ?TB-sent home and as per cwp note from infection control, amber clean requested from deep clean team.
unable to complete amber clean as bed is in bay.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17325		10/17/25		14:45		10/17/25		Patient was receiving Paclitaxel. C/o feeling unwell- felt hot and had body tingles/sore back. 20.2mls of Paclitaxel had been infused.		Infusion stopped
- IV hydrocortisone 100mg administered
- Observations carried out at 14:47:
hr 108, rr 23, bp 155/107, spo2 99%, temp 36.9
- Alerted ACP on ORTC who came to review- advised to recommence paclitaxel at reduced rates as per protocol after half an hour and re-check observations.
Observations at 15:30: rr 18, bp 140/78, spo2 100, hr 88, temp 36.3.
- Datix completed
- Breast team emailed to update and amend script accordingly.

Remain treatment administered with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		- Stopped infusion
- 100mg IV Hydrocortisone given
- Observations taken
- ACP informed
- Recommenced at reduced rates as per protocol
- Email to parent team to update		Team emailed and informed - good communication seen.
Script to be modified- needs reduced rates going forward.		Network Services

		I17326		10/17/25		18:15		10/17/25		Patient had a CT Abdomenpelvis Scan
At the point of bolus tracking no contrast was seen on the monitoring images
Scan was stopped and patient was immediately accessed with the cannula site swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/20/25		The patient was reassure and informed of the situation
Cannula was taken out after trying to pull back for the content
Image of the affected arm was taken with the patients consent
Cold pack was given to the patient and asked to elevate arm
Another cannula was inserted and scan done		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17327		10/17/25		15:00		10/17/25		47.5ml nivolumab infused. Abdul presented with severe lower back pain, leg pain. Felt warm and was flushed. Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.				Network Services

		I17328		10/17/25		17:00		10/17/25		Patient attended for Zoledronic acid, protocol states that patient's should be consented for this treatment. Escalated to reg and advised she was verbally consented over the phone in March. This was not clearly documented and patient had gone through clinic multiple times since then and had not been consented properly.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						On call came to unit to consent patient				Network Services

		I17304		10/17/25		00:00		10/17/25		Consultant noticed that per CWP Outcome form 28/08/25, 2 month fup has not been booked.		- Highlighted to secretary to book next available.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Emailed sec to book patient to next available fup.		- Book FU's as per EOF's.
- If this is not possible then query with relevant team.		Network Services

		I17305		10/17/25		09:58		10/17/25		MR request for patient with a pacemaker - referrer had selected no to implant. Upon investigation, this was the third request for a MR scan for this patient. The team were informed each time that the patient cannot be scanned at the Christie as the patient's pacemaker does not fit our safety guidelines. There is no alert on CWP to inform any staff member that this patient has a pacemaker.		Mr Grecu has added an alert to CWP for this particular patient. I will have a wider conversation in the plastics diary meting regarding the importance of adding alerts to CWP for pt safety		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Smith,  Lydia		Finally approved		No Harm		No harm		11/3/25		A message was sent to the referrer to explain that we cannot scan the patient here and could they please put an alert on CWP to prevent another request being placed. 

17/10 - CSSS Governance; A plastics patient. The plastics team don't seem to be grasping that Pt intelligible for MRI within the Trust.				Clinical Support and Specialist Surgery (CSSS)

		I17409		10/17/25		14:00		10/22/25		Patient received a unit of RBC's and the 15 minute vital signs not recorded. 

NEWS not completed.		Transfusion practitioner completed prescription on CWP and provided evidence for traceability. Staff reminded to complete and record NEWS within timescale for transfusion vital signs.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		Staff Nurse competent in blood transfusion to follow the policy and complete end observations .		Network Services

		I17445		10/17/25		17:00		10/22/25		TSRT9 5k level 3 SB 13aa, MD 13GG, CF 1b,1c,2c
Patient imaged #1-#5 due to images being out of tolerances. Additional 2 images not authorised by superintendent radiographer in imaging notes, was authorised retrospectively				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		N/A				Network Services

		I17292		10/17/25		01:00		10/17/25		Patient has been found outside by security over the past couple of nights. Security confirm they witnessed her smoking/inhaling something ?illicit substances. Her behaviour is then subsequently altered in line with some sort of drug abuse. 
I have sensitively approach this issue with her overnight but she denies taking any substances. She does however seem very impaired, drowsy, altered gait, slurred speech. She needed escorting back to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Finally approved		No Harm		No harm		11/4/25		Security escorted her back, I have spoken to her and raised my concerns about her well being. I am concerned that this will escalate as her treatment will last for weeks. We need a plan to manage this behaviour and understand the expectation of the clinical staff, in hours and out of hours. 
Stage 1 written warning issued
Verbal conversation with WM on breach of hospital policy and documented in notes				Clinical Support and Specialist Surgery (CSSS)

		I17521		10/17/25		14:00		10/24/25		BB7611: Bone marrow CD34 cell dose calculated incorrectly initially due to multiplying the WBC by 10, as is standard practice. Bone Marrow samples are neat and do not require a dilution. The initial CD34 cell dose reported was 10 x higher than the actual value. Emailed Consultants with the incorrect cell dose. There was no Collection report available from the Centre (NMDP donor).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Wilson,  Sarah		Incident being managed locally		No Harm						Double checked all calculations in Synergy by performing manual calculations. Sought advice from Lab Manager who advised check the dilution factor. Once results were rectified and verified, emailed the Consultant with apologies and informed them of the correct cell dose. 4 bags of marrow were transplanted 1.8L with no incident.				Christie Pathology Partnership

		I17711		10/17/25		12:00		10/31/25		Ordercoms number 9385329  two Fluid electrolyte samples received for the same patient - one in a microbiology bag. Requested by Claire Edwards ext 7519  (Please note that Biochem/haem samples go in the clear bag and are processed here. Microbiology samples go in the blue bag and are processed at Salford.  Virology samples go in the red bag and are processed at MRI.) One of these samples could have gone to Salford in error as it was in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Incident being managed locally		No Harm						Error logged, booked in and both samples processed here				Clinical Support and Specialist Surgery (CSSS)

		I17712		10/17/25		12:00		10/31/25		Ordercoms number 9386141- Christie profile and magnesium, 9386144 - CRP - Two labels on 1 sample.  Requested by  ext 1081.   Please note that two labels on one sample cannot be read by the analyser.		To escalate to IT 
The Haematology team will visit the lab on Pathology day to understand the process of the lab and how error affect the workflow of the lab.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/31/25		Error logged, booked in and Christie profile and magnesium were added to lab number 9386144		To always use one label for one sample as analyser will not be able to read 2 labels on one sample		Network Services

		I17713		10/17/25		12:00		10/31/25		Ordercoms number 9386016 Requested by Leah Parrott ext 1557.  2 x Samples received (1 Serum and 1 EDTA) with the same lab number for Christie profile.		All HCA's		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		11/5/25		Error logged, booked in, the serum sample was booked in and processed.  The EDTA sample was put in the spares rack.		Nurse involved informed of mistake for learning		Clinical Support and Specialist Surgery (CSSS)

		I17582		10/17/25		10:11		10/27/25		Staphylococcus aureus, Klebsiella pneumoniae and Enterococcus faecalis  in peripheral blood culture 17/10/25.  previous overnight stay on AAU, discharged 19/9/25. Within 28 days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				reported to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17381		10/18/25		10:00		10/21/25		Pt attended for Goserelin injection on 18/10/25- pt was administered ward stock 3.6 mg instead of the named and labelled 10.8mg from main pharmacy.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Team informed via email.
Tried to call pt to inform her of the error- unable to get through.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		Network Services

		I17366		10/18/25		06:45		10/20/25		Reviewed patient on Monday after being cared for by an agency nurse over the weekend. Noticed that patient spiked a temperature on 18/10/2025 6:45 am. No documentation of escalation. No cultures were taken or paracetamol given at the time. Patient was not seen by a doctor and thus not assessed for infection.				The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Incident being managed locally		No Harm						Reviewed patient, obs and infection markers over the weekend. Fortunately no harm was caused to patient and clinically remained stable. No infection developed				Corporate

		I17331		10/18/25		10:35		10/18/25		After 1/4 rate completed, 19mls, pt's wife alerted staff with above.		Stopped tx immediately. Administered 100mg hydrocortisone. 
Obs taken, NEWS as charted- NEWS2 initially 2.
 Reviewed by ACP on ORTC. Symptoms resolved.
Repeat obs taken - NEWS2 - 1.
 Reported feeling well. 
ACP happy for pt to go home. treatment stopped as reacted on a rechallenge at a slow rate.. Safety netted with hotline. Emailed team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken, NEWS as chartered. Reviewed by ACP Sarah Wellsby on ortc. Symptoms resolved. Repeat obs taken. Reported feeling well. Sarah happy for pt to go. Safety netted with hotline. Emailed team.		Team documented - 
Reaction at reduced rate paclitaxel. 
Will need clinic for consent to nab-paclitaxel.

Clinic planned and patient booked in for nab-paclitaxel.		Network Services

		I17332		10/18/25		12:00		10/18/25		HCAs assisting patient with a wash this morning. Noticed broken skin ?C2 to patients inner thigh.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral sent. Datix completed. PurT completed. 
Added to the handover for medical illustration to be completed Monday. (Found on a saturday and med illustration do not work weekends.)

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for ?pressure damage to inner thigh.  

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own clothing, and hospital incontinence pad. Needed assistance x1-2 to move in bed and remove/replace clothing in order to enable examination.

Superficial area of healing skin damage 0.6cm x 0.8cm to inner area of her R thigh. Wound bed is almost entirely epithelializing tissue with small area of red granulating tissue to centre. Surrounding skin normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage – all skin and surrounding skin is blanching, and no mechanism can be identified through which pressure would have been present to this particular area.

Patient and family unsure how wound occurred, neither do nursing staff know aetiology of the wound.

Medical illustration obtained during consultation, please also refer to photographs. 

Plan of care:

To small healing wound on inner R thigh:

Clean with normal saline

Apply Kliniderm foam border dressing

Change each 3-4 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17333		10/18/25		18:50		10/18/25		Absconded patient. 
Patient transferred to W14 17/10 1700pm. Left ward around 1815pm. Informed HCA staff was returning books and would return to ward. Has not returned still, now 18:55 18/10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Discharge		Self discharge/ against advice		Caporn,  Alice		Incident being managed locally		No Harm						Duty manager and security contacted and made aware by day and night staff. 
Night nurse rang pt - no answer. Rang partner around 22:10 - 'she said she had been discharged, at the bus stop now bringing her back'. 
Night nurse tried partner again 1am - no answer. 
Escalated again day of 18/10 as pt still not back. Duty managers have being ringing pt and partner today - no answer and no sign of patient. 
DM rang police on 101 (LOG NUMBER: 1391 of the 18.10.25): 'who advised that they will not attend Michaela's property as we cannot confirm if she is going to be there. They advised that we go to the property to see if she is there and if she isn't then we can report her as missing to 101 or via the GMP website. I explained that we cannot leave the hospital to attend her house as there is a safety issue for the staff and we are busy caring for our current in-patients.'

DM advised that she still cannot get in contact with pt/partner. To pack up patients belongings and place them in a locked office (in Educators office on w14). 
If she is to come back she is to go through hotline.				Clinical Support and Specialist Surgery (CSSS)

		I17334		10/18/25		08:55		10/18/25		Patient admitted to AACU for repeat bloods.
On arrival blood sugar 18.1.  Patient had not brought his regular insulin with him, so prescribed a stat dose on EMPA of Trurapi 8units at 08:55.
Nursing staff contacted on call pharmacist as unable to source from wards.
At 12:00 insulin still not received from pharmacy.  Phoned and informed that vials had been requested and only stock pens, so awaiting this to be changed by pharmacist.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Stent,  Sue		Finally approved		No Harm		No harm		10/31/25		Had to prescribe pen on an outpatient prescription in order to source for stat dose.  Received on unit at 1pm, and dose given.  Delay of 4hrs

TCP - dispensed the OP Rx as above. No stock of vials as requested on EPMA and waited for ward pharmacist advice as mentioned in datix above to amend the Rx to insulin pen. Ended up dispensing the OP Rx and the EPMA Rx was still waiting to be changed.				Network Services

		I17336		10/18/25		20:30		10/18/25		Patient admitted to ward skin checked and found MASD to buttocks and Cat 3 to sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/20/25		Skin cleaned dressing applied to sacrum skin bundle completed informed patient Datix informed sister in charge of the ward

TVN assessment on the 20/10/25- found to have Moisture lesion to the natal cleft .No evidence of pressure damage.  ward manager to be informed and incident requires changing.				Clinical Support and Specialist Surgery (CSSS)

		I17337		10/18/25		22:00		10/19/25		Pt presented with Grade 2 to the sacral area.		Pressure ulcer present on admission. Nil action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		10/24/25		Air mattress
Drssing
Regular Turns
TVN referal
Datix

20/10/2025 Tissue viability service assessment 

Referral received due to query cat 2/MASD  to sacral area Present on admission.

On assessment there is an area of 2 cm x 1.4 cm,  Category 2 pressure ulcer to the natal cleft, He has originally started as MASD to the natal cleft due to location and now appears to be a combination of moisture and pressure which Allan informed, he had not been moving around as much,  He has had this at home.

No sign of infection to the area

Allan can mobilise but due to feeling poorly is also resting on the bed.

Mattress in place with Hybrid pump now switched on.

Plan of care.

1) Put a pressure relieving cushion on the armchair.

2) ensure mattress and pump are checked and working correctly.

3) Dressing advice

Cleanse with Medi derma s PH Cleansing spray

apply Flaminal forte to the area, apply a thick layer, this can be applied following personal care or episodes of incontinence.( ensure applied at least twice a day  morning and evening)

4) 2 hourly repositioning advised and discuss with Allan 

5) update wound care plan and wound care chart

6) update purpose T and Nutritional assessment.

7) Referral to the dietician

Ensure the area is monitored for signs of infection or deterioration, if this occurs escalate to medical team and swab the area for c and s.

8) On discharge home, please ensure, medical illustrations is taken and referral to district nurses for wound care- pressure area management.

Refer back to tvn team if any concerns.		Pressure ulcer present on admission
Assessment complete in a timely manner and appropriate care delivered.		Clinical Support and Specialist Surgery (CSSS)

		I17338		10/18/25		22:00		10/19/25		Checked patient's skin and on checking, MASD was on the patient's buttocks. Barrier ointment applied and encouraged the patient to reposition regularly. TVN referral sent and awaiting Medical illustrations. DATIX completed within 48 hours.		All correct actions taken at time of incident.
Staff reminded to check that bed pumps are insitu and working		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Barrier ointment applied.
TVN referral sent.
A/W medical illustrations
Datix done within 48 hours.  

20/10/2025 Tissue Viability Nurse

Referral received for MASD to buttocks.

Visited Ward 12 to review patient. TVN Helen Meakin also present during review. Handed over verbally to W12 RN India. 

On examination: 

In bed on her back, mattress pump in situ though switched off. Pillow beneath her bottom. Wearing her own clothing. Not able to roll onto her side for examination due to discomfort from abdo drain, but was able to get out of bed easily and stand at bedside for assessment. Has pressure cushion on bedside chair for when she sits out. 

Patient reports mattress pump not working therefore had been switched off. She dislikes mattress and prefers to sit on the pillow because this feels softer to her. Explained that mattress is intended to be in contact with the patient and it will not work to redistribute pressure effectively if pillow etc is placed between patient and mattress. Discussed that the most effective way to protect from pressure damage is regular movement, if she is not able to lie side to side she can elevate each hip in turn using pillow beneath sheet to a 30deg tilt, and also she needs to regularly spend time out of the bed either walking around or sitting out in chair on pressure cushion.  

To the inside of both buttocks, she has red excoriated skin with some superficial areas of skin loss, appearance of MASD. Surrounding skin is normal in appearance and texture. No signs of infection. 

Patient reports when she was unwell in previous few weeks she had problems with urinary incontinence where she was unable to reach bathroom quickly enough. Not a current issue for her, she is continent and has been able to get to the bathroom. Using barrier cream currently and applying each day. 

Plan of care: 

To MASD at buttocks: 

Apply Mediderma barrier ointment each day after washing and drying skin

Reapply after cleaning and drying skin following any episode of incontinence. 

Nursing care:

Please obtain working mattress and pump for her bed and utilise these

Continue with regular skin checks and repositioning and document on SSKIN bundle

Please refer to DN on discharge for ongoing skin assessment and care		Staff to check and ensure that bed pumps are working.		Clinical Support and Specialist Surgery (CSSS)

		I17339		10/18/25		14:00		10/19/25		On attempt to disconnect TPN line from PICC - Component of IVI line A broken within lumen - preventing further access and sterile appliance of a green chlorhexidine bung				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		out of hours services - unable to contact procedures team 
Unable to manipulate component out of lumen 
Secured lumen within sterile pack 
Cannulation for ivi access 
Request team to step down TPN management to reduce risk of infection 
For removal of PIcc 
? disconnection technique		staff reminded to ensure PICC line is accessed correctly		Clinical Support and Specialist Surgery (CSSS)

		I17340		10/18/25		15:00		10/19/25		Medical bank nurse supporting ward on early shift
Whilst by the bedside I overheard the patient's family report concerns of new oxygen demand, confusion and RR to nurse, Who was unsure the reason for this. Est time 15:00pm
I escalated this to clinical fellow and review of News - 11:00am observations not escalated ( News 5 / 3 - in one parameter)		action was taken at the time by the nurse in charge who spoke to the nurse - reminded her of the correct escalation process		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Asked individual why this was not escalated - expressed that they thought escalation was only required if a news of 6 
reminded staff of correct escalation 
- review of bloods / fluid balance / bladder scan/ CBG/ medications ? opioids / confusion screen				Clinical Support and Specialist Surgery (CSSS)

		I17341		10/18/25		13:00		10/19/25		Pt admitted to AAU by ANP, no senior review completed (or documented), discharged same day, no discharge summary				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Finally approved		No Harm		No harm		10/29/25		Discussion with treating consultant

20/10 - CSSS Governance; A Med-Onc Pancreatic patient. Incident referred to NWS HPB service manager ?why Pt didn't get a senior review.

Im closing this incident as patient was a self discharge with the agreement that they returned the following day, this was overseen by Consultant on call as it was a weekend admission.  Patient would not at this stage require a discharge summary as patient returned as agreed and is still an inpatient receiving treatment.		None identified		Network Services

		I17360		10/18/25		05:30		10/20/25		INCIDENT REPORTED BY MFT: - Patient was for emergency radiotherapy on 17/10/2025 in Christies hospital for the 1st slot 
- Patient booked for transport early in the morning and left unit with CSW staff escort at 06:30 in the morning. 
- She was transferred to a ward after reaching Christies
- The radiotherapy has taken place only around 17:00 and throughout the day patient had to wait in Christies during this time. 
- At 19:00 CSW staff called ward to say Christies will not book transport				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hawkes,  Iain		Finally approved		No Harm		Low harm		10/21/25		- Transport booked by ward staff promptly in the morning and for return
- Delay in treatment and transport has caused severe distress for patient and family and when returned on ward had to have PRN medications for symptom management				Network Services

		I17565		10/18/25		09:00		10/27/25		Platelet unit ordered for the patient, not used and wasted.

Donation number: G072 425 046 769 K		to monitor incidents for any other issues		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Unit discarded.		Alertive to always be used between the lab and ward team		Network Services

		I17676		10/18/25		00:00		10/30/25		INCIDENT REPORTED BY TCPC : 
Patient returned from CCU without any clinical handover doctor to doctor.
Information pieced together from drug chart, nursing handover.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						datix submitted				Clinical Support and Specialist Surgery (CSSS)

		I17726		10/18/25		08:00		10/31/25		Ordercoms number 9287448 & 9387449 - Requested by Louise Knox.  High Risk label on Biochemistry sample but not on the FBC.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Rejected		No Harm						Error logged, booked in and added yellow HR labels and processed both samples as High Risk				Clinical Support and Specialist Surgery (CSSS)

		I17342		10/19/25		00:00		10/19/25		it was handed over thar pt has C2 from old soft set which has been removed and there is dressing on it.  family member showed me the picture 0f it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral done and is for 20/10/2025. is for MEDD ILL for tomorrow. 

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for wound to abdomen following removal of SoftSet for routine replacement.

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own nightwear. Needed minimal assistance to move in bed and remove/replace clothing in order to enable examination.

1cm x 0.5cm irregular shaped wound to her lower L abdomen. Wound bed is entirely white/yellow slough. Surrounding skin is normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage.

Plan of care:

To sloughy wound on lower L abdo:

Clean with normal saline

Apply Flaminal Forte to sloughy area

Apply Kliniderm foam border dressing

Change each 2-3 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17343		10/19/25		12:06		10/19/25		request placed for mscc treat and return, if pt not able to be transferred before 12pm could come following day.
pt arrived in xrt dept just before 12pm, bed on w10.
pt has arrived with no handover from AMU at MRI hospital, no escort and unsure if pt has return journey booked.
W10 will get handover from paramedic crew and ask about a reference number.
tried to call bed manager for repats and tertiaries and also amu at mri but no reply/response.
DMOC informed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Safety,  Patient		Incident being managed locally		No Harm						Christie staff creating transfer request for this patient did specify that the patient should attend with an escort and handover, and stating that transport should be booked by the ward the patient attends from.				Network Services

		I17344		10/19/25		11:21		10/19/25		Due cytarabine BD, no SACT delivered for 20/10 6am dose from trials; changed on IQemo from 'accepted' to 'shipped at 11.21', attempted to ring baxters and trials pharmacy to see if someone present who could help with the issue,  haem reg aware, on call pharmacist contacted for guidance, unable to give cytarabine in accordance to Iqemo prescription, patient aware of large gap between doses,		20/10 - Staff escalated to relevant medical team, pharmacy team made aware so chemos arrival could be prioritised for Monday morning. Ward manager spoke to trial pharmacist and an agreement was made with ward pharmacist that baxters would be asked to provide the Monday morning chemo on a Friday evening in future.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Brennan,  Naomi		Incident being managed locally		No Harm		No harm		10/20/25		On call pharmacist contacted for advice, haem reg and patient made aware				Network Services

		I17345		10/19/25		23:00		10/20/25		At 23:00. Skin assessment conducted. Suspected Deep Tissue Injury (DTI) noted on the bottom.
Assessment: This appears to be a new development; no prior documentation or observation of this condition noted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		No Harm						Escalated to the Senior Nurse in Charge on Ward 14. Patient repositioned safely in line with care plan. Pillow placed under affected area to offload pressure and prevent further skin damage. Patient's pressure-relieving bed pump is being monitored to ensure optimal function.
TVN comment: Not appropriate to review as she is too unwell and on end of life pathway.				Clinical Support and Specialist Surgery (CSSS)

		I17427		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		as per reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if their medicine has been re-dispensed.
Emailed the team and received a reply to say they will contact the patient to review.		Patients do not collect medicines from royal mail collection centre		Network Services

		I17429		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare Team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if the patient has had their medication re-dispensed.
Patient has picked up a further 3 cycles since.  Team made aware		Nil		Network Services

		I17380		10/20/25		12:00		10/21/25		A tumour block transferred to central lab for a clinical trial was not returned and, investigation revealed, has been 'discarded'. There is no evidence available to say that we gave permission for this to occur (at this time).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/21/25		Originating hospital were informed. Internal records updated.				Research and Innovation

		I17391		10/20/25		18:30		10/21/25		TSRT9 level 5 4k cf1d md12i
Radiotherapy prescription dose/# different to that on referral form and OP annotation with no updated information as to rationale of change/confirmation of change in dose/#
Patient attended for treatment (target patient) but no treatment delivered as clarification from clinician could not be sought.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Clinician was contacted at time of data prep when discrepancy between px and referral found and asked for annotation/clarification via email with no response
Patient attended department for first # of radiotherapy. B7 and B8 alerted 
B8 discussed with clinician via switch the issue and to seek clarification of whether to proceed on current plan however unable to confirm. 
B8 updated patient and apologised for delay and to attend the next day following confirmation of treatment plan 10# or 15#				Network Services

		I17367		10/20/25		12:48		10/20/25		21mls drug infusion
Started feeling faint/ 'Stars' in vision
Started coughing as was part way through eating which had now gone down incorrectly.		Actions and result of actions taken	
Infusion stopped
Emergency call bell actioned
Cold cap removed
Colleagues in attendance including Doctor
Hydrocortisone administered
Obs taken and stable
Further obs showed decrease in BP 250ml saline actioned.
all symptoms Settled within a few minutes.
Obs remained stable discussed with ORTC medical team to re-start as per hypersensitivity rates.
Patient fully aware of events, Will inform medical team via email and complete IRF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Drug stopped
Emergency buzzer called
Colleagues in attendance
Cold cap removed
Hydrocortisone given
Obs taken and recorded
Noted BP drop in later obs IVF commenced		Actions taken quickly - patient came to no harm.		Network Services

		I17368		10/20/25		19:00		10/20/25		**extravasation - no option to choose this
Patient had iv thiamine running through cannula to right hand - patient buzzed and reported some pain. Infusion stopped, hand appeared to be swollen around cannula site.		learning identified and to be added to next LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Tried to aspirate with 10ml syringe but unable to aspirate anything. Got extravasation kit and followed protocol. informed NIC, removed cannula. applied cold pack following guidelines, drew around the swelling site. explained to patient what had happened and elevated hand. Informed doctor on call for advise and to come and review.		to maintain good IV access, make sure careplans are being updated to ensure IV access is not being used post 7 days and following extravation protocol.		Clinical Support and Specialist Surgery (CSSS)

		I17369		10/20/25		18:00		10/20/25		2x oxycodone instant release capsules found in a cup on a epma trolley. Notified NIC. Spoke to nurse who had patient taking oxycodone IR capsules, confirmed that was what the capsules were. 
Wasted alongside nurse. Marked in CD book. Count remained correct despite drugs found. Concerned that a) CD drug discovered on ward, b) that potentially patient missed a dose, as count was correct, so drug was signed out and needed to be given to patient but wasn't				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Expiry date - passed/omitted/wrong		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/28/25		Escalated to NIC. Checked that it definitely was the drug. Safely wasted the drug.				Clinical Support and Specialist Surgery (CSSS)

		I17370		10/20/25		19:00		10/20/25		TSRT 9 level 3 13L, SB 13hh, MD13AA, CF1a,1b,1c,2c
Patient was initially set up (brain) with extension on harmony bed, origin position set but then realised after CMA moves loaded but before sent that the patient needed to be set up without extension on bed, patient reset up without extension on bed however the Harmony workflow screen was not reset so when the CMA moves were sent this resulted in an incorrect start position on the software resulting in the scan being taken at an incorrect isocentre position.

This was picked up on XVI scan as notable discrepancy in the sup/inf (longitudinal) direction

Patient reset up and rescanned.Apologised to patient and explained the set up was incorrect. Patient was very understanding				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Staff informed B7.
Repeat image authorised.
Apologised to patient.
Reset up and treated accurately.				Network Services

		I17371		10/20/25		16:30		10/20/25		Verbal abuse to nursing student by patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Abuse to staff from patient		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		NIC witnessed end of situation, patient flung sats probe towards the student, mouthed 'stupid b****' at her. Student said the patient asked her to throw away rubbish from his table then became upset and asked for it back.
NIC asked patient to stop speaking inappropriately and took student away from the situation, immediate debrief and support provided by supervisor and ward team.
Discussed again later on with patient to reiterate this was unacceptable - he apologised and asked to pass the apology on to the student, he stated he felt unwell today.				Clinical Support and Specialist Surgery (CSSS)

		I17372		10/20/25		12:10		10/20/25		Unwitnessed fall, patient fell out of bed, landed on knees. No footwear or socks on. Patient reports to have hit head. Pt safely got up out of bed with assistance of staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Learning response required		No Harm		Death				CBG checked 
NEWS2 checked 
1:1 nursing care put in place 
CBG checked
Medical team notified 
Family aware				Clinical Support and Specialist Surgery (CSSS)

		I17373		10/20/25		22:00		10/21/25		Stat oxycodone prescribed for pain as could not yet a subcutaneous PRN (prescribed 6 hourly). 
Stat oxycodone prescribed as oral, administered the same dose as subcutaneous in error.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Doctor made aware. 
Subsequent doses prescribed as subcutaneous. 
Datixed				Network Services

		I17374		10/20/25		00:00		10/21/25		TSRT 9 

Table compensation loss occurred due to other interlocks. 
Additional 2DkV pair imaging required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR aware, B7 informed and additional imaging authorised prior to exposure.				Network Services

		I17375		10/20/25		13:45		10/21/25		TSRT9 / EL3 / 13Z / CF1C / MoD 13I / SB 12C 13HH
Upon CBCT acquisition, radiographers realised that the incorrect pre-set had been prepped and used for acquisition.
4D M20 Abdo pre-set was used instead of a 3D.
The dose difference between the presets is an additional 0.1mGy. This is non-reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Radiographers escalated to band 7 during acquisition.
Band 7 reviewed image as it was still clinically useable.
The pre-set was immediately corrected afterwards in the imaging field.

Discussed with the treatment radiographers the importance of pausing & checking the image preset prior to initiating acquisition.
Also discussed with the radiographer that completed the image prep, had not intentionally chosen 4D preset & knew standard 3D was correct.				Network Services

		I17376		10/20/25		16:00		10/21/25		Patient due 1 pool plts. Arrived on ward checked with porter nil issues noted. Went to do bedside check with second checker and when we went to hang the bag noted ?small blood clots in bottom of  plt bag. Did not start transfusion (although on CWP care plan could not override this section).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Transfusion incident		Contamination		Component/product contaminated		Stansfield,  Emma		Incident being managed locally		No Harm						Returned pool to lab. Lab did not think any issues but re issued a new pool. Pool transfused with nil issues. Traceability completed on CWP and datix completed. Nil harm to patient and nil products wasted.				Christie Pathology Partnership

		I17393		10/20/25		12:00		10/21/25		Daily crash trolley checks not done				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Dawidpaluch,  Caroline		Incident being managed locally		No Harm						Check performed on crash trolley following day, relevant staff notified				Network Services

		I17346		10/20/25		06:50		10/20/25		Patient expressed discomfort at sacral area upon examination C2 formed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Incident being managed locally		No Harm						dressing applied Purpose T updated

20/10/2025 Tissue Viability Nurse

TVN service review following DATIX submitted reporting PU to buttocks.

Attended Ward 15 to review patient. TVN Helen Meakin also present during consultation, as well as patients spouse who was present throughout at his request.

On examination:

Lying in bed on his back, on a dynaform pro mattress with pump in situ. Wearing his own nightwear. Noted that he was sitting on several folded towels and a stack of dry patient conti wipes – wife explained that this was due to pain in his bottom and they were using these to make it softer for him to sit. Myself and Helen explained that the mattress surface is intended to be in contact with the patient and explained how it works, demonstrated the alternating air cells. Mattress pump switched from ‘firm’ to ‘medium’ which improved his comfort level. They agreed not to put towels etc underneath pressure areas.

NS report that he is continent at present, using urinal bottles/bedpan with assistance.

Initially he had declined an assessment of his skin as he wished only males to do this – escalated to WM Alice who will speak to other wards to facilitate male staff for personal care, skin checks, repositioning throughout today, and will also look at night staffing. Medical Illustration contacted by TVN and will send a male photographer later today as Mr Kamran not happy for female photographer who attended this morning.

As he was uncomfortable and sheets were creased, myself and TVN H Meakin asked if we could reposition him in the bed, which he agreed to. Sheets changed and moved up the bed using a slide sheet. After this, he said that he would be happy for us to see the wound on his bottom, which we examined in presence of his wife.

At the top of his inner buttocks, areas of irregularly shaped superficial skin damage to R and L side, in ‘kissing’ pattern. Appearance of Moisture Associated Skin Damage. No pressure damage visible at buttocks or sacral area. Did not consent to further skin checks at this time so other areas not visualised.

 

Plan of care:

To MASD on buttocks:

After washing and drying skin, apply barrier ointment to area of damage, and to surrounding skin at risk of MASD.

Following any episode of incontinence or if any other additional moisture, clean and dry skin and reapply barrier ointment.

Please obtain medical illustration when possible today, and repeat each 7 days.

Continue to use air pro plus mattress.

Continue with 2-hourly skin checks and repositioning.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17361		10/20/25		15:45		10/20/25		Noticed patient had cuts beneath their chin prior to fitting. 3 point beam directional shell used for treatment. Once shell had been fitted, it was identified that it was the mask potentially causing these cuts. Confirmed this with patient also as they stated they did not harm themselves outside of department. Shell made at Salford				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		10/28/25		Confirmed with treatment superintendent radiographer that mask was cause of the cuts beneath patients chin. Patient was happy to receive treatment at this time with mask in current shape and form and agreed to have mask reshaped and smoothed near affected area of chin to avoid this issue with future treatments.				Network Services

		I17359		10/20/25		08:30		10/20/25		tsrt9 level 5 5a cf1d md11a
Discrepancy noted at radiotherapy planning checks between 3 documents on CWP dated 3.10.25. Incorrect laterality had been highlighted and corrected at a previous stage. However, previous SACT, treatment history and staging were inconsistent with prior CWP entries. Incorrect laterality and treatment history duplicated on Patient Letter entry of the same date. Correct treatment history and laterality for the right breast documented correctly on Outpatient Clinic Outcome note.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5A Completion of referral for treatment (including incomplete referral or insufficient data or failure to communicate referral)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Highlighted the discrepancy to consultant's secretary via email and asked for correct documentation to  added to CWP - Outpatient annotation and Patient Letter entry to be updated. Christie Clinic patient.				Network Services

		I17363		10/20/25		14:25		10/20/25		Enteral tube type confusion - nil (medical) annotation of xray review.
Ward staff advised treating NGT as NJT - nil indication of Xray or medical review to support this - unclear where or by whom this was communicated.
No NJT monitoring chart at the bedside - NGT monitoring chart has only X1 record documented from 17/10/2025 - despite reference to checking aspirates
Nil evidence in medical notes of review of xray carried out 17/10. No evidence therefore that the tube tip is gastric vs jejunal				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						High risk ward staff have been using a NGT as NJT, not gaining or monitoring aspirates and therefore not monitoring safe gastric position. Could have precipitated a never event.

Patient declining feed, but nurse annotations on 18th/19th/20th clearly state NGT administration of medications - this does not correspond to verbal advice and handover annotation that tube was reviewed as NJT. Nil supporting documentation of aspirate monitoring to state safe to use NGT.

Discussed with PA agreed to treat and manage tube as NGT today, if on going issues to then reconsider need for formal NJT tomorrow.

Ward staff aware of need for bedside NGT monitoring chart and to record every aspirate both failed and successful.

Ward manager has removed reference to NJT in nursing handover.				Clinical Support and Specialist Surgery (CSSS)

		I17364		10/20/25		13:30		10/20/25		Contacted patient to pre-asses prior to chemotherapy tomorrow and she informed me she did not received her desensitising medications that she has to start today prior to her chemotherapy tomorrow. She is unable to collect them and does not have anyone else to do so either. She was told last week on the unit that they had not arrived from pharmacy and they would be posted out to her but they were not. 

PostedMeds (added to enable identification of similar incidents)		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		I apologised to the patient for not receiving them and informed her that unfortunately she would not be able to have her treatment tomorrow without having taken these medications. 
I consulted with pharmacy and a PEF on the unit and the plan was to defer the treatment until the patient had received the medication and had time to take them. The patient has asked to be deferred by 1 week so coincide with a clinic appointment with her team next week. 
I have deferred the script, asked pharmacy to post out the medications using our cost code and emailed the schedulers to give her a new treatment appointment

Pharmacy - as per the attached prescription, the patient was due for treatment on the 14/10, on ward 3. The medication was collected by a member of staff (see attached sign out sheet), at 10.44am (3 hours and 16mins before the patient was due treatment), along with medication for other patients who were due to receive medication on ward 3. 
Was there a reason the patient was not handed the medication then, instead of needing it posted out? Also, the prescription came back down to TCP on the 21/10, to then be posted out. However, the patient should have been given the pre-meds when they attended for treatment on the 14/10, as the were on the ward at the time. Transferred over to handlers at ORTC/W3		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		Network Services

		I17365		10/20/25		15:00		10/20/25		Patient on AACU booked for nephrostomy insertion, blue radiology care plan sent up to ward specifying IV access required for procedure.
Patient brought down to IPU radiology by radiology nurse as no porters available- blue radiology careplan had been left completely blank by ward staff and patient not cannulated. Caused significant delay to start of procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						Pre-procedure checklist completed by radiology nursing staff and US Guided cannula inserted by radiology nurse to allow sedation to be administered during the procedure.				Clinical Support and Specialist Surgery (CSSS)

		I17356		10/20/25		10:30		10/20/25		Wrong Details put onto CWP		Staff member realised this at booking in and re-requested, they asked IT to amend the report.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Asked IT for redaction.				Christie Pathology Partnership

		I17353		10/20/25		12:00		10/20/25		Patient arrived with hickman line not being flushed or bloods taken 3 weeks from the date of today according to him. I rang day unit to ask for advice and manager coordinator Ruth told me to proceed using the line, After following the guidelines and cleaning the area, when took out the dressing I noticed the line was bend so was decided and consent to not put a plaster as it needed to be straight, as I draw back first nothing was coming. However, when I tried to flush the line popped.		HCA referred to OH
Line removed from IPU		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Virology incident		Virology incident		Safety,  Patient		Incident being managed locally		No Harm		No harm				Escalated to Manager Hanna and was told to ring IPU in which I did and they ask to one of the nurses to fill a form so the line could come off. IPU came and clamp the line and after taking bloods peripherally patient went to IPU to get the line removed.
I am not sure if I should get bloods done immediately, I took a shower straight after it happened, it didnt came in my eyes but was in my face slightly, I washed straightaway		30/10 - appropriate steps and precautions taken  IPC measures were in line with policy, and to refer to stoke (Royal Stoke University Hospital) to haem outpatients to review incident and their practice in assessing lines.		Network Services

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities

		I17350		10/20/25		06:00		10/20/25		Nurse reported needle stick injury post administration of insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/28/25		Night staff handed over to day staff needlestick injury occurred on night shift ?escalated to duty manager overnight. 
Nurse washed injury site at the time 
NIC consulted policy on HIVE
Bloods taken from nurse 
Drs updated and asked re capacity as patient confused under 1.1 supervision - to review today and ask consent for blood sampling if possible/appropriate 
Nurse given Occ health details to contact and NIC to send over risk assessment to OH				Clinical Support and Specialist Surgery (CSSS)

		I17351		10/20/25		09:59		10/20/25		The patient attended outpatients for their appointment. No Request for a BSL Signer was sent to the interpreters email to request a BSL signer for the appointment. Received a call from the consultant in the department to say that the patient is in the department and awaiting a signer. I checked on Care flow to check whoever made the appointment should have sent a request for a BSL Signer. The member of staff who booked the appointment no longer works at the trust		- Unable to address error as staff member no longer at the trust.
- Reporter acted urgently to arrange a last minute BSL via teams.		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Interpretation issues		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		The consultant asked if we could do it over a video link. I sent a request to our Interpreter providers who came back with a linguist over teams. I let the consultant know in the department, and gave him the link.		- All interpreter request are shown in the outpatient outcomes. It is vital to be vigilant and book as requested for the next appointment to avoid situations such as this.
- Patients have active alerts on Careflow to highlight communication issues.		Network Services

		I17348		10/20/25		05:30		10/20/25		Attended to a noise heard from Janet's room. Found Janet sitting on the floor stating that she had slipped while trying to go to the bathroom. Pt had taken off anti slip socks, these were at the end of her bed. Observations recorded, Blood glucose taken 6.8mmols, GCS 15/15.Medics made aware and attended to bedside within minutes. Janet denies that she had not hit her had and had just slid on to her bottom. Patient denies any issues or pain just wanted to get back bed.		72 hours review completed.
Staff followed SLIPS, TRIPS AND FALLS POLICY. 
Medical reviewed: no head or any injury. 
Actions to come out of falls thematic review.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/21/25		Observations and blood glucose recorded. 
Medical team notified and reviewed.
GCS monitored.
Reassured patient.		Staff followed SLIPS, TRIPS AND FALLS POLICY.  Reviewed by medical team; GCS and NEWS performed; datix completed; care plans including falls and bed rails done.		Network Services

		I17503		10/20/25		17:07		10/24/25		Patient received a unit of RBC’s and the pre transfusion vital signs were completed one hour and 12 minutes prior to its commencement
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.		To escalate with ward manager
To follow up with transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		Reported to transfusion practitioners		NEWS and vital signs are to be completed accurately and on time		Network Services

		I17504		10/20/25		15:15		10/24/25		Patient received a x bottle of Albumin and the request number was documented instead of the batch number. 

Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/24/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04K049411				Clinical Support and Specialist Surgery (CSSS)

		I17459		10/20/25		16:50		10/23/25		Received a referral in the inbox on Monday 20th October from secretary. the email stated "Hi Gerben
This letter was on my desk on my return.  I’m not sure if you’ve already seen it or not, it does not seem to have been Christie registered yet it is a referral.
Please advise what you would like me to do with it."
Letter was dated 11th August and was not added on. Not sure if referrer sent it late or if was seen late.		- Secretary queried with consultant.
- Referral team processed urgently due to delay.
- Datix was submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Registered and actioned the referral as urgent and confrimed to the secretary that it has been added on and a DATIX has been done.		- Do not send referrals to the Christie via post.
- All external referrals should be sent via email to the-christie.new.referrals@nhs.net		Network Services

		I17451		10/20/25		10:50		10/23/25		Patient developed an urticarial rash approximately 10 minutes following the completion of a platelet transfusion.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/23/25		Medical review sought and chlorphenamine administered IV with effect.				External Other Trust

		I17456		10/20/25		12:51		10/23/25		Incorrect DOB on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17470		10/20/25		08:42		10/23/25		This patient's referral was triaged to a consultant in May 2025, and this patient's referral was then discharged from that consultant, and re-directed to another consultant, and this patient referral had still not been accepted, or appointed, nor had their referral been discharged in October 2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Forwarded email from Support Manager to my Deputy Service Manager to investigate and respond

RP - SM for DG1 to review -  It looks like this patient remains unaccepted so in a received state which would mean the patient has been sat on the consultant list without action. Bookings would have only seen this if it was accepted with comments added.
Please can you review ASAP and action. Then a plan on how these are managed going forward.

New Referrals raised datix as requested.				Network Services

		I17721		10/20/25		00:00		10/31/25		TSRT 9 
#8/10 electron
Picked up during switch on that only 1/3 calculations had been completed by a B6+, should be 2 as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11U Identification of responsible staff (appropriate training, competency, entitlement)		Shardlow,  Jemma		Incident being managed locally		No Harm						- B7 informed. 
- Calculation checked and correct.
- Proceeded to treat. 
- PDF document amended. 
- Discussion with staff involved. 
- DATIX submitted.				Network Services

		I17599		10/20/25		11:00		10/28/25		tsrt9 level 5 4i sb4b cf1d
paediatric patient from Ireland referred for CSI radiotherapy. Patient and family asked to attend the christie hospital for pbt planning asap prior to MDT meeting. At consultation family where informed that there was a query regarding weather patient was standard risk or high risk prognostic group. Depending on the grouping this would change treatment pathway. Family consented to pbt prior to MDT. MDT decision high risk so indicated chemotherapy not pbt.				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor / Oesophagogastric Research Team						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4I Choice of other concurrent treatment or interventions and their sequencing or timing (including patient selection criteria or referral criteria not met)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dad informed via phone call in Ireland by consultant after mdt. Arranged to have a meeting with consultant, Irish consultant and Family following day to discuss. Second radiology opinion sought from RMCH who did not agree with MDT decision and on balance of probability patient was to be treated as standard risk. Communicated this to family and planning scans delayed by 1 day.				Network Services

		I17486		10/21/25		10:30		10/23/25		Asked to speak to patients friend /NOK on the phone by IPU admin as she was concerned that patient  hadn’t showed up for her booked pre assessment appointment at 3 pm today to prep for her booked Nephrostomy Procedure on 23.10.2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Cox,  Margaret		Incident being managed locally		No Harm						Patient  was unable to come to the phone. Her friend described her as semi responsive and too unwell to come to hospital anymore. I reassured her friend I will try to get a plan in place and ensure patient  was reviewed. My concern was to establish urgently if this was because of her Hydronephrosis( moderate on discharge 2 days ago) or was she now approaching EOL? I noted Macmillan had tried to speak to Med reg earlier today.

16:47-Rang Consultant to discuss case and ask for advice was asked to ring Med onc Reg on call.
16:48- Allertive sent to Med onc on call -Message sent outlining concern re non attendance of appointment and unresponsiveness. Explained she hasn’t seen her Gp this week has severely deteriorated plus her bloods are trending severely downwards. I asked for advice.
17:30- I then called the GP practice to ask for an urgent visit to establish if we needed to expedite her appointment as the GP hasn’t been to review in approximately one week so I called the practice to request an urgent visit to establish if she needs to come in sooner or indeed focus on comfort measures. I left my mobile number, and they agreed to call me back.
17:39-Telephone call to DN team who know patient well. They said she is now approaching her final hours of life and is no longer appropriate to come to the Christie. Macmillan have called the Christie to discuss pain relief increase. The DN team also agreed to call her GP. DN team attend daily for syringe driver oxycodone. Carers QDS and her friend was staying 24/7.

17:44-Subject: Nephrostomy request message 
Sent To:  to Consultant re all of the above asking if we should cancel her request or not?
17:57-Response from med reg on allertive -explained she had to attend to a poorly patient. Explained she  had spoke to Macmillan this am and that she planned to  review her when she came in today at 3 pm. I then suggested we speak in person as it was urgent. Call initiated – I explained the above situation and the fact I needed to know what to do and unfortunately cwp had no plan outlined re 3pm assessment and nothing was communicated to Radiology. The Doctor explained patient  was not semi-responsive earlier today and she was concerned about her and stated she really needs to come in asap.I was then asked to ring the hotline to arrange admission but I asked if the Doctor could take over at this point. She agreed to ring the hotline to arrange blue light ambulance and admission.
 
18:18 HOTLINE call -called NOK due to altertive from MED onc to say patient needed urgent blue light ambulance arranging for nephrostomy ? ureamic encephalopathy patient semi conscious spoke to GP who was in attendance with Patient doing palliative care home team visit patient deteriorated ? app EOL GP feels comfort measurements are the priority at present GCSF 15 doesn't feel she has ureamic encephalopathy, feels not appropriate for her to come to the Christie patient has community teams in place, macmillan team and DN involved in ensuring comfort goals are met GP is going to discuss with patient and NOK goals for comfort SPR informed and happy with the plan
18:20-Still no reply from her GP at this point.

22.10.2025-7.58-Message response from  Consultant-Subject: RE: Nephrostomy request 
Sent To: Radiology Nurse
 It is very sad to hear of her decline. I believe the procedure should be cancelled for now though I think this query should be redirected to the medical oncology team  since patient  was being considered for 2nd line chemotherapy.
22.10.2025-7:58-Hi Dr ,
 I have been messaged about patients  decline. She was due to come in for nephrostomy change but is too unwell.
Based on this I believe she will not have second line treatment . She was supposed to be going back to med onc clinic on 28th for consideration of this.				Network Services

		I17455		10/21/25		12:34		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Samples should be properly labelled before sending to the lab		Network Services

		I17465		10/21/25		12:00		10/23/25		TSRT9/level 5/13F/CF1c/SB13F/ MD 13f

Left Breast #4/5
Pt for cardiac monitoring.
Radiographers did not wait for Medical team to arrive to monitor pt prior to switching on beam.
1 XRT beam delivered prior to starting monitoring.		monitroing in place for second beam
no harm to patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Pt checked by medical team and monitoring switched on for 2nd beam.
Pt medical review following XRT.
Pt clinically well, no concerns regarding pacemaker.
Medium risk on cardiac risk categorisation 
Radiographers educated on importance of following departmental procedures.		follow policy		Network Services

		I17493		10/21/25		17:50		10/23/25		Patient had a Cholinergic reaction to irinotecan; sweaty and stomach cramps		Symptoms resolved - treatment continued.

Will email team to change duration of treatment to 1hr30mins and to have atropine as default not optional..

Safety netted patient with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped treatment and administrated 0.25mg atropine		Nurses are all taught on UKONS how to treat this reaction.		Network Services

		I17514		10/21/25		15:36		10/24/25		Incorrect patient letter attached to an overseas patients email to request the immigration share code. I have attached the email and attachment to this datix.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Bryan,  Dwain		Finally approved		No Harm		No harm		11/5/25		Raised to management and completed Datix.		To be more careful when attaching files to emails.		Network Services

		I17394		10/21/25		15:40		10/21/25		TSRT9/ EL3 / 13I / CF1a CF1c / MoD13BB / SB13aa SB13ii

Offline review #1-3 stated to repeat imaging for remaining 2#'s.

Resetup required #4.
B7 did not realise resetup #1 meant that more than 2 additional KV images had been acquired over the 4#'s treated currently.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Whilst annotating additional image note B7 realised additional imaging exceeded 2.
Clinician emailed for authorisation.
Ensured annotation input from clinician before next treatment/image due.

Spoke to radiographer that completed offline review. It should have been escalated at the time of offline review that additional imaging due to resetup #1 would exceed 2 over the course of treatment.				Network Services

		I17395		10/21/25		11:50		10/21/25		Whilst checking on the patient it was noticed that his hands and palms were red.  He then reported that he felt hot and nauseous.  On closer examination his chest and upper arms appeared blotchy.		treatment stopped Chlorphenamine 10mg, administered under PGD
Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken
patient reviewed by acp J Booth;

- iv paracetamol and metoclopramide given after rescue medication.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		chemo stopped; clinical observations were taken; rescue medication given ( 10mg piriton and 200mg of hydrocortisone).  Unit acp was notified to review patient and give plan of care.				Network Services

		I17396		10/21/25		15:50		10/21/25		TVN review - classed C2 pressure damage				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Langstaff,  Alexandra		Incident being managed locally		Low Harm		Low harm				Nursing staff referred to TVN on identification of damage blister/C2 to left heel
TVN reviewed and classed as C2 and advised ward staff to datix. 
L heel blister was present on admission - NS state has burst during admission.
Also has blister to R heel and C1 marking to thigh ?from catheter.
Currently hoisted astx3, nursed in bed majority of the time, high BMI, lymphoedema. 
Added to turns chart and nursing handover, heel pro boots in situ, added to SSKIN bundle, medical illustration taken yesterday.				Clinical Support and Specialist Surgery (CSSS)

		I17397		10/21/25		08:20		10/21/25		Patient had a fall by M&S this morning, as I just happened to arrive a nurse was already helping her. I fetched a wheelchair and when the patient felt ready the nurse and I helped her into the chair and I brought her up to radiotherapy. She informed me her legs 'just went' and this has happened before.				The Christie NHS Foundation Trust / Other / Hospital Grounds						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		I passed this information onto the treatment staff on suite 2 and they agreed she needs obs and review as she knocked her head when she fell. The patient was happy with this plan				Other

		I17398		10/21/25		12:43		10/21/25		Patient had had 273mls of docetaxel administered as per hypersensitivity protocol due to previous reaction, complained of abdo pain radiating into back, lightheaded		Treatment stopped, appropriate medications given.  observations recorded, safety of the patient priority.
treatment re started, with further reaction.  treatment stopped 
 reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/22/25		Treatment stopped, observations recorded, 100mgs of hydrocortisone given under PGD, symptoms appeared to settle, pain improved. Reviewed by tACP, 1g paracetamol PO given under PGD.
Around 20minutes later patient reported symptoms returning, pain and nauseous. Further 100mgs IV hydrocortisone given. C/O chest discomfort - ECG completed and reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.				Network Services

		I17399		10/21/25		17:30		10/21/25		evidence of contrast on bolus tracking, scan triggered. Patient did not complain of pain during scan. PV scan suboptimal to checked patients arm after scan and there was evidence of extravasation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/29/25		apologised to patient, drawn around, cold compress given, picture taken, attempt was made to aspirate but very little came out. Checked images with HULA as patient was anxious over the diagnostic quality of the images. HULA assured repeat imaging with a new cannula was not required. 
Camera will be sent to medical illustration tomorrow, and will call patient tomorrow to check on status of swelling. No immediate concerns		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17400		10/21/25		14:00		10/21/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after.		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD
Patients symptoms then eased.

Actions and result of actions taken	
Sister  and staff nurse  first to attend, quickly followed by ACP and other ORTC staff.
Initial NEWS 9 (o2 89% = 3 using O2 = 3) - within minutes this had come down to 1 so outreach not contacted.

Nurse emailed team to prescribe desensitising medications for next treatment. Bloods and clinic booked for next week 27/10/25 so team can review prior to next cycle of chemotherapy.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after		More detail could of been documented regarding how many mls of treatment went though before he reacted and what the plan was regarding 
No updates on Iqemo to say that drug was partially administered.		Network Services

		I17401		10/21/25		16:00		10/21/25		RN needlestick injury after administering insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		Low harm		10/23/25		First aid to RN, washed and bled site 
Occ health referral made
Policy followed - patient low risk 
Escalated to lead nurse 
Bloods to be taken from RN and patient with informed consent				Clinical Support and Specialist Surgery (CSSS)

		I17402		10/21/25		19:00		10/21/25		TSRT9 Level 10J 5 SB10l 10J CF1c
Bladder pressure for abdomen belt not provided on scan sheet, assessment tab or patient site set up by pre-treatment staff. The ant Tattoo to belt measurement of 1cm that was provided did not match the 4cm difference on the acetate.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		Issues raised to superintendent.  Clinical judgment used to set bladder pressure with help from partial picture of pressure gauge from pre-treat on site setup.  B7 present for set up after and CBCT.				Network Services

		I17403		10/21/25		20:05		10/21/25		Incorrect Christie number entered on blood gas machine (patient KM). Unable to change number as machine had locked in result. Patient name deleted from test on gas machine- consequently test has not currently appeared on CWP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Digital Services / Transformation				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/30/25		Sample re-entered with correct Christie number (patient MW).

Out-of-Hours labs called. Confirmed they could also not see result on CWP. Not possible to add comment to result as it has nt appeared on CWP.

IRF submitted				Clinical Support and Specialist Surgery (CSSS)

		I17390		10/21/25		13:30		10/21/25		Cannula causing pain, 10 ml flush showed swelling when pushed slowly.		Extravasation managed appropriately, follow up call made, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Chemical		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/27/25		Infusion stopped 
Checked for flashback and flashback seen 
10 Ml flush used to check cannula, small swelling noted
Treatment clamped off and disconnected 
Aspirated cannula, blood seen.
Area marked and photographed with patient consent 
Flow chat D followed 
Heat pack applied for 20 min 
No swelling seen and area not red and patient expressed no pain. 
safety netted patient to contact Hotline A+E  if develops pain/ swelling or is concerned. 
Arranged to contact patient tomorrow AM to check on patient status.		Extravasation managed appropriately, follow up call made, no further issues reported.		Network Services

		I17388		10/21/25		14:00		10/21/25		Patient experienced symptoms like Warm and flushed during the Treatment infusion.		All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.
Treatment given
Medication given for drug reaction
Hydrocortisone 100mg, administered under PGD		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment stopped immediately. Clinical Observations were taken timely. All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.				Network Services

		I17405		10/21/25		14:00		10/22/25		94 year old admitted to IPU at 14:00 for excision of lesion of forehead under LA Plastics list. Known Type 2 on insulin. BM on admission unrecordable - high. Bloods (VBG) taken by IPU nursing team. Escalated to diabetic team (serum osmolarity, Christie Profile HBA1c requested) . Escalated to Plastics team and theatres. Reviewed by Plastics Registrar and 8 units of Novarapid prescribed. 
Second VBG taken - awaiting result. Plastics reg instructed IPU B6 to discharge patient as he "was stable".		Wider work ongoing regarding: who takes responsibility for surgical pts when their presenting issue is medical. Mr Oudit is in communication with Eva and Sekar regarding this. New SOP to be created in regards to the management of surgical patients going to medical.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Smith,  Lydia		Finally approved		No Harm		No harm		11/4/25		IPU B6 team disagreed with management plan and stated they were not discharging the pt.  

No results obtained from 1st VBG - results failure on machine. Escalated to IPU B7 (interviewing at time). 2nd VBG  - lactate 2.2 K+6.2  Glucose recorded as ?. Capillary BM recorded now at 32mmols. Ketones 0.6 on AAU machine. Plastics Reg stated he had consulted Surgical Reg on call and he would review these results. Plastics Reg left duty. Surgical Reg on call unaware of pt after being consulted by IPU B6. Management plan obtained from Surgical Reg on call - escalated to Consultant, escalated to CCU and patient transferred to AAU at 19:45 following further novarapid, calcium gluconate and IV fluids. BM 29.7 on transfer.				Clinical Support and Specialist Surgery (CSSS)

		I17377		10/21/25		08:44		10/21/25		TSRT9/ 13AA/ Level 5/ SB12G/ MoD 13I/ CF1c/
Systematic review not scheduled for after Ph2 #1 as per PR3.69.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 regarding no anno, proceeded to use 2D as per B7 authorisation
Systematic reviews scheduled correctly apart from missing post #1 as Same ISO as Ph1- incorrect process.				Network Services

		I17382		10/21/25		10:00		10/21/25		Out of date PPE Supply in the out of hours store cupboard by Department 40.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Estates and Facilities Department						Incident affecting the organisation		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Escalated to head of estate department.				Capital, Estates and Facilities

		I17383		10/21/25		10:45		10/21/25		TSRT9 / EL3 / 13I / CF1B / MoD 13BB / SB12C 13HH
Incorrect image preset selected at treatment prep stage.
Head and neck S20 should have been used, M20 selected.

1.7mGy dose from H+N M20 compared to 0.8mGy for S20, additional dose of 0.9mGy.
This is not reportable		The radiographer that completed the image prep has been involved in a similar incident regarding another image prep. They have been undertaking a lot of treatment preps recently & therefore this should be closely monitored. I have spoken with them about both incidents & educated them on the selection of appropriate image preset selection.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 after #1
Image preset changed in imaging field after assessing treatment volume on CBCT.

Discussed with treatment radiographer the importance of pause & check that appropriate imaging preset selected prior to initiating exposure.
Discussed with radiographer that had completed image prep, they believed an M20 would be better for TV visualisation inferiorly. Reviewed CBCT & discussed that S20 would still have been sufficient. We would standardly select S20 & then review if not sufficient to escalate for consideration of M20.				Network Services

		I17384		10/21/25		11:48		10/21/25		Patient had a rate increase retuxamab infusion. 
Second rate was given @ 692ml/hr instead of 112ml/hr due to human error, I incorrectly put the time in the pump and after correcting this did not double check the rate (which had been changed due to the automotive system on the pump). 
Communicated this to the pt who reported feeling well in self, he was understanding of the situation and was incredibly understanding.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Donovan,  Helen		Incident being managed locally		No Harm						Started treatment at increased rate @ 11:30, noticed incorrect rate @ 11:48. 
Stopped treatment and communicated to pt what happened and apologised. Checked if pt was feeling ok, which he reported he was.  Spoke to NIC TP who advised me to call the research team. Called CRN Joanna who said for me to keep an eye on the pt and repeat obs. Obs repeated and all ok, so go ahead with treatment.
Recorded timings and will record on SACT careplan and IQEMO				Research and Innovation

		I17386		10/21/25		10:00		10/21/25		tsrt9 level 5i cf1d md12a sb5i
PPM not acknowledged on booking form				The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Email to cardiac devices for more information
Phone call to Bolton cardiology for further information and highlight end of treatment check
Pacing dependent therefore treatment site switched to allow for monitoring

Patient Safety - please reassign not for R&B - is for DG1 as clinician would have completed radiothx form?				Network Services

		I17379		10/21/25		09:30		10/21/25		2 x surgical patients discharged from inpatient ward. Both required TWOC appointments on IPU. No booking requests sent and patients just arrived onto IPU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Dale,  Emma		Incident being managed locally		No Harm						Patients clinically required TWOC on the day of arrival onto the Unit and therefore patients had to be added onto the TCI for IPU despite already high activity for that day. TWOCS performed.				Clinical Support and Specialist Surgery (CSSS)

		I17411		10/21/25		16:44		10/22/25		Lab number 2666298. Incorrect hospital number on form. Sample rejected on synergy  accidently put -1 in CEA field.  -1 result wasn't realised until a day later.  Consequence result went over to CWP patient record.   Training error.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Incident being managed locally		No Harm						Error logged.  Fbc already on analyser so results remove from analyser - hadn't gone over to CWP. Serum removed before it went on analyser. Duty biochemist informed.  Results redacted from CWP.				Christie Pathology Partnership

		I17424		10/21/25		12:00		10/22/25		TSRT9/level 3/ 13L/ CF 1C/2C;/MD 13i/ SB 13i

*Patient set up to isocentre using SGRT then moves to isocentre applied again via CMA
*Geographical miss requiring repeat XVI
*Additional dose to pt =5.3mGy
*Non-reportable		corrected prior to treatment

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		*B7 called to review XVI
*Treatment radiographer realised error from imaging
*Repeat XVI approved
*Pt set up again
*Picked up due to daily imaging		staff to be aware and folllow protocol		Network Services

		I17416		10/21/25		16:35		10/22/25		Consultant surgeon - presumed needlestick injury from high risk patient during theatre case				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Staff		No Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Jones,  Tracey		Incident being managed locally		No Harm						Needlestick protocol followed. Reported to occupational health. Patient informed and consent obtained for bloods to be taken.				Clinical Support and Specialist Surgery (CSSS)

		I17417		10/21/25		13:30		10/22/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Come out of the room to image the patient. Patient in breath hold for CBCT and needed a break mid-scan. Interrupted the beam as normal at 14.6 degrees gantry angle. XVI returned a treatment error and give us the option to review the image as though the entire scan had been acquired (image due to end at 20 degrees). Patient therefore needed another CBCT.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Band 7 and engineers contacted. Engineers photographed error message and closed out of XVI. Chose to do a test scan to see if the same issue happened again. Patient was able to get  back on the bed and had treatment without any further issues.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		Network Services

		I17443		10/21/25		11:45		10/22/25		TSRT9/ level 4/ 10j/ CF1c/ SB 10l/ MD 13g
Treatment team identified that a patient's site setup did not include the lung board. A picture of the patient was included with their treatment plan, clearly showing the patient with their arms up on the lung board.		corrected pre treat patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		A superintendent radiographer was informed, and a lung board was used for treatment. The site setup has been amended and approved with a lung board included.		ensure all documents are fully completed		Network Services

		I17616		10/21/25		14:30		10/28/25		Had appointment booked on 21/10 14:30 at Macclesfield, was phoned the day before and given the appointment details. Arrived at Macclesfield and there was no appointment on the system to book into as this had been cancelled by the team at main site who had phoned the patient the day before with the appointment but the patient had not since been told this was cancelled.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Incident being managed locally		Low Harm						Macclesfield reception team spoke with the clinical team and the secretaries, explained the situation and they agreed to see the patient in clinic. The patient was very distressed to find out the appointment was not on the system at first so appreciated the Macclesfield team being able to solve the problem and be seen.				Network Services

		I17575		10/21/25		12:00		10/27/25		Endoscopy report had to be edited after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report on CWP- one is correct and one is incorrect and needs redacting. Completing datix for tach bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						Endoscopy manager aware.				Clinical Support and Specialist Surgery (CSSS)

		I17444		10/22/25		17:50		10/22/25		TSRT9 level 5 SB10l10J CF1c
civco matress omitted from RTP site setup information				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		b7 asked to attend setup for patient. #2/10 right knee. Discrepancy in table height from planned height and had to adjust ~1.8cm to set ANT FSD. On review of RTP information and plan it was noted that patient should have been on a civco matress. patient resetup with matress in place and civco added to site setup				Network Services

		I17428		10/22/25		14:30		10/22/25		Seen pt at 15 min checks. Obs stable.  PVC area checked and intact. Pt buzzed around 10 mins later that arm was hurting. Saw pt had a big lump from where it has extravasated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Scott,  Sabrina		Incident being managed locally		Low Harm						Blood stopped. Senior nurse and dr made aware. Area drawn round. Dr reviewed. Blood aspirated by colleague. Transfusions nurses made aware. Advised not to put heat on. Labs and blood bank made aware due to needing another unit.  PVC was inserted by ultrasound guide. IPU called for urgent picc line. Pt being admitted for monitoring. Extravastation careplan completed.				Clinical Support and Specialist Surgery (CSSS)

		I17446		10/22/25		17:45		10/22/25		Dressing around cannula noticed to be wet whilst IV SACT running. IV SACT paused. Slight swelling noticed to round cannula site.		All appropriate actions taken once incident was identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/28/25		IV SACT paused. Informed NIC & ward dr. Extravasation flowchart for specific chemotherapy obtained & followed. On call Dr informed. Attempts to withdraw from cannula with nil output.  Cannula removed and sterile gauze applied and surgical marker pen used to circle area. Cold pack applied as per protocol and will.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17447		10/22/25		16:00		10/22/25		TSRT9 level 5 19a sb19a cf2d md13a
Noticed #1 IRMER dose/# not christie protocol. Dr informed us that the CL3 07 document is just not updated yet and it will soon be protocol, however for now old IRMER voided and new IRMER completed by consultant. This was missed during prep checks. Patient was in the department for 3 hours before getting treated although this was mostly due to waiting for her consent.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1				Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Band 7 informed. Doctor had just consented patient. therefore, amended IRMER appropriately.				Network Services

		I17448		10/22/25		19:00		10/22/25		pt had MASD- unfortunately now developed to c1. doesn't often mobilise as feels ++dizzy when walking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Incident being managed locally		Low Harm						dressing applied. informed NIC. assisted pt to lie on side. informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17449		10/22/25		20:00		10/23/25		Admitted with cat 1 pressure sore x3 2 on left buttock and 1 on right buttock with red sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Informed sister in charge
On an air mattress
Patient declined dressing to be put on
Referred to TVN
Datix				Clinical Support and Specialist Surgery (CSSS)

		I17450		10/22/25		20:30		10/23/25		Patient found on floor in side room, had an unwitnessed fall. Large haematoma to forehead, fractured nose, bleeding from nose, forehead and ex cannula site - cannula fell out during fall. 
Patient reported she had tripped from the bathroom and crawled out to the bedspace. On the floor for approximately 15 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Perry,  Liz		Learning response required		Moderate Harm						Fast bleeped on call doctor for review. Applied pressure to patient's nose and bleeding settled. Observations taken, NEWS2 score 8 at time of fall. Clinical Night Practitioner, On call Dr and nursing staff assisted patient into bed. Neuro obs completed as per policy. CT head and facial bones completed. Confirmed nasal bones fracture. Bloods taken as requested.				Clinical Support and Specialist Surgery (CSSS)

		I17430		10/22/25		12:00		10/22/25		TSRT9/level 3/13R/CF1d/SB13i/MD13i

#18/20 VMAT Prostate M10 filter
Additional dose to pt = 7.9mGy
Blue triangle immobilisation cushion used under knees for XRT set up instead of Orange knee bolster.
Radiographers realised during Image review due to poor XVI match (large corrections)
Escalated to B7

Additional dose to pt = 7.9mGy
First Occurrance - Non-reportable		correct immobilsation used 

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Unable to achieve satisfactory PTV coverage
Site Set up checked - immobilisation incorrect.
Pt re-set up & re-imaged.
Additional XVI approved under protocol.
Treatment delivered correctly.		staff to ensure they use and communicate the use of th ecorrect immobilisation		Network Services

		I17431		10/22/25		11:50		10/22/25		Patient experienced facial and chest flushing 10 minutes into Paclitaxel infusion.
Patient also complained of abdominal discomfort/bloating. 

Incident at Bolton Churchill Unit				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Paclitaxel infusion stopped. Observations checked and satisfactory. 
PGG followed- 10mg chlorphenamine and 100mg hydrocortisone IV administered. 
Patient monitored for half an hour and all symptoms settled and resolved. 
Paclitaxel infusion completed following reaction protocol at titrated slow rate and with no further issues.				Network Services

		I17432		10/22/25		15:32		10/22/25		the patient was on a slow rate docetaxel on his 1/2 rate when he suddenly started feeling hot and became flushed.		Patient reviewed  on ORTC as reacted to slow rate docetaxel, similar to previous reaction he felt hot and became flushed. No pain noted.

Treatment stopped and 100mg of hydrocortisone given, Not for further treatment today. Will need to go back through clinic to see about a change in treatment. Only 5 days of filgrastim given to take home as he only had a small amount of the drug. Not given dexamethasone pre meds to take home.

When symptoms settle can go home. Team and schedulers to be emailed to arrange clinic appointment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		treatment stopped, 
100mg hydrocortisone given 
ANP on unit informed		Processes followed and ANP reviewed on unit swiftly.		Network Services

		I17433		10/22/25		11:50		10/22/25		Patient's partner alerted a nurse walking past that the patient had sudden back pain during SACT infusion.		Reviewed by doctor on the unit - no concerns - rechallenged on hypersensitivity protocol and was stable.

 Team emailed to amend the script for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/31/25		Infusion was stopped and hydrocortisone administered. Observations were taken. Dr was informed and came to review the patient.		Thank You for reporting this incident. All process followed and patient safely finished their treatment. 

Team made aware so changes can be made to script.		Network Services

		I17434		10/22/25		11:00		10/22/25		Discovered DTI located to left heel.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Spooner,  Jennie		Learning response required		No Harm						TVN referral, pressure relief provided. Elevated heels. Patient requires a pump for mattress. Medical illustration done. 
TVN review 22/10/2025
On assessment, she has a small DTI to her left heel, approximately around 1cm circumferential. She herself was positioned on her side during assessment.

Management plan

Elevate the heel on repose wedges/if no repose wedges to use pillows to elevate the heel.

Attach the mattress pump to the mattress 

Medical illustration photo today

Datix the incident as DTI.
29/10/2025: TVN update
Reviewed Photo on PACS from the 27th prior to discharge.
DTI is resolved and downgraded to Cat 1.				Clinical Support and Specialist Surgery (CSSS)

		I17435		10/22/25		14:08		10/22/25		During Paclitaxel infusion, the patient reported he got a little bit hot feeling and light headache after 25.2 ml infused.		Team emailed to change script.

NEWS2 - 0 throughout.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		The infusion was stopped immediately and observations were taken and marked at CWP. hydrocortisone 100mg given on 1409. The patient remained alert and claim.		paclitaxel reaction managed well 

Patient went on to have her next treatment at a slow rate and managed fine.		Network Services

		I17436		10/22/25		13:10		10/22/25		Patient became more flushed than baseline after having 82mls of Docetaxel.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		Low Harm						Patient had arrived flushed as a side effect of steroids. Nonetheless felt she had became more red and when asked said she felt hot but this could sometimes happen even when at home. Infusion stopped, hydrocortisone and chlorphenamine give, observations taken, and patient rechallenged successfully following sensitivity protocol.				Network Services

		I17437		10/22/25		15:45		10/22/25		Contacted by patients sister who claimed her brother had requested pain relief at 9am this morning and had not received any until 1430pm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Scott,  Sabrina		Finally approved		No Harm		No harm		10/23/25		Spoke with nurse who was caring for the patient, who explained that regular medications had not been prescribed, hence why he had waited so long, she had asked for the medications to be prescribed and had asked 3 times before an ANP had prescribed some.				Clinical Support and Specialist Surgery (CSSS)

		I17438		10/22/25		09:00		10/22/25		Leighton staff not having access to QPulse after QPulse transition		Quality team aware to pass on dates to satellite sites.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton						Incident affecting the organisation		No Harm		Non-clinical incident		IT issues		Software Failure		Fox,  Samantha		Incident being managed locally		No Harm		No harm				Datix raised, ongoing - discussed at monthly satellite quality management meetings		Ensure that dates of planned outages are communicated widely alongside BCP that is in place.		Network Services

		I17439		10/22/25		11:30		10/22/25		Called ward at 08:00am  to notify patient’s platelet count was 43 (FBC at 4:54 am). Informed them that patient urgently needs platelet transfusion before procedure and to recheck platelets, as consultant agreed procedure only if platelets >50. Ward confirmed platelet transfusion expected at 10:30 and was advised to start immediately. Later called ward again; patient was being transfused 11:30 but bloods still needed checking. Consultant cancelled procedure as platelets was not stable.		Reallocate to JR		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Robertson,  Jane		Incident being managed locally		No Harm						The ward was contacted to inform them that the procedure was cancelled because the patient was not ready on time and the consultant was occupied during the afternoon session. It was explained that the clinical decision to cancel was made by the consultant and had been previously discussed with the haematology consultant a week earlier regarding platelet requirements. 
The endoscopy manager, nurse, and consultant had all repeatedly emphasised to the ward the importance of completing the platelet transfusion as early as possible on the morning of the procedure day and was consistently following up with the ward throughout the morning of the procedure. 

The ward was advised to speak to the on-call consultant if they wished to proceed with the procedure on the same day, as there was an afternoon list available; however, it was managed by a different endoscopist with other commitments. The on-call consultant later confirmed that no endoscopist was available that afternoon and instructed the ward to submit a new request using the endoscopy booking form.
The ward was reminded of the importance of timely platelet transfusions to avoid similar issues for future scheduled endoscopy lists.		Recommendation - if a specific threshold is required, they not only need to prescribe/hand over to the nursing team, but they need to communicate with blood bank to assure they have the required blood products available on site.		Network Services

		I17440		10/22/25		15:15		10/22/25		Initially pt reported that pins and needles in his arm - heat pack and a warm drink provided.  Then pt told me that pins and needles are spreading to his feet and in the right arm as well as left arm. Another heat pack and warm drink provided. As no effect -Treatment paused at 549mls infused (40mls left).		NEWS2 3 - then decreased to 1 
Registrar from patients team contacted patient following  incident during last treatment. 

Contacted by chemo nurses re symptoms during last treatment.

Reviewed Sx and d/w Consultant - impression is of cold related dysaesthesia and laryngeal dysaesthesia rather than a hypersensitivity reaction. Advised to increase oxaliplatin duration to 4 hours.

D/w patient - explained update as above. He is currently feeling well, managing three meals a day. No skin toxicities from capecitabine. Remains independent with ADLs. Paraesthesiae now only intermittent upon touching cold surfaces. He is aware to wear gloves.

He is aware of his next F2F f/u on 11/11		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Concerns escalated to ACP who came to review pt on ORTC. As per ACP symptoms to be treated with reaction medications. NEW2 completed. At 15:17 Hydrocortisone 100mg IV administered under PGD by RGN. At 15:18 IV Chlorphenamine 10mg administered under PGD by RGN. At 15:24 pt complained of laryngospasm in the neck, tingling in lips.  At 15:25 another IV 100mg Hydrocortisone given under PGD by Sister. Heat pack applied to the neck. Warm drink provided. NEWS2 completed. 
At 16:18 - pt reports that now symptoms have resolved. NEWS2 completed. Please see NEWS2 chart. I have asked ACP to review pt prior to him going home. ACP has also acknowledged the NEWS2, happy for the pt to go home. ACP indicated that pt does not require to stay on the ORTC for any longer. Pt aware and happy to pick up desensitisation medications from the dep 14. Aware to call the hotline if feels unwell.		Thank you for reporting this incident. Patient was followed up and treatment plan made. Patient has clinic appointment on 11/11. Desensitising medications posted out. Team will confirm if patient needs these or not.		Network Services

		I17441		10/22/25		17:30		10/22/25		TSRT9 / EL3 / 13Z / CF1B CF1C / MoD13I / SB13AA
#3 it was noticed M15 would have been sufficient but image was prepped with M20.
Additional dose of 2.4mGy over 3 CBCTs. Not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Image prep changed to M15.

Feedback provided to radiographer that had completed image prep & staff that had treated/imaged #1-3.				Network Services

		I17419		10/22/25		13:00		10/22/25		TSRT9 / EL 2 / 13AA / CF 1C / MoD 13BB / SB 13AA
Escalated to B7, during offline review #1-3, disagreement with match applied #1.
#1 match applied +0.4 on Y.
Offline match -1.7 on Y.
This is a difference of 2cm compared to the correct match.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to physics who advised that as the difference is less than 2.5 times this is not classed as a geographical miss. Therefore not reportable.
Asked radiographer to rematch image and discussed offline.

Clinician informed. Likely to have some clinical impact as the treatment was planned with tight margins, therefore the inf aspect of the TV will not have been included in the treatment field #1.
Clinician will follow-up with the patient as per standard follow-up post treatment. Clinician will inform the patient of error at this appointment as per Duty of Candour.				Network Services

		I17420		10/22/25		08:00		10/22/25		tsrt9 level 5 4j md13a sb4j cf2d
Patient was consented in clinic for radiotherapy on 7/10/25 as annotated in CWP but consent form had not been scanned in. This was noted during treatment prep process and				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Patient was contacted to ask him to bring his copy in. The patient advised that he probably wouldn't be able to find it. Message was sent to the consultant and attempt made to call the secretary who to see if form could be retrieved with no success. Clinical team were contacted on patient arrival and patient was re-consented before #1 commenced				Network Services

		I17425		10/22/25		10:00		10/22/25		tsrt9 level 5 5k md12 sb5k cf1d
During the data input for the patient it was noticed that the annotations on CWP stated 5 fractions of radiotherapy when this was cross referenced with the IRMER there was a mismatch. The IRMER stated 15 fractions this was later clarified with the Dr who confirmed the patient was for 5 fractions however this caused a delay to the patient as they were originally planned for 15 fractions so the treatment had to be replanned.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dr was notified of the mismatch between fractionations, pt plan was replanned for correct dose and fractionation.				Network Services

		I17423		10/22/25		13:00		10/22/25		Fall at lunchtime today, mechanical fall, says he slipped on slippers and lost balance. assisted back onto chair by x3 nursing staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Scott,  Sabrina		Incident being managed locally		Moderate Harm		Low harm				Observations taken. Dr has reviewed. No visible trauma to head or bleeding. Slight bump to R side of head. Alert and orientated, no loss of consciousness, GCS 15/15 PEARL. Attending CT head. To transfuse platelets later this afternoon.				Clinical Support and Specialist Surgery (CSSS)

		I17414		10/22/25		11:42		10/22/25		TSRT9 LEVEL 5 19A sb19a md12g cf2a
At treatment prep- clinical treatment protocol "Wilms"  not evident on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		PX, RTQA forms, annotations are accurate, therefore proceeded to treat.				Network Services

		I17410		10/22/25		10:30		10/22/25		TSRT9

Patient setup on D-Max couch top (should have been KVUE couch top).

Identified partway through XVI acquisition - scan manually interrupted.

Additional dose to pt = 0.7mGy. 46/650 frames delivered.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Image acquisition manually interrupted by treating rads.

Escalated to B7.

Pt resetup.

Additional image justified in MOSAIQ. Pt reimaged + treated correctly.				Network Services

		I17406		10/22/25		08:05		10/22/25		TSRT 9 
2DkV pair attempted to take, no image produced, confidence tone heard.
MCR aware				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Rejected		No Harm						MCR informed, another image acquired				Network Services

		I17407		10/22/25		03:00		10/22/25		At approximately 03:00, patient was found on the floor beside the bed attached to IV pump, no dislodgment observed  The patient was alert and conscious and seen in a seated position on the floor.  I asked what happened and the patient reported that she had attempted to go to the toilet and had slipped. I accessed and asked patient if in any pain, patient denies pain, observation taken. a commode pan was provided passed urine and patient was assisted back to bed and made comfortable.		learning identified and will be updated on the next LFI.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		A full set of observations was taken and recorded,  NEWS score of 1. The patient denied any pain when questioned. I accessed for signs of bruising or swelling and non observed.  NIC informed of incident. Patient was reminded to use call bell for assistance when needing the toilet.		follow post falls protocol accurately. 
document footwear
check CBG post fall 
Alert medical team for review asap		Clinical Support and Specialist Surgery (CSSS)

		I17408		10/22/25		09:21		10/22/25		I received a phone call from a patient which contained questions that needed to be passed onto the team. I included them correctly as recipients but the patient was also querying his radiotherapy treatment. I CC'ed in the radiotherapy bookings team but accidently miss selected the correct email address and so I CC'ed the radiotherapy bookings team from Royal Marsden rather than the Christie.		I have advised the staff member to help reduce the risk of sending emails to the wrong recipient, staff are encouraged to change their default address book in Outlook from the Global Address List to The Christie. The details of how to do this is on HIVE and i have signposted her to these instructions.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I resent the email including the correct radiotherapy bookings team and urgently emailed the team at Royal Marsden to advise that the email had been sent to them in error and to please disregard it immediately.		to check all email addresses when sending an email.		Network Services

		I17404		10/22/25		03:30		10/22/25		Patient AX1 due to being unsteady on feet. On the way back from the bathroom he held onto the door handle, making the door open quickly, which made him loose his balance. He was assisted the the floor with member of staff assisting him. He landed on his bum, did not hit his head.		Importance of repeating Moving, Handling and Falls risk assessment post fall and completing lying and standing blood pressure on admission to be fed back to all staff on AAU.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		AX3 to get him standing up from the floor, walked back to bed with assistance. 
Skin on back/bum checked, no new damage to skin (Has existing C2)
Drs informed, not concerned - to recheck L/S BP in mane. 
Pt knows to use call bell if he needs assistance.		From findings appears a mechanical fall (accidentally leaning on unlocked door handle) occurs. The patient risk assessment is completed with 6 hours of admission and is deemed a significant falls risk. Previous falls, low sodium, visual impairment, fatigue+++. Patient is nursed in highly visible bed space. Patient required assistance to mobilise across admission and uses the call bell. The patient is supervised at time of incident, no harm to patient. Patient does not hit head and receives a medical review within 12 hours as per Management of an Inpatient following a fall algorithm.  

Learning to be disseminated to AAU staff regarding repeating Moving, Handling and Falls risk assessment post fall. Lying and Standing blood pressure not taken on admission due to fatigue+++ and mobility issues.		Clinical Support and Specialist Surgery (CSSS)

		I17512		10/22/25		15:04		10/24/25		Patient received a transfusion and no 1st or 2nd independent checks, starting information or outcome completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17466		10/22/25		17:45		10/23/25		tsrt9
Mechanical error with the machine. Patient was lying on the bed waiting for the beam for a long period of time, pt was struggling and asked to come off the bed while engineers were sorting error within the machine. Once the error had been fixed patient resumed remaining treatment but this required an additional image. Additional image was authorised by band 7 and image review form was completed - pt completed remaining treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Patient was taken off the bed and allowed to sit up and have pain relief. Once fault was fixed pt resumed remaining treatment with extra imaging authorisation from band 7.				Network Services

		I17467		10/22/25		09:00		10/23/25		Donor letter not completed on 21/10 which was the clearance deadline for the anthony nolan paper work (including letter) to be returned to the registry.
Clinic letter not authorised on 22/10
Clinic letter not ready on CWP until 23/10

NM 27/10/25 this was a medical delay, doctor refusing to complete it when it needed to be done, which requires review.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Robertson,  Jane		Incident being managed locally		No Harm						Apologised to anthony nolan for the delay				Network Services

		I17468		10/22/25		16:00		10/23/25		TSRT9
mechanical issues with the machine, multiple interlocks and no beam available resulting in patient coming off the bed and requiring additional imaging 
(2 x 2D pairs)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		called MCR and requested estimate of timings to resolve the issue, large amount of time provided, B7 informed and patient informed and decision made to get patient off the bed				Network Services

		I17452		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		Low harm		10/23/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17453		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		11/3/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17460		10/22/25		18:00		10/23/25		tsrt9
Breakdown across all gantries - problems with energy? 
Pt off bed as ++time in mask, paed, #3. Had already had CBCT and 2D pair. 2 beams out of 6 delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Assessed need for CBCT as due to be on weekly pathway after #3 however sinus filling etc issues present, opted to repeat both CBCT and 2D w/superintendent. Auth'd by band 7.				Network Services

		I17461		10/22/25		10:35		10/23/25		TSRT9 / Level 3 / 11j / MD13jj / SB11t / CF1b / CF1c
Due to a large lateral shift; the gantry doesn't have clearance to get to the G195 beam. 
Additional 2DkV will be taken each fraction as treatment couch will need to be move to achieve clearance.		Email sent to team on 24/10/25 and to be discussed in physics meeting on 31/10/25 highlighting the importance of considering gantry rotation in isocentre placement.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Planning room (second floor)						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Lowe,  Matthew		Finally approved		No Harm		No harm		10/24/25		Superintendent/ planning informed. Plan of action formed to continue treatment,		Treatment planning staff should be vigilant about gantry rotation when planning treatments with isocentres away form the centre of the patient.		Network Services

		I17462		10/22/25		13:20		10/23/25		TSRT9
Transcribing error on PTP scan record, measurements for setup do not match the patient setup photos. Noted and updated prior to any imaging. #1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		B7 informed, both documents checked and correction made on PTP scan record to match the setup photos, when setting up patient the measurements from the setup photos were used.				Network Services

		I17463		10/22/25		09:00		10/23/25		Clinic letter not ready to send with DKMS donor clearance on 17/10/2025. 
Clinic letter was not available on CWP to send until 22/10/2025				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Robertson,  Jane		Incident being managed locally		No Harm						Consultant asked to complete the letter ASAP
Apologised to DKMS for the delay				Network Services

		I17487		10/22/25		20:20		10/23/25		When calculating Pregabalin dosage this morning for patient (should be 170mg in 8.5ml) I noticed that the previous dose written in the controlled drug book was incorrect and it was written 170mg in 7.5ml. 
Concentration of Pregabalin is 20mg in 1ml hence patient has been given an incorrect dose (less than prescribed).		learning identified and added onto next LFI to ensure RN double check when doing CDs.
conversation carried on with RN who previously gave incorrect dose.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Duty of candour completed. 
Correct dose of Pregabalin administered this morning. 
Spoke to CPE on the ward regarding the medication error.		x2 RN to check dosage properly and to do calculations together.		Clinical Support and Specialist Surgery (CSSS)

		I17489		10/22/25		15:36		10/23/25		Treatment expired prior to administration to patient
Patient reviewed in clinic 09:10
Green hand completed on iqemo @ 09:50
Go ahead given 11:02
Patient handed over to CRF 11:30
Treatment ready at aseptics 12:00
Research team called CRF to highlight treatment ready and 4 hour expiry at 14:45
Call from CRF that treatment had reached expiry 15:36				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Pearson,  Sally		Incident being managed locally		No Harm						Discussed with aseptics to enquire about capacity to make same day - no time available - added to Thursday PM list
Spoke with patient to apologise and arrange rebooking appointment.
New treatment chair and transport arranged. Requested new prescription.
Patient attended 23/10/25 for treatement.
PI notified.				Research and Innovation

		I17471		10/22/25		13:00		10/23/25		Dysphagic patient was discharged from SALT after he opted to 'Eat & Drink at risk'. AAU 
22/10/25 Nurse attempts to re-refer patient to SALT but this was rejected so I emailed SALT team to request they give guidance to ward team on safest textures/feeding strategies & swallow exercises to aid patient's rehabilitation .
SALT declined further input this week & highlight that AAU Doctor is making decisions about Pt's oral intake believing his swallow is safe following his own assessments				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Delay/ failure		Bushell,  Lyn		Incident being managed locally		Moderate Harm		No harm				Lead AAU consultant noted on 22/10/25 CWP:I note SALT team feel little further they can add but support with optimal consistencies and exercise would be beneficial to his care.
SO ongoing review is needed form SALT but their email to me states: Having two separate teams independently completing swallow assessments for a patient and giving contradictory advice does not feel like good (or safe) management for the patient, for the family, or for us as a team when correct processes are not being followed. 
For that reason we made a decision to discharge the patient in order that the AAU doctor can continue to manage his dysphagia. 
We have significant staffing issues in SLT this week with more than half of the team not in work therefore are unable to get back to John until after the weekend. AAU lead Dr has given his advice about oral intake for this patient but if the team wish to follow SLT advice, please see SALT's last entry from 20/10:

23/10 - CSSS Governance; This is not a Moderate Harm incident as no harm has come to the Pt yet; Hence not sent to DPSIG & needs to be downgraded when finalised.				Clinical Support and Specialist Surgery (CSSS)

		I17472		10/22/25		08:54		10/23/25		On fraction 11, a cable was treated through from the general anaesthetic monitoring equipment. 
This was identified at the weekly checks after treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Superintendent and treating radiographers notified.				Network Services

		I17476		10/22/25		10:00		10/23/25		TSRT9 13CC SB3i MD13CC CF3a
XVI scan faulted (partial scan). Escalated to engineers. Patient taken off bed, test scan performed. Test scan OK. Machine handed back over to treating radiographers. Additional image authorised by B7.		Completed 2 x test scan - Tested accidental 'Done' button press theory and found it replicated fault - Handed back - User error determined as fault.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Patient taken off bed, test scan performed.		XVI scan stopped midway through - No error message - Checked logs and found 'Scan terminated by user' - Suspect rads clicked 'Done' button on pop-up when scan is acquiring by mistake		Network Services

		I17554		10/22/25		15:52		10/27/25		Concerns raised by district nurse team.
Patient has TB.
District nursing team requested patient remain a inpatient until they could ensure they had enough staff fit tested and trained to replace the syringe driver.
Patient stayed a additional night.
MDT arranged to discuss discharge.
Ward staff did not attend MDT.
District nursing team still could not facilitate discharge and asked to stay a additional night. Information relayed to IPCT matron.
Despite this ward discharged patient.
cont.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Langstaff,  Alexandra		Incident being managed locally		Low Harm						District nursing team were not aware pt had been discharged.
Therefore they did not attend patient until pts wife contacted the dn team. This resulted in the syringe driver being 6 hours late in being replenished.
Syringe driver contained metoclopramide				Clinical Support and Specialist Surgery (CSSS)

		I17668		10/22/25		08:00		10/30/25		Member of pre-op staff contacted line manager to inform that cash was missing from purse which was in staff member's hand bag.
Money was drawn from cash point in oak road tuesday morning and left in said purse all day. When staff member went to retrieve money wednesday morning it was missing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op						Incident affecting Staff		No Harm		Security incident		Property loss/ damage		Personal property stolen		Boulton,  Sean		Incident being managed locally		No Harm						Checked area where bag stored to ensure not mislaid there.
Reported to matron and also to security.
CCTV looked at but unable to get any further helpful information.

Team made ware and advised to be mindful with property and bringing large amounts of money to work.
For keypad lock on the cloakroom door for added security				Clinical Support and Specialist Surgery (CSSS)

		I17581		10/22/25		13:28		10/27/25		E.coli in peripheral blood culture 22/10/25. Recent discharge from ward 12 29/9/25, COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DVCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I17478		10/23/25		11:30		10/23/25		Abdul attended for C2 rechallenge oxaliplatin.
Had 67mls and started c/o of feeling hot,sick and chest pain.
He also presented with red patches and itchy feeling all over his upper body.
Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV met given also due to feeling sick.
Observations taken, see news 2 chart.
ECG completed and scanned in, dr sue advised patient to go to his GP and ecg shown signs of hypertension.
Treatment discontinued.		Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV metoclopamide given also due to feeling sick.
Observations taken, see news 2 chart. NEWS2 score between 0-1.
ECG completed and scanned in, doctor on unit advised patient to go to his GP and ECG shown signs of hypertension.
Treatment discontinued as already on a rechallenge regime.
Symptoms resolved
Patient sent home and safety netted.

Clinic appointment on the 12/22/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Treatment stopped.
Iv reaction medications given alongside antiemetics.
ECG done for chest pain.
R.V by Doctors.
Monitored until back to baseline.
Sent home and safety netted.		Situation dealt with swiftly and follow up booked.		Network Services

		I17479		10/23/25		09:37		10/23/25		Incorrect date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		10/23/25		New sample requested from department at 09:48 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17473		10/23/25		11:30		10/23/25		While working in Department 41 (“PACS Office”), a shelving unit above the desk detached and fell onto the staff member, causing injury. The reporter had previously identified this shelving as a potential hazard during a DSE/workspace assessment and raised it with the clinical lead for Estates review. The staff member required ambulance attendance and hospital assessment.

Information from additional Datix I17475 that has been rejected: 
Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Complementary Therapy						Incident affecting Staff		Harm		Non-clinical incident		Estates		Joinery		Nichols,  Jessica		Incident being managed locally		Moderate Harm		Moderate harm				The incident was escalated to the line manager, clinical lead, and Health & Safety team. The staff member received on-site assistance while awaiting ambulance transfer to hospital. A DATIX report was initiated immediately. Documentation evidencing that the shelving hazard had been raised previously through the DSE assessment.

Information from additional Datix I17475 that has been rejected: 
Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17474		10/23/25		12:00		10/23/25		Upon carrying out a full audit for the TRF team within ECMT. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample consent and trial ethics. The audit is still ongoing and hasn't been completed, however preliminary findings have highlighted instances where a sample has been obtained without appropriate consent, samples still on site after trial ethics has expired and HTA team not informed, unknown trial the sample was requested for.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Rees,  Amanda		Incident referred to DPSIG		No Harm		No harm				Datix submitted for awareness, as audit is still ongoing. Once completed and the root cause of issues has been identified, CAPA will be implemented followed by a intermediary audit to ensure CAPA has effectively addressed the issue.				Research and Innovation

		I17475		10/23/25		10:30		10/23/25		Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues		Harris,  Andy		Rejected		Severe Harm						Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17490		10/23/25		11:08		10/23/25		Patient due Polatuzumab vedotin on Portal trial on 24/10/25. 
When picking vials it was discovered all vials expired at the end of 09/25.
New drug hadn't been ordered as September end of month IV expiry check hadn't been done.		Discussion with lead technicians about planning end of month checks. Days are now blocked out on the calendar from monitoring visits to enable multiple staff to concentrate on the expiry check. Re-training will take place and a new checklist for staff undertaking the check to ensure all tasks are completed. Incident and outcome will be highlighted in next departmental meeting.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Foden,  Gillian		Finally approved		No Harm		No harm		10/30/25		New supply of drug ordered from the trial sponsor.
Research team informed that patient couldn't be treated on 24/10/25 as drug takes 3-5 working days to arrive.		Expiry checking is a critical task and must be completed on a monthly basis as per SOP without fail. In this instance, human error in a pressurised environment led to a miscommunication and the task being overlooked. The importance of the task needs to be re-iterated to the team and ensure that rotas are completed correctly and staff allocated enough time to complete the task.		Network Services

		I17491		10/23/25		15:45		10/23/25		Gantry unable to all-axis, MCR in room and table lost compensation due to necessary fix by engineers. bed re-compensated and additional 2DKv taken to confirm bed position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Datix submitted				Network Services

		I17492		10/23/25		12:20		10/23/25		Informed by staff nurse that she had found sweets containing marijuana. It was a full packet of four.		correct process followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		We locked them in the controlled drug cupboard. 
Explained to the patient that he is not allowed to bring illegal drugs into the hospital and he also must not take any himself. Asked if he had anymore on him which he denied. He asked if his mum could take them home for him however, I told him that they would need to be destroyed.
Duty manager and matron informed. They advised me to contact pharmacy to have them destroyed and complete a datix. This has now taken place and the datix has been completed.				Clinical Support and Specialist Surgery (CSSS)

		I17464		10/23/25		10:00		10/23/25		Upon carrying out a full audit on the systems, training and working practices for the TRF team within the ECMT Phase 1 trials team. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample traceability. The audit is still ongoing and hasn't been completed, however preliminary findings have shown there are instances of lost samples, samples in the wrong location, samples received but not tracked within the system.				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Hunt,  Basia		Incident being managed locally		No Harm						Escalated to team senior management and informed HT licence holder. Audit still underway, so DATIX submitted for awareness but issues are currently still being investigated. Once root cause analysis has been identified then CAPA's will be put in place and a follow up audit will be carried out to ensure CAPA implementation has been successful.				Research and Innovation

		I17469		10/23/25		10:45		10/23/25		Patient due to start Nivolumab and Relatlimab on 24/10/25 request submitted on 09/10/25 for patient to start at macclesfield "The Christie at Macclesfield
Treatment appt requested by prescriber 23-Oct-2025 24-Oct-2025 Group".
The patient had been booking in however had not been consented. Our schedulers had arranged a blood test and SACT chair and informed the patient who attended today for bloods. I had emailed the consultant regarding consent, not due to be consented until 29/10/25.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Whilst prepping it was picked up, informed consultant and asked when they would be consented. The patient is not booked in until 29/10/25 for consent therefore had to be deferred to 03/11/25 due to capacity.  Patient attended for blood test as he had an early app. Explained to patient what had happened, apologised and provided with new appointments. He became anxious worrying the impact waiting for treatment might have and if there was something wrong that's why he wasn't having it tomorrow. Reassured from our perspective we cannot go ahead without consent.				Network Services

		I17526		10/23/25		16:00		10/24/25		It was reported to me that staff seem to be unclear on the correct way to work out the IV dexamethasone doses. They are unsure where to get the correct dose as the vial states 3.3mg/1ml but the equivalent dose is 4mg,  which is outlined on Medusa.  The drug is often prescribed as 9.9mg.
There are also 2 different types of IV dexamethasone on the ward, both different doses and both equivalent to different doses.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Pealing,  Jessica		Finally approved		No Harm		No harm		11/3/25		I have spoken to pharmacy to see if they have a table we can circulate and I have asked for a note to be added to the handover. I will also try to talk to as many staff as possible about using medusa to see the equivocal doses.				Network Services

		I17528		10/23/25		13:15		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17494		10/23/25		17:20		10/23/25		Patient noted after scan that there was a swelling on their left arm just above the cannula area.
Kim assessed the area and noted that it was most likely an extravasation of about 15mls of contrast. The contrast enhancement in the scan was optimal and triggered as normal.
Kim followed the extravasation protocol, tried to aspirate but nothing came out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/28/25		Area photographed, cannula removed, cold pack placed and skin marked. Aftercare and post care leaflet given to patient		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17495		10/23/25		08:30		10/23/25		TPE requires 6 units of blood ordering as standard. Only 2 were crossmatched.
2nd group and save sample not sent on time. Nurse from dosa came to theatre for a signature at 08:30. the patient is supposed to be in the anaesthetic room by 08:30. delay to start of list				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Ryan,  Kathryn		Learning response required		No Harm						requested the additional units of blood be cross matched and informed blood bank that they were required.				Christie Pathology Partnership

		I17496		10/23/25		15:00		10/23/25		? extravasation pain, colleague reported swelling but none on inspection, still getting flashback		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		treatment stopped 
extrav kit 
protocol followed 
no swelling for medicine
hydrocortisone given for home but not required 
heat pack applied
drawn round 
med illustrations been		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		Network Services

		I17497		10/23/25		12:55		10/23/25		patient had docetaxel infusion running, i noticed patient was red and immediately stopped the infusion, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given. no other concerns during that time, observations stable. flushed and cannula taken out, safety netted with hotline				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Finally approved		No Harm		No harm		11/3/25		infusion stopped and team came to assist with the reaction, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given				Network Services

		I17498		10/23/25		17:15		10/23/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain.		Reaction happened on 23/10/25 
on the 29/10/25 - CWP notes suggest this lady has reacted twice to Paclitaxel. Team emailed and ORTC Nurse in Charge . CC'd in for reply. 
Day staff, please defer this patient until we have heard back form the team 

Team documented on 29/10/25 - patient will need change of treatment. Nab -paclitaxel - cannot start until consented.

30/10/25 - nurse in charge contacted by prep team
Following previous reactions to Paclitaxel, the prep team noted that patient needed switching to Nab Paclitaxel. Due to this only being spotted yesterday, There was limited time to arrange a new prescription, and consent with an interpreter today. There is no capacity for tomorrow.
It has been agreed with the team for her be deferred one week, and go back through clinic for consenting.

Spoken with patient to update her, she fully understands and knows new appointments will be sent out.

I have also spoken Jenna to organise appointments		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain. Treatment stopped and taken down as per protocol. Team informed.		There was no documentation from the nurse who submitted the datix to whether they emailed the team highlighting the incident and the fact that a new regime of treatment would need to be prescribed. This may have caused the delay in new prescription and subsequent appointments being made.		Network Services

		I17481		10/23/25		12:38		10/23/25		C1D1 Docetaxel today
23.5 ml gone through
Patient appeared red in colour
reported dizziness and chest tightness				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
Informed Dr On duty
Followed hypersensitivity protocol
Iv Chlorphenamine 10 mg stat given 
IV hydrocortisone 100 mg stat given
Patient felt better with in 10-15 mins
Obs stable after 30mins- patient re started on tx with slow rate.
 emailed to team to update IQemo for the rest of the cycle				Network Services

		I17506		10/23/25		19:00		10/24/25		TSRT9 Sb3i 13CC CF3a
Incomplete scan acquired. kV long fault after 155/348 frames. Approximate dose 3.0mGy. Additional scan acquired. Total additional dose 3.0mGy.		email shared to engineering team		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Contacted engineers and treatment b7
Fault investigated
Additional scan approved
Complete scan acquired 
Treatment delivered without issue				Network Services

		I17507		10/23/25		00:00		10/24/25		virology results not reported onto CWP causing a delay in donor clearance		To follow up actions re virology risk assessment.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/27/25		emailed virology at MRI to chase results		Risk assessment action plans are ongoing with virology results.		Christie Pathology Partnership

		I17508		10/23/25		19:00		10/24/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a

XVI image taken but image did not reconstruct and accept/review image window did not appear.
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		Network Services

		I17509		10/23/25		09:00		10/24/25		PostedMeds 
Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		McCaughey,  Joanne		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team have checked for any relevant background and CMM to establish if patient had their medication re-dispensed.
Record of datix will be sent to the team to make them aware that cycle 15 was returned by Royal Mail		Nil		Network Services

		I17533		10/23/25		15:00		10/24/25		Incorrect results released		To follow up feedback from NC from lab
Incident grading to be review re feedback		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Finally approved		No Harm		No harm		10/27/25		Results amended and clinical staff informed of result changes.		To identify learning re feedback from NC		Christie Pathology Partnership

		I17652		10/23/25		16:15		10/29/25		Patient reported hot flushes
Face appeared red in colour		Stopped infusion
Followed hypersensitivity protocol

Observations stable - 3 sets of observations done - NEWS2 between 1 and 0.
Patient felt ok with in 10-15 mins
re started on with slow rate after 30 mins
I will email the team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped infusion
called for help
ANP Hilary informed
Followed hypersensitivity protocol
Patient felt better within 10-15 mins				Network Services

		I17569		10/23/25		13:17		10/27/25		TSRT9 LEVEL 3 13AA  
Operator error, mismatch of vertebral level discovered in retrospect on acquired CBCT. 

Initial CBCT acquired, match/ set up appeared not a planned, reset up and reimaged as per superintendent. Second CBCT acquired and mismatch of vertebral level detected, correction applied, treatment delivered as planned. 

Retrospective review of initial CBCT highlighted mistake.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Booth,  Adam		Incident being managed locally		No Harm						Review of set up and processes taken. 
Governance contacted for clarity in regards to additional imaging.   
Decision amongst governance, principal radiographer, superintendent regarding number of images and CQC reportability.
Due to definitions of datasets, and some images were additional for clinical reasons- decision that this is not reportable				Network Services

		I17563		10/23/25		12:09		10/27/25		Transfusion sample not dated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17579		10/23/25		11:25		10/27/25		TSRT9 -
 Bed lateral 16.4. Clearance not checked prior to leaving room, scan interrupted when treatment radiographers realised gantry clearance not possible. B7 bleeped. Reset up, record lateral origin, check clearance, additional image approved by B7.

Additional concomitant exposure of approx 0.2mGy 39/200 slices (Fast H&N S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Q Setting of couch position, angle (including incorrect setting of couch following movement to allow gantry clearance)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Reset up.
Record lateral origin at which adequate clearance could be achieved - added to yellow box in attempt to avoid this happening again.
B7 approved additional image.
Treating radiographers realised and said they know to check clearance.				Network Services

		I17580		10/23/25		05:55		10/27/25		C.diff PCR positive, toxin positive 23.10.25. Previous overnight stay on AAU, discharged 13/10/25. Within 28 day window COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				requested 72 hour review. Medical team aware. Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I17604		10/23/25		12:50		10/28/25		TSRT 9/level 5/9C/
Patient immobilization shell made with large hole over nose when this is the location of primary tumour.  Needed bolus making for area where shell has hole, therefore making process harder and attachment of bolus to shell less secure.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						Width of lower part of bolus slightly increased to increase attachment area / allow marks on shell for bolus placement				Network Services

		I17534		10/24/25		18:10		10/24/25		patient came across from Leighton for mscc treat and return. arraged by on call reg the night before. 
no return journey booked.		Discussed with transport and patient flow team to discuss with staff at other hospital when inter hospital arranged, to prevent patient waiting longer than neccessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Non-clinical incident		Transport		Planning failure		Gudger,  Amelia		Finally approved		No Harm		No harm		11/3/25		ward at Christies unable to book return journey with Cheshire ambulance or NWAS.
Ambulanz are booked and unable to do journey. Pt will be required to be admitted overnight-to send back tomorrow.
Transport will need to be booked early. Ward 2 staff aware. 
Ward 2 staff will d/w sending hospital in getting their member of staff back.		To ensure transport arranged back for patient attend for XRT and return, to prevent delay for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17535		10/24/25		14:08		10/24/25		Patient pressed her buzzer as she became SOB, hot and generally felt unwell. She looked red and described some chest discomfort.

22.3mls of paclitaxel had been given				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped. Called for help from colleagues. Reaction kit obtained and 100mg hydrocortisone given. Already given chlorphenamine as part of pre-meds so this was not given again. Observations taken and BP raised.

Once treatment was stopped and hydrocortisone given, she began feeling better and appeared less red.

We have proceeded with treatment at a reduced rate with no issues. Will send an email to the team to inform them.				Network Services

		I17536		10/24/25		18:39		10/24/25		patient moved out of bed 6 on w15 due to ?tb-no results as yet but pt is tb contact and symptomatic.
moved to sr on w14.
amber clean requested for b6 w15 due to symptomatic pt. un able to uv as in bay but other deep clean carried out.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17537		10/24/25		14:00		10/24/25		Told about blanching redness to sacrum- checked skin and skin is broken to sacrum, red but blanching.		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		No harm		10/28/25		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.				Clinical Support and Specialist Surgery (CSSS)

		I17538		10/24/25		09:00		10/24/25		C1/MASD deteriorated to DTI - L heel and coccyx during admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Langstaff,  Alexandra		Incident being managed locally		Low Harm						RN assessed, had MASD natal cleft 23/10, referral to TVN and medical illustration taken 24/10/25.
Patient high risk for pressure damage/deterioration, oedema, limited mobility due to dizziness and low mood, for fast-track discharge prognosis less than 3months, previously declined pump on mattress due to dizziness.
TVN plan actioned, patient now agreed to improved mattress, added to handover for 2 hourly repositioning. 
CDT updated DN referral and ordered improved pressure relieving mattress for use at home post discharge. 
TVN review 25/10/2025:
On assessment, there are 2 areas of DTI to the base of coccyx top of natal cleft area, 1 cm x 0.4 cm and 1 cm x 1 cm area- purple discolouration none blanching, a small slit to natal cleft in keeping with MASD.

New DTI to the right heel 1 cm x 0.5 cm dark purple discolouration. Please Datix

No issues with continence , has nephrostomy bag and informs nurses should he require a bowel movement.

Paula nurse informs David is reluctant to have a hybrid mattress with the pump, Rediscussed with David and will try the pump on the mattress .

Pressure relieving cushion applied to chair today.

I have discussed with David the risk of pressure damage and getting a pressure ulcer which can deteriorate if pressure is not relieved, 2 hourly repositioning discussed and rolling onto the side off the area with 30 degree tilt.

1) Datix new pressure damage DTI to heel and coccyx/natal Cleft area.

2) medical illustrations

3) Monitor the Coccyx and right heel DTI, if the areas breaks down apply a dressing such as kliniderm silicone border dressing review daily and contact TVN team for review if breaks down or concerns.

4) Monitor for signs of infection Escalate to medical team if this occurs and wound swab.

5) Offload pressure to the heel using a pillow to offload.

6) Pressure area management guidelines to be followed- 2 hourly repositioning,  sitting in the chair ensure cushion is in place and stand regularly 1-2 hourly and return to bed to offload pressure to the area.

Ensure skin bundles are updated, Risk Assessment purpose T and updated and wound care plan , wound care chart.

TVN review in 1 week.				Clinical Support and Specialist Surgery (CSSS)

		I17541		10/24/25		15:25		10/25/25		2 medical gas CD oxygen cylinders on confidential waste bin untethered. 2 additional CD oxygen cylinders untethered on floor

Picture attached of the 2 on top of the confidential waste bin
MGC (medical gas committee)		27/10 - NB emailed housekeeper AG to order some wall mountable cylinder holders, staff to be reminded of correct storage.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting the organisation		No Harm		Medication incident		Medical gases		Medical Gases		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Spoke to nurse in charge of ward and explained the requirement for the medical gas cylinders to be attached to wall as health and safety risk and explained that they could topple over and hurt staff				Network Services

		I17510		10/24/25		09:30		10/24/25		The pre-procedure call took place on 17th October. The patient had already requested an in-person interpreter prior to this call. During the call, the colorectal secretary was notified that the patient would require an in-person interpreter. This was reiterated in a CWP message, emphasising that the interpreter would be needed to assist with signing the consent form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Finally approved		No Harm		No harm		10/27/25		The Endoscopy Manager spoke with the receptionist to explore arranging an interpreter; however, the interpreting service requires at least 24 hours’ notice, and no interpreter was available on the day. Fortunately, a colorectal registrar who spoke a similar language was able to communicate effectively with the patient and complete consent. Otherwise, this would have been a cancellation. 

An email has been sent to the Endoscopy Booking Service Manager, who oversees the secretarial team, requesting that this issue be raised and discussed at the next team meeting to prevent recurrence.
Moving forward, all patients attending for procedures must have an in-person interpreter present to ensure the consent form is signed appropriately and that the risks and benefits of the procedure are fully explained. This is essential for patients to have a clear understanding of what the procedure entails.				Clinical Support and Specialist Surgery (CSSS)

		I17505		10/24/25		05:56		10/24/25		Cardiac arrest call at 05:56. Full crash team in attendance. 
Found in cardiac arrest by nursing staff. Unsure of patient downtime. Nursing staff report patient well before hand. Last checked obs at 01:00am and NEWS 4. Large coffee ground vomit.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Learning response required		Death		Death				Patient remained in Asystole despite 6 rounds of CPR and 3mg of IV Adrenaline administered. Pupils fixed and dilated. Notes reviewed, no clear reversible cause. All team in agreement and decision was made to stop CPR.				Clinical Support and Specialist Surgery (CSSS)

		I17502		10/24/25		00:20		10/24/25		Patient had cannula to Left forearm with Dex and Saline Fluids running, this had caused swelling to her arm, she used her buzzer to inform us		Patient buzzed just after midnight to inform us of swelling Left forearm when fluids running (IVI running - Dex and Saline). Stopped infusion, Informed Dr and Resited cannula to other arm. Elivated arm to help swelling.
Blue cannula now in Rarm (ACF)

All correct actions taken at time of incident. Reviewed by the doctor and for continuing monitoring of site whilst on the ward. Staff have drawn around site to monitor		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/24/25		Stopped infusion, removed cannula, elevated the arm, Informed the Dr, provided verbal information to patient. Added to SKIN bundle and safety huddle. Re cannulated on other arm to recommence infusion safely		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I17529		10/24/25		13:10		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock. 				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17530		10/24/25		11:00		10/24/25		Endoscopist edited endoscopy report after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report of CWP- one is correct and one is incorrect and needs redacting. Completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						New report completed by endoscopist with correct information. Recovery nurses aware of correct report and provided to patient. Tech bar request completed to remove incorrect report.				Clinical Support and Specialist Surgery (CSSS)

		I17531		10/24/25		16:13		10/24/25		SACT reaction after 66.9mls infused of paclitaxel. 
itchy throat, shortness of breath, no chest or back pain, tongue at back of throat slightly swollen, patient airway still patent and able to talk. progressed to wheezing and short sentences with cough in between breaths, shoulder pain, itchy throat and sob.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		Moderate Harm		No harm		11/3/25		SACT stopped. obs taken and recorded
ANP informed and crash team alerted ?anaphylaxsis
100mgs hydrocortisone administered as per pgd at 16.13
further 100mgs hydrocortisone administered as per pgd at 16.15
Adrenaline given as per policy 0.5 IM into right thigh
Adrenaline 0.5 + NaChl given via nebuliser with 5L O2 as per medical advice.
IV fluids 1000ml started as per medical advice for over 4-6hours at 16.32.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		Network Services

		I17532		10/24/25		15:40		10/24/25		TSRT9 level 1 13i cf1c/cf3a md13aa sb3i/sb13hh
- kV drop during 1st scan (570/694 frames, additional concomittant exposure of ~4.8mGy). Additional image approved and acquired. Patient then had coughing episode part way through Arc1 and sat up, additional image approved and acquired. Upon reviewing 3rd image, large anatomical shift was seen, patient scanned at origin position, CMA moves not applied during set up. Decision made to apply shifts in room and repeat image to confirm treatment position. Practioner approval gained, anno added.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm		10/27/25		Engineer attended for kV drop, B7 contacted to authorise additional image following kV drop and then another following coughing episode. B7 present for image review of third scan, set up error noted. , large CMA move needed to achieve acceptable isocentre position and had to be applied manually in the room.  Discussion with fellow B7 and principal radiographer
Call to Practitioner prior to acquisition who provided authorisation and added a note to CWP. Shifts applied and fourth scan acquired, position acceptable. Proceeded to deliver remaining treatment. Total of 4 scans (1 of which not completed) acquired during this # - reportable.				Network Services

		I17527		10/24/25		13:00		10/24/25		Patient admitted to Endocrine dept for 2 unit blood transfusion. Cannula sited and initial observations taken by 09.20. Unit of blood showing as ready for collection, requested via teletracking at approx 09.20. On receiving unit of blood, noted prescription required lifelong irradiated blood. Blood being received noted not to be irradiated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay due to specialised blood required		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Sent porter back to blood bank with unit of non-irradiated blood. Contacted Med onc melanoma reg to inform and seek advice. Informed transfusion practitioner by phone. Spoke to bloodbank  to inform of reason for returning blood. Spoke to blood bank again approx half hour later and was advised that irradiated blood would be ready for collection. Teletracked again, this time another unit of non-irradiated blood was delivered. Sent back to blood bank again. Unit of irradiated blood ready at approx 12.45. Vital signs retaken and blood requested. Commenced transfusion at 13.00, 3.5 hours later than initially planned. Apologised to patient and his wife who were also due to go on holiday later today.				Christie Pathology Partnership

		I17513		10/24/25		12:00		10/24/25		Received a forwarded email from the secretary to add a referral on. the referral letter is dated 09/05/2025. We received the referral on 22/10/2025. The patient was already registered and the referral letter we received was scanned on 14/05/2025, I'm not sure who scanned this. 

I also investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.

The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		-Referral sent to sec to add on on the 09/05/2025 but this wasn't actioned.
-The New Referral team received this on the 22/10/2025.
-Patients referral was originally sent directly to Dr Colaco (with attachment) and then sent to his secretary for 'filing' and ask to pencil the patient in for Wed 11/06.
-Investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.
-The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		11/4/25		I have added the referral on as urgent for the consultant and included the email trail. I will also get in touch with the secretary and ask if she has previously received this.		- All referrals should be sent to the main new referrals inbox.
- All external mail should be stamped/scanned and processed within 24hours of receipt.		Network Services

		I17515		10/24/25		11:50		10/24/25		patient complained of feeling hot, sweating, and nausea. Infusion stopped and atropine administered.		to email team for second atropine dose to be added to script

correction to previous annotation.
10mg metoclopramide from patient TTOs also self administered at time of second atropine dose (12.20PM)
Irinotecan cholinergic reactions are quite normal and usually managed well with atropine		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/3/25		Hot sweats settled. quickly but nausea persisting. After discussion with ANP desk second dose of atropine 0.25mg prescribed and administered. After this symptoms completely resolved. Obs stable. Patient sent home and safety netted to hotline
to email team for second atropine dose to be added to script		Thank you for reporting tis incident.
patient managed well and medication prescribed for next cycle		Network Services

		I17516		10/24/25		12:00		10/24/25		Patient attended medical clinic pre cycle 1 yesterday. Remembers being consented and signing consent form in clinic but did not receive a copy and no digital copy uploaded to CWP. Significant delays to treatment today as patient has waited over 2hours over original appointment time whilst nursing staff attempted to find where the original consent form ended up.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Berman,  Danielle		Incident being managed locally		No Harm						Staff visited clinic area (Main OPD) and spoke to staff present who also could not find the consent form and not present in 'scanning in' folder. Secretary for disease group had also not received a copy to be scanned in.
A member of staff from main OPD found the consent form in the confidential waste bin and brought it back to Oak road treatment centre. 
Patient now treated but extremely frustrated at delays				Network Services

		I17517		10/24/25		08:40		10/24/25		Patient arrived to theatre with an escort nurse from BMRU without a complete consent form. The WHO preoperative  checklist is completed  stating that the consent concurs with operating list. The anaesthetist and anaesthetic practitioner noticed that the patient signature not present on the consent form , the clinician who had assessed/listed  the patient for the procedure has stated that the procedure is explained to the patient over the phone and written consent will be obtained on admission.		relevant action has been taken in terms of raising with the  ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Morgan,  Karen		Finally approved		No Harm		No harm		11/3/25		Advised the ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise. Informed physics team and the radiologist . The radiologist arrived promptly and used the same consent form and obtained the patient's consent. Procedure performed accordingly.		preoperative checklist should be preformed according to policy and protocol and not used as a tick box exercise		Network Services

		I17518		10/24/25		13:30		10/24/25		TSRT9

Band 7 bleeped to review image, SC position out of PRV, opted to reset up, Upon entering the room it was noted that civco was overlapping 5 point board, not abutting as planned, causing shift in SC. Reset up with civco in correct position, additional concomitant exposure approved, rescanned, position now acceptable and proceeded with treatment.

Additional dose of 0.8mGy (Head and Neck S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Approved additional concomitant exposure.
Reset up patient with civco positioned correctly.
Spoke to radiographers treating patient and reminded them civco should be abutting and not on top of civco, unless stated otherwise in site set up.				Network Services

		I17522		10/24/25		12:55		10/24/25		Nurse asked for help with patient who was feeling hot and dizzy and needing the toilet.		ACPs reviewed patient. Email sent to team to alter prescription - needs slow rate for next time as per protocol.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Treatment had been stopped. Obs completed, scribe sheet commenced. Hydrocortisone administered as patient had already had chlorphenamine pre treatment. Patient needed the toilet so I went to get commode, on return patient vomited small amount of clear fluid on the floor. Symptoms then subsided. Described a 'blockage' sensation to her chest. Reviewed by ACPs - for ECG. ECG reviewed by on call - ok to go ahead with reduced rates.		Situation managed well and ACP reviewed and ensured patient safety.		Network Services

		I17523		10/24/25		11:10		10/24/25		Patient attended for her first treatment today. Herceptin and Paclitaxel. Herceptin administered sub cut to L thigh by myself over 5 minutes – no concerns throughout. 2 minutes post Herceptin the patient became unresponsive – eyes rolled back, very red in face.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		Low Harm		No harm		11/4/25		Obs taken BP 91/50, HR 31, Sats 99%, RR 12, Temp 36.6.
10mg Chlorphenamine IV bolus injection & Hydrocortisone 100mg IV bolus injection given – Patient now alert but appears very pale - HR still 34 – very weak – barely able to feel – patient then started to vomit. Called 2222. 500mcg adrenaline given. HR increased to 46. Obs became stable and patient started to feel well - see NEWS for further details. Dr Blake present – decided not to go ahead with paclitaxel today as we have given adrenaline – deferred by 1 week. Sent patient to SDEC for monitoring.				Network Services

		I17524		10/24/25		12:21		10/24/25		Pt came to Tameside very breathless, and upset, sat her in the chair. Observations done: Resps 29 oxygen saturations 87%.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Put on oxygen 15L NRB mask. When stable reduced down to 2 litres nasal got the acute oncology nurses at Tameside to review. Discussed with team at christies recommended a and e, Porter transferred over to A and E with oxygen. Will update team. Treatment deferred				Network Services

		I17525		10/24/25		15:55		10/24/25		Patient had reaction to paclitaxel slow rate. Chemo team documented correctly and informed parent team (UGI).
Patient attended for clinic to consent for nab-paxlitaxel. Dr attempted to change prescription but cannot as DTC form needed to be completed. Dr asked tech bar for access.
The following day, form still hadn't been completed. I emailed doctors to complete. Pharmacy team sent over form. All whilst alertive going on between chemo prep, myself (CNS) and team pharmacy trying to sort (cont).				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pabial,  Suneil		Incident being managed locally		No Harm						(cont) Still not sorted at 2pm (Baxter's cut off time for on hold treatments on a Friday). Script deferred a week.
Call to patient to explain and apologise, extremely unhappy and wanting to complain.
Dr completing form ready for next week, needing a pharmacist's telephone support to do so and taking a considerable time.
Schedulers emailed to contact patient with chemo time for next week.				Network Services

		I17595		10/24/25		15:32		10/28/25		TSRT9 / Level 4 / 13M / SB 13M / MD 13M / CF 3a
Moving from G70 T330 beam parameters to G290 T30 parameters. Using a Go To workflow to move gantry to zero before applying floor twist (Go To method should prevent floor movement) but floor also started moving unexpectedly. Occurred at 15:32 on Gantry 2 on the PTC, for purposes of checking logs.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Incident being managed locally		No Harm						Paused all motion. Cancelled Go To and re-started using all the same parameters: motion enable only moved gantry, as expected, the second time. No additional imaging for bed movement, as imaging required as per protocol after floor twist anyway.				Network Services

		I17574		10/24/25		15:00		10/27/25		TSRT9

Pt mask taken off in error following delivery of first treatment beam (1 arc still remaining).

Additional scan required following resetup.

Additional dose to pt = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Escalated to B7.

Pt resetup; reimaged (additional XVI justified in MOSAIQ) + treatment completed.				Network Services

		I17566		10/24/25		09:00		10/27/25		A platelet unit ordered for the patient, not used and wasted.

Donation number: G095 625 053 577 0				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Safety,  Patient		Incident being managed locally		No Harm						Unit discarded.				Network Services

		I17557		10/24/25		07:01		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17558		10/24/25		10:15		10/27/25		tsrt9
Nozzle fault on PTC before taking 2D GEC. Called MCR, unable to resolve, was instructed to continue until ready for beam and if not cleared by then to call back outside. After initial and re-setup 2D, was about to continue to CBCT but second guessed as interlock was still not cleared, despite being told to continue until beam. Called MCR who ended up needing to go behind the gantry, lost comp. No additional imaging as before CBCT but near miss as ?instructed incorrectly in the first instance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Spoke to superintendent and reported as near miss				Network Services

		I17559		10/24/25		07:01		10/27/25		No year on date on the second sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed and new sample requested via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I17560		10/24/25		00:32		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward to request a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I17561		10/24/25		00:32		10/27/25		No year on date on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward				Clinical Support and Specialist Surgery (CSSS)

		I17562		10/24/25		13:26		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Turner,  James		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Research and Innovation

		I17550		10/24/25		07:00		10/26/25		Medications safety walk round at 05:30 am to capture night shift activity/culture/practice.
Noted treatment room door open when checked
Noted x 3 alcohol wipes taped to the door mechanism.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/31/25		Immediately removed.
Asked all staff on shift if they had any involvement or awareness  this was insitu.
Strongly and clearly reinforced MPOP guidance and medications management safety and this being a serious breach in practice.
Asked for this to be added to huddle to nurse in charge
Later returned to ward to check treatment room door again - locked and discuss with Ward Manager.  Informed bank HCA knew who member of staff was who afixed the wupes to keep door open but was not willing to identify.  Reinforced this is for learning and important to disclose.  Refer to temporary staffing team for support and action.				Clinical Support and Specialist Surgery (CSSS)

		I17648		10/24/25		14:00		10/29/25		Consent form in CWP for prostate treatment, patients details on form, however all patient notes indicate patient having Pituitary treatment. 
Patients information printed on consent form in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Shardlow,  Jemma		Incident being managed locally		No Harm						IT contacted to remove consent form from CWP.
Patient contacted has a copy of correct consent form brought it for treatment and correct consent scanned into CWP.				Network Services

		I17641		10/24/25		10:07		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.

On investigation x1 Additional 2d image-Mechanical.
Additional imaging dose imparted to patient.
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional AP image (pre-set HEAD)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational manager- feedback to Varian at TIG.				Network Services

		I17621		10/24/25		22:00		10/28/25		Pt a/w pain
Prescribed Gabapentin 300mg TDS on admission (had been taking previously)
Pt had recently (within the past month) been tapering down and on 100mg TDS by time of admission. 
Continued on 300mg TDS during inpatient stay, pain improved. 
Highlighted by pharmacy team on Monday 27/10 re error - advised by cons on WR to continue on current dose as is effective for pain 
On d/c TTO prepped with Gabapentin 300mg TDS - patient unaware of change on admission, very unhapp				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Discussed with pt - confirmed had been tapering down and wishes to continue on Gabapentin 100mg TDS. Confirmed with pharmacy safe to resume dose immediately. D/C with Gabapentin 100mg TDS				Clinical Support and Specialist Surgery (CSSS)

		I17674		10/24/25		12:00		10/30/25		Patient referral for 2nd opinion from Stoke surgery received dated 10 August 2025 but  was only received by New Referrals on 22/10/2025
Referrals & Bookings clerical officer contacted the referrer regarding the delay (see documents).				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		Moderate Harm						Urgent triage to Consultant and asked referrer re the delay in our receiving this patient referral.

R&B - RP - 04/11 - Patients referral was received into new referral inbox on 24/10 - the new referrals team queried this with the referrer who noted they have sent this on to the incorrect inbox, when we have asked for evidence of this they have provided an email that was sent directly to the secretary MH - New Referrals have added this on and the patient is for triage under Dr AL. I have escalated it to KCD and JPB to action. KCD/JPB - please can you review and complete a rapid review for next Monday 10/11 as requested by the governance team. No delay from R&Bs behalf on this occasion. Patient is still awaiting triage so please raise with the consultant.				Network Services

		I17542		10/25/25		06:20		10/25/25		Patient found struggling to walk out of bathroom in significant pain. Assisted on to chair experienced vacant unresponsive episode. Patient stated experienced a fall in bathroom - toilet seat found to be broken.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		Low Harm		Moderate harm				Assisted to safe position by staff in chair. Vacant episode passed very quickly. Observations checked and recorded. On call Dr informed. Patient in significant pain and analgesia given.  Patient in too much pain to complete lying and standing observations for moving and handling risk assessment. patient refused ECG due to pain. VBG completed. Neuro observations commenced.				Clinical Support and Specialist Surgery (CSSS)

		I17543		10/25/25		11:50		10/25/25		C1D15 Slow rate Paclitaxel
Patient felt Hot flushes and reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
ANP Informed
Followed hypersensitivity protocol 
Patient felt better with  in 10-15 mins
.				Network Services

		I17544		10/25/25		11:30		10/25/25		The patient appeared flushed/red and reported lower back pain. Reported that she felt hot and generally unwell.		Email sent by RN re G2 HSR to paclitaxel

Scripts amended accordingly as per protocol by doctor from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		chemo stopped; clinical observations taken; 100mg of hydrocortisone administered; patient monitored.  Documentation maintained.		documentation could of been clearer in the sense that there was no comment that patient continued on a slow rate and finished the rest of her treatment on that day.
Will feed this back to nurse who completed the incident report.		Network Services

		I17539		10/25/25		03:00		10/25/25		Patient states ringing hotline for advice regarding capecitabine. States that she did have an hour or so post taking the tablets she felt flushed and nauseous so rang hotline to check she had taken tablets at right time. Upon ringing hotline states her one question was not answered and the hotline advisor began to ask questions to which at the time she did feel a little unwell. She was then advised to come for assessment on AAU. When patient arrived she immediately stated feeling a fraud. cont				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Roberts,  Rebecca		Finally approved		No Harm		No harm		11/5/25		cont. as she expressed feeling back to herself, just a little tired as had had IV chemo yesterday. Patient states her norm temp is approx 35.8 as frequently checks due to having chemo before. Advised we would need to take bloods, and a/w review from Dr which could take approx 1 hour. Patient declined to stay stating she felt fine, she didn't want to wait to see a Dr as she felt fine. She states she did not feel listened to on the phone and she does not want to ring hotline again. Apologised for the way she was feeling and explained protocols do have to be followed however, should feel listened to and patients own parameters taken into account. Hotline advice given +++ and explained she must not feel like she does not want to ring as it may be important. Patient left ward. PALs contact offered but declined.		For the hotline nurse to listen to the recording of the call and discuss the call and the datix with hotline team lead. To identify any areas of learning from the datix.		Clinical Support and Specialist Surgery (CSSS)

		I17540		10/25/25		03:40		10/25/25		Patient was assisted into a designated toilet. The nurse waited outside the toilet to allow privacy and hear a noise .The toilet door was locked  and this was opened  by the nursing staff .The patient was found sat on the toilet .
The patient stated that she slipped on on PJ leg which was underfoot on the floor over her left foot she states that she slipped back onto the toilet catching her fungating anal tumour on  the back rim of the toilet .		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		Patient taken back to her bed .Observations were recorded and the area was examined .Blood was noted on the pad but the area was not observed to be actively bleeding .Medical staff informed to review  the patient and the patient was given prn analgesia on returning to her bed .Refused to have lying and standing blood pressure falls risk assessment		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17691		10/25/25		09:00		10/30/25		Hotline sent through A+E department from another Trust asking for caller to be transferred to on- call Med Onc (W.K.).

Details entered into Alertive. On-call Med Onc refused to accept call saying he was "too busy". Caller remained on hold by Switchboard meaning they were unable to take similar calls in the meantime.

Switchboard staff attempted again. W.K. said he was now doing the rounds with a consultant and asked switchboard to tell them to call in the afternoon instead.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Switchboard		The Christie NHS Foundation Trust / Medical Oncology		Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Failure to answer alertive		Foxley-Hine,  Julie		Incident being managed locally		No Harm						Caller contacted Switchboard directly and offered their mobile number. W.K. did not respond to this request. Unsure whether caller eventually connected or hung up.				Network Services

		I17552		10/25/25		21:00		10/26/25		Pt was admitted at 6pm with pain++ ?SABO no pain relief prescribed. Pt was in 10/10 pain and this was not escalated or acted upon in a timely manner - medication oxycodone was prescribed as an under dose when pt was meant to have 10mg/1ml s/c but was px 2.5mg then  5 mg and pt was in pain this whole time. very distressed and uncomfortable and not happy with the care - medication was then pxd in am and I administered this at start of shift at 0800. and continued strict 4hourly and this settled pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Caroline		Finally approved		No Harm		Low harm		11/3/25		Administered the correct dose once drug available when dr px this after a full shift				Clinical Support and Specialist Surgery (CSSS)

		I17545		10/25/25		14:15		10/25/25		Category 2 discovered by RN to right upper arm. Presented with category 2 on admission, patient reports he had this pressure ulcer in community for weeks and community RN's were aware of this. Patient himself put a plaster over the category 2 in community. 
Category 2 has developed from previous subcutaneous line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Drgas,  Wiktoria		Incident being managed locally		No Harm						Site inspected, cleaned and dressed appropriately- flaminol forte applied and acquacel dressing applied over the top. 
Medical illustrations to be ordered first thing on Monday morning. 
TVN referral completed. 
Handover and huddle updated to reflect category 2 and for RN's to routinely check this site and inspect if pressure damage is healing. 
Duty of candour completed for community nurses. 

Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer to R arm.  Attended Ward 15 where I reviewed Mr Minshall alongside RN Alfi & Student Nurse Shauna. Patient consented to consultation.

On examination:

Sat out in chair at bedside, wearing his own clothing. Able to remove/replace clothing and move around independently in order to enable examination.

Syringe driver running via soft-set to top of his L arm, and a second soft-set just below this to be used for PRN meds. Currently resited each 72hours, or more frequently if sore/dislodged, as per Christie policy. Per patient, at home his subcut infusion sets were resited each 7 days.

To the top of his R arm, covered by a Kliniderm foam silicone border dressing (removed for examination), a small wound measuring 1cm x0.7cm with irregular edges. No depth. Wound bed is dried slough. Surrounding skin is normal in colour and temperature. No exudate. No pain. A lump is palpable beneath the area, and across both arms there are multiple of these lumps, with appearance of lipohypertrophy associated with subcut injection sites, some have associated surface discolouration. Per patient, these are at areas where previous subcut ports were used. Wound does not appear to be pressure damage.

Plan of care:

To wound at top of R arm:
Clean wound and peri-wound area with normal saline & gauze and allow to dry

Apply Flaminal Forte to dry slough area of wound

Apply Kliniderm Foam Silicone border 5x5 or 7.5x7.5 dressing

Change each 3-4 days, or more frequently if dictated by clinical judgement

2. Medical illustration today please for his clinical record

3.To avoid any areas with lumps or discolouration when inserting subcutaneous infusion/injection sets. Monitor these closely and resite at first signs of any pain/lumps/discolouration etc. Continue to change each 72 hours as per Christie protocol, as this has been working well for him so far. Can discuss with Supportive Care Team if issue continues, TVN happy to support with this if needed – please re-refer if further support required.				Clinical Support and Specialist Surgery (CSSS)

		I17546		10/25/25		11:00		10/25/25		I was preparing the Pembrolizumab 200 mg . After successfully drawing up the first vial, the syringe detached from the second vial during withdrawal, resulted in  SACT leakage.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Incident being managed locally		No Harm						Followed cytotoxic spill procedure.				Network Services

		I17547		10/25/25		10:00		10/25/25		Due SACT today, noted alert and CWP anno regarding contact with TB, staying the pt potentially contracting TB. Requiring isolation and maybe medical review				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Other		Outbreak - other		Jones,  Sophie		Incident being managed locally		No Harm						I rang the pt in the morning to see if they were symptomatic of TB, the pt was very confused that I was asking, as no one has mentioned this to them. They were not symptomatic and felt well. 
I contacted the duty manager about this who advised to raise it with the on call. I also messaged the IPC nurse who annotated on CWP asking if this is the correct pt as there has been no mention of this to the pt. 
Informed ACP on the unit who looked and discovered there was contact with someone who is TB positive when on AAU . Explaining where the contact came from. 
I alerted oncall who came and reviewed the pt, confirming okay to go ahead with SACT today as not symptomatic. On call informed pt of the contact on AAU, they understood the information and will let their family know who they has been in contact with.				Corporate

		I17548		10/25/25		11:00		10/25/25		Patient SCSD found to not be infusing at the beginning of the day shift and no checks or documentation to show it was infusing overnight.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Patient SCSD found to not be infusing at the 10am with first driver check. Patient voiced that she dropped SCSD in bathroom previous night at approx 8pm and had buzzed and let nurse know.
Patient was left without SCSD infusing overnight, no checks completed for driver on EPMA or driver form overnight so therefore was not picked up by nursing staff. SCT team aware regarding driver not running overnight and pain 7/10 this morning without any analgesia for 16 hours. 
SCSD replenished this AM and PRN given to ensure pain is controlled until SCSD takes affect.				Network Services

		I17549		10/25/25		17:00		10/25/25		Patient being discharged, therefore medication pod in room opened to check if any of their drugs in there. 1 medication in pod but belonged to previous room occupant, meaning drawer had not been emptied and cleaned after prior patient discharged.		27/10 m- unable to ascertain of patient before had transmissible infection, however all levels of cleaning process on palatine ward require the cleaning and emptying of medication draws, this case will be fed back to the housekeepers and nursing team, 

Band 6 development day scheduled for Thursday 30th and 6th November, during which the band 6 team will create a check list with info to hand over including the cleanliness and reediness of rooms.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Storage		Storage - wrong		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Drug removed and disposed of.				Network Services

		I17555		10/25/25		14:56		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17556		10/25/25		14:56		10/27/25		Transfusion second sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17553		10/26/25		15:00		10/26/25		Right ear scab, right heel ungradable DTI, sacrum grade 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/27/25		cream applied, dressing to heel, cream on sacrum.				Clinical Support and Specialist Surgery (CSSS)

		I17551		10/26/25		15:00		10/26/25		Unwitnessed fall. Was alerted to fall by another patient who heard a loud noise. The patient who had fallen was on the floor next to his bed sat upright. He had been on the commode and stood up by himself. He was attached to 2 IV infusions, reports getting tangled in these and then slipping to the floor, landing on his buttocks. Had non slip socks on at time of fall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Incident being managed locally		Low Harm						Attended with another RN and NIC. Ascertained details of fall. Assisted with hygiene needs and helped back into bed. Observations completed. Reports no LOC and did not hit head. Assessed for visible injury (a patch of redness to back visible at the time of fall, has now formed to a bruise), patient reported some pain upon impact of fall to buttocks and back but non ongoing. Medical team informed, reviewed by ANP. Wife updated over phone. Falls risk assessment repeated including sitting and standing bp. Fall incident form on CWP completed.  Reiterated use of call bell.				Clinical Support and Specialist Surgery (CSSS)

		I17567		10/27/25		08:50		10/27/25		Delivery to Moya Cole hospice of chemotherapy. Cisplatin found in fridge box when the treatment is a room temp.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Patient Safety and Risk Team		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Safety,  Patient		Incident being managed locally		No Harm						Treatment removed from box. Contacted pharmacy who where unsure if it can be used. Contacted Baxter's who where also unsure. Discussed with pharmacy and asked to re-order to be safe. 

Re-ordered treatment and disposed of original. 

Datix completed.				Corporate

		I17571		10/27/25		11:50		10/27/25		J. Kiely is a vulnerable adult who was admitted to Palatine Ward. A family member who has not seen John for 20 years was granted access to the ward and allowed to go into Johns room and sit alone with him. Mum has now found this out as the family member contacted her via facebook to let her know that he had visited John on the ward. Noreen (mum) concerned that he was allowed in the room and he was not a named visitor.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Eboiyehi,  Oseyaede		Incident being managed locally		Low Harm						Mum concerned if it was to happen again and John unable to voice concerns as he is vulnerable adult. Is not wanting to take it any further. I have reassured that we will ensure this does not happen again and investigated appropriately. Escalated to Palatine Managers and Matron. Password now in place. Description of visitor given to Palatine Management. Datix.				Network Services

		I17572		10/27/25		11:00		10/27/25		Endoscopist edited report after it had been sent to CWP therefore incorrect report on CWP completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						endoscopy manager aware and correct report sent to CWP				Clinical Support and Specialist Surgery (CSSS)

		I17573		10/27/25		00:00		10/27/25		TSRT9.
Pt having SCF field treated, beam switched on before portal image was acquired. 11 mu delivered, Beam interrupted and B7 called.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Beam terminated, 
Image acquired and in tol,
complete partial done with 11mu and 5mu for image taken off beam. 
Treated correctly.
Discussion with staff re vigilance when treating.				Network Services

		I17576		10/27/25		13:15		10/27/25		Stung by wasp in office.  We have previously made at least two reports regarding wasps coming into the Trade Union offices.  This was very unexpected given the time of year.  I did open the window in the hope the wasp would leave but instead it got into my top and stung me on the arm.				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues				Incident awaiting allocation		Low Harm						Left window open for wasp to leave.  Applied vinegar to neutralise the sting.				Corporate

		I17577		10/27/25		12:50		10/27/25		Referral was delayed over 1 month				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added and reported to Datix				Network Services

		I17578		10/27/25		10:00		10/27/25		I accidentally scanned the wrong patient's CT scan results onto a patient's record. The NHS number provided in the email was incorrect and so I scanned the attached document to the wrong person.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record. The document has been removed and added to the correct record.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I have asked for Tech Bar to redact the document on CWP to avoid any confusion. I requested this as soon as I realised the mistake.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record.		Network Services

		I17596		10/27/25		16:51		10/28/25		New patient to blood transfusion. Both G & S sample s takes at the same time.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shepherd,  Sophie		Incident being managed locally		No Harm						New sample requested.				Network Services

		I17597		10/27/25		11:24		10/28/25		G & S sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17583		10/27/25		14:30		10/27/25		Accidently staff nurse got needle prick injury(myself)

This incident occur after cannulating a Patient in the busy day care unit, while disposing  the sharp contents into the sharp bin . Pricked by an exposed needle  already in the container.

Needle prick safety measures  carried out.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Staff		Harm		Clinical Event		Known complication		Known complication		Calvert,  Sarah		Incident being managed locally		Moderate Harm						washed  the affected area multiple times in running water.

Informed ward manager and OH.

Required bloods taken and sent.				Research and Innovation

		I17584		10/27/25		15:30		10/27/25		Incorrect consent form scanned into incorrect patient's CWP.

When scanning in a radiotherapy consent form, the document was scanned into the wrong patient's CWP. 
Consent form was scanned into Patient A in error, consent form is dated 09/10/2025. The consent form was for Patient B; the document was correctly scanned into said patient's CWP immediately afterwards.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/30/25		IT help desk informed to correct error- for deletion of incorrect consent form
-correct consent form scanned into correct patient in cwp
-Band 7 made aware
-datix completed				Network Services

		I17585		10/27/25		15:33		10/27/25		At 16:10, my colleague queried if patient's treatment had been administrated too fast. I checked iQemo script and according to iQemo script it had not been overtranfused -however, there was a mistake in the script. Irinotecan was prescribed to be administrated over 30 minutes but, patient has had reaction in past and has 0.5mg of atropine to prevent cholinergic reaction from occurring again. Patient said she felt twitchy, flushed and strange taste in mouth.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		Stopped transfusion of rest of Folinic Acid  - checked on patient and completed observation - NEWS 0. Reviewed by doctor on the unit and was advised to wait 30 minutes. Waited 30 minutes and patient was feeling better - symptoms had been relieved. Folinic acid has been continued and patient is still feeling well. Safety netted with hotline.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		Network Services

		I17587		10/27/25		16:00		10/27/25		TSRT9
Administered IV contrast to patient during scan. Patient immediately started sneezing after injection finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						Obs taken and registrar called to review patient.
4mg Chlorphenamine administered via PGD
Patient given hotline number				Network Services

		I17588		10/27/25		14:00		10/27/25		12minutes into Carboplatin infusion
Sudden nausea and vomiting, complaints of scratchy throat and needing water. Bowels opened, diarrhoea. Clammy and flushed. Obs stable.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Drug stopped and medications given as per reaction protocol. After 30minutes symptoms had resolved and rechallenged at 50% rate. Treatment complete without issue at 50% rate. Did not have time to escalate to initial rate.				Network Services

		I17589		10/27/25		11:51		10/27/25		Patient reported heavy breathing, lower back pain. Visibly very flushed		Doctor on unit asked to review. reaction to Paclitaxel on hypersensitivity protocol.

Flushing of face, SPO2 gone down to 80%, chest tightness.

Hydrocortisone given. Slow wean of O2 needed.

Plan:

Team review for changing to abraxane


Lorraine will call hotline if concerned or seek appropriate medical attention. 
Dr on ORTC happy for Lorraine to be discharged.
Team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Drug stopped 
Help called for 
Hydrocortisone 100mg administered
obs taken. 15L o2 via NRB commenced for < Sp02
Dr in attendance.		Reaction managed well, Doctor on unit immediately review and patient safety was maintained.		Network Services

		I17590		10/27/25		17:20		10/27/25		after 10 minutes of caelyx treatment infused, patient reported being unable to breathe and having backache.		Reaction identified and managed appropriately, scripts altered for future treatments.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		treatment stopped, hydrocortisone 100mg given, chlorphenamine 10mg given, team informed.		Reaction identified and managed appropriately, scripts altered for future treatments.		Network Services

		I17591		10/27/25		16:45		10/27/25		Communication failure - DNAR discussion with patient by medical team, not passed on to ward staff, nurse noted AAND on CWP 2.5hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/29/25		Updated nursing handover, communicated verbally to ward team.
Unclear if patient had family present for the discussion, ward nurses not made aware to support patient afterwards if needed.				Clinical Support and Specialist Surgery (CSSS)

		I17592		10/27/25		19:00		10/27/25		Emergency call to patient receiving platelets. ? Reaction.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Learning response required		No Harm						On arrival, platelets just finished. Patient complaining of chest and abdominal pain. Feels like she was struggling to breathe. Temp >38. Bloods taken from PICC. Aspirated from hickman line and flushed afterwards - nil concerns. Not required piriton or hydrocortisone. 

Post transfusion bloods take, Christie profile, FBC and VBG. PLT bag taken down and to be sent back to the labs.

Patient reported afterwards that she felt neglected by the nurse looking after her. Patient does not have a wristband on and patient is aware that she needed one before receiving blood products. When she alerted the nurse to report her symptoms she felt she wasn't taken seriously and her partner had to pull the emergency buzzer.				Network Services

		I17593		10/27/25		12:00		10/27/25		Patient in AKI1 handed over to day team reduced urine output via catheter, increased lac of 5.3, bolus given and IVF running over 6 hour + enhanced fluid balance monitoring
Fluid balance not really filled out during the day except from the first column saying sips and a few numbers on the output side but nothing totalled up
When asking nurse at handover what is the patients fluid balance is she said 'its inaccurate' because she drinks sips, but this was challenged as catheter gives accuracy				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Incident being managed locally		No Harm						cont.. therefore fluid balance had to be totalled up during handover, pt found to be only passing 12mls/ph which is way under target
Informed day nurse to inform doctor straight away, dr reviewed + IVF prescribed 
Repeat bloods taken including VBG and patient now AKI2 and lac 4.7
Doctor informed
Catheter drained 125mls since fluids commenced which is improved (writing this at midnight)				Network Services

		I17594		10/27/25		21:00		10/28/25		Unwitnessed patient fall when she leaned on the bedside table to balance herself, fell backwards query hitting head on cabinet, neighbouring patients say she fell heavily. On arrival there was spilt water, Fortisip and contents of bedside table on the floor with patient on her back				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Outreach nurse visiting another patient responded to calls of help/loud noise, pulled emergency call bell and ward staff responded. 

Obs taken, NEWS 2 with raised tachycardia noted (known tachycardic), CBG taken 4.2mmol/L, assessed head and skin with no obvious signs of injury noted before returning to bed once satisfied Patient was settled

Alertived oncall Dr, ECG taken, VBG taken, peripheral bloods taken

CT Head and Pelvic x-ray taken

encouraged patient to use nurse call bell when needing to stand				Clinical Support and Specialist Surgery (CSSS)

		I17607		10/27/25		00:00		10/28/25		Safeguarding information automatically pulled through to discharge summary. This could have put the patient in danger of further abuse. Ward pharmacist luckily realised this had happened and removed specific detail of the safeguarding concern to prevent any harm to the patient. This is not an incident which I believe is unique to AAU, I understand that it could potentially apply to other ward areas where safeguarding concerns have been raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Breslin,  Deirbhle		Incident being managed locally		No Harm						Ward pharmacist raised concern to safeguarding team to alert them that safeguarding information is automatically pulled through onto discharge summaries. 
Ward pharmacist agreed to take steps to remove specific information on this occasion.				Clinical Support and Specialist Surgery (CSSS)

		I17600		10/27/25		20:00		10/28/25		Patient collapsed at Oak Road entrance, possible illicit substance abuse. Patient brought back to the ward and outreach involved. Illicit substance was found next to the patient.		Incident escalated to lead nurse and pharmacy. Illicit drugs destroyed by pharmacy as per policy. Formal written warning given to patient with appropriate supportive measures in place. Patient agreed to psych-oncology referral and SCT involved already.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Illicit substance and what appears to be a "crack pipe" taken away and signed into CD cupboard on the ward.
Pharmacy and lead nurse informed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17687		10/27/25		14:30		10/30/25		Request received for diagnostic MR scan.  Referrer had clicked 'no' for implant device, however vetting radiographer noticed that CWP referenced a magnetic port for her breast tissue expander in situ.  Referrer was contacted who provided relevant information, however the port was found to not be MR compatible.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Morgan,  Karen		Incident being managed locally		No Harm						Referrer notified and MR request cancelled.				Network Services

		I17682		10/27/25		18:49		10/30/25		Query transfusion reaction to a unit of platelets. On completion of transfusion, patient stated feeling tight chested, SOB, nausea and mild abdo pain. Temp of 38.7, tachycardic. Crash team called.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Actions taken documented by RN in charge of patient's care, medical team and outreach:
Seen by crash team and stabilised. Reaction samples taken and sent. Sent platelet bag and line to labs. ?For pre-transfusion cover for future units of platelets (eg. chlorphenamine)				Network Services

		I17613		10/27/25		16:00		10/28/25		TSRT9 

Radiographer noticed treatment prep QCLs had not been appended after mark up stage and acetate and bolus had not been sent over to Macclesfield				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						Escalation to B7 who arranged for acetate and bolus to be delivered.				Network Services

		I17614		10/27/25		10:33		10/28/25		No DOB on sample, sample rejected.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed, repeat sample requested at 11am				Clinical Support and Specialist Surgery (CSSS)

		I17632		10/27/25		11:00		10/29/25		Patient transport not booked for Radiotherapy patient (day 1).

Informed by patient that transport hadn't arrived which led to discovering it was never booked - had been waiting since 9am (approx 11am).

Transport dept contacted multiple times (phone + email). Transport not arranged until approx 2pm.

Pt no longer willing to attend due to impact of issues on mental health (anxiety) - extremely distressed.

Treatment delayed by 1 day due to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						Escalated to senior members of staff in Radiotherapy and Transport.

Transport 'rebooked' but pt no longer willing to attend.

Treatment had to be delayed. Clinical team informed.				Network Services

		I17615		10/28/25		11:45		10/28/25		Chollergenic reaction to irinotecan after 186mls infused.

Handed over from colleague - pt presented with dizziness and nausea on way back from bathroom, abdo pain, hot and sweaty.		Reaction managed appropriately, treatment recommenced and completed following atropine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		SACT stopped, patient seated, 0.25 atropine administered as pgd
100mgs hydrocortisone administered
obs taken and recorded on cwp		Reaction managed appropriately, treatment recommenced and completed following atropine.		Network Services

		I17634		10/28/25		16:30		10/29/25		TSRT9

Linac MLC fault following XVI acquisition/review.

Resolved while pt was on bed - approx 15mins; repeat image required due to timeframe since initial XVI acquisition.

Additional dose to pt = 5.9mGy.

3rd additional image due to protocol failure/machine fault over total XRT course.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers/B7.

Fault resolved by engineer.

Additional image justified by B7 due to elapsed time since initial image.

Reimaged + treated correctly.				Network Services

		I17636		10/28/25		08:30		10/29/25		TSRT9
Patient scanned for radiotherapy to the testes with no mould care to elevate the scrotum.
Noted at vsim planning there was a 7cm depth difference between the two testes, therefore unable to plan treatment on this dataset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						At vsim planning consultant decided it was best to rescan, with a mould care, to try to achieve a better elevated position of the scrotal sac to give a more even dose to both testes.
Discussed with scanning radiographers, there was no mould care available at Salford at the time.
Patient's rescan booked for Withington site, no delay to patient treatment start date.				Network Services

		I17622		10/28/25		09:35		10/28/25		People involved : patient, myself and supernumerary nurse and physio
Accidental bolus of noradrenaline < 1ml. see below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Millington,  Kerry		Incident being managed locally		No Harm						I+V patient. Patient was cardiovascularly unstable with large fluid shifts upon mobilisation when BP is significantly affected. Patient had to be mobilised in order to insert CXR plate behind them. To do so required 3 people : 2 people to sit them foreward and 1 x to manage airway. As I was the only ALS provider in room I was on airway. Supernumerary nurse (SPN) and physio sat patient forward. However patient started coughing and became not in sync with ventilator due to body manipulation however also at the same time their BP began dropping also due to the reposition, therefore as I was behind bedspace I asked SPN if propofol can be bolused and if the noradrenaline can be increased.  However they misheard me and accidentally began bolusing 4mg/50ml noradrenaline by the time was noticed <1ml had been infused.
Immediate action: noradrenaline paused, Propofol 2ml bolus given, 2ml alfentanil bolus given, atropine brought to bedspace in case of noradrenaline induced bradycardia. clonidine running at 6ml/hr briefly for less hand 60seconds paused however recommenced to help bring BP down. CCU consultant immediately informed as well as ward manager.  Post these measures BP slowly but gradually trended down to acceptable range. Patient continuously monitored and has constant RN present at bedspace.				Clinical Support and Specialist Surgery (CSSS)

		I17623		10/28/25		09:00		10/28/25		Patient was incorrectly booked for endoscopy on 28/11/2025 instead of 28/10/2025. The colorectal secretary admitted she had confused the months when making the booking and did not notify the nursing team of the addition. This additional patient add on was notice by nursing team who attempted to contact the patient but received no response. During clinical work, the consultant confirmed the booking error with the secretary.  patient contacted who confirmed incorrect booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Incident being managed locally		No Harm						The endoscopist contacted the colorectal secretary to confirm the booking error. The colorectal secretary acknowledged the mistake and confirmed the incorrect booking. The endoscopist instructed the secretary to rebook the patient onto the his next available list. The patient will be rebooked appropriately to ensure the procedure occurs without delay.
An email was sent to the Endoscopy Booking Service Manager to inform the secretaries of the error and prevent recurrence.				Clinical Support and Specialist Surgery (CSSS)

		I17624		10/28/25		17:00		10/28/25		Pt due C1 mitomycin 27/10/25- pt was not informed of any appnt times so DNA. Pt attended for a blood transfusion on 28/10/25. Spoke to endocrine dept on the phone who agreed to take FBC and christie profile upon cannulation. Later found these bloods had not been taken.
Pt then went to radiotherapy asked for them to bleed pt however they were unable to bleed pt. 
Pt then attended ortc post radio @1800- unable to bleed pt due to poor access.
Bloods from 30/09- show HB of 70. Nil further bloods.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Medication incident		Waste		Avoidable waste of medication		Bostock,  Louise		Incident being managed locally		Moderate Harm						Treatment wasted 27/10/25 due to short expiry date as pt went home and was not aware of appnt- then was unable to come back. Date changed script to 28/10- treatment re-ordered. Treatment to expire @2200 28/10, so will also be wasted. 
Not able to bleed pt due to poor venous access- therefore unable to give IV and po treatment today.
Team informed via email.
Apologies given to pt for the miscommunication and lack of communication from the team.

CSSS Governance; Unacceptable comm breakdown + moreso the unreasonable attendances expected of Pt, all over the hospital, with no room for error (ie: missed blood appt), however not a 'moderate harm' incident. Can be downgraded to a 'no harm'				Clinical Support and Specialist Surgery (CSSS)

		I17625		10/28/25		12:00		10/28/25		Bloods done on 17/10/2025. Not pending this am . Pt tells me that definitely had bloods yesterday. Bloods pending from 28/10/2025 @08:44. Pt tells me that has not had them done this am.
Spoken to the labs, who have advised me that bloods cannot be processed from 27/10/2025 because they were left out on the side overnight?				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Berman,  Danielle		Incident being managed locally		No Harm						I have called the pt and explained the situation. Pt aware that needs bloods repeating at dep 35 prior to the treatment. Repeat bloods completed and back within range.				Network Services

		I17626		10/28/25		17:50		10/28/25		Completed x-ray for NGT position and saw that NGT was coiled in the oesophagus.				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Safety,  Patient		Rejected		No Harm						Removed NGT in x-ray department after discussing with patient and gaining consent., as per our SOP.

Noted on CWP informed requester of x-ray via message attached to request and informed to Nurse in charge on Ward.				Network Services

		I17627		10/28/25		18:16		10/29/25		RN handed over that IV Mero changed to IV Co-amoxiclav and that dose was due shortly after pm handover.
However - IV Co-amoxiclav was signed for at 18:16pm, Pt adamant that she had not received new ABX.
Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				Clinical Support and Specialist Surgery (CSSS)

		I17640		10/28/25		21:00		10/29/25		Incident submitted on behalf of patients named nurse today due to time pressures of ward 

Cat 3 pressure ulcer to buttock present on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		PURPOSE T complete 
Dressing applied
SKINN bundle maintained 
TVN referral sent and reviewed (29/10/25) 
Medical illustration complete (29/10/25)				Clinical Support and Specialist Surgery (CSSS)

		I17638		10/28/25		12:02		10/29/25		TSRT9

Midway through acquiring a 3d CBCT scan of the patient the machine (linear accelerator) unexpectedly finished scan early (roughly halfway through rotation) producing an image with insufficient image quality to be used clinically.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers and superintendent therapeutic radiographer were contacted. Superintendent therapeutic radiographer agreed image was of insufficient image quality to be used clinically. Patient taken off bed and moved to different machine to be treated. Team on this machine made aware of what happened also. Engineers decision to run test scans on machine which faulted. These came up clear with no issues so machine returned to clinical status once this was confirmed.				Network Services

		I17647		10/28/25		17:57		10/29/25		Received a referral on 28/10/2025, the referral letter was dated 1st august.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Actioned the referral as urgent and then responded to referrer to ask about the delay. have not yet received a response.				Network Services

		I17688		10/28/25		02:10		10/30/25		E.coli in CVBC blood culture. Inpatient since 20/10/25  on Ward 12. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17692		10/28/25		15:30		10/30/25		Reaction to Irinotecan		All appropriate actions taken once reaction was identified. No further actions necessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Administration stopped. 
Observations performed. sc Atropine administered as prescribed. 
Medical review. Bloods including Lactate obtained.
Administration recommenced once symptoms had resolved and completed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17663		10/28/25		14:36		10/30/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD RBC

Donation number: G095625769289W				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I17656		10/28/25		14:00		10/29/25		Patients mum has been stung by a wasp on her finger whilst walking down the stairs from relatives room to palatine ward. This has caused injury and swelling to finger.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Members of the public/visitors		Harm		Clinical Event		Unwell visitor		Unwell visitor		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Patients mum has been to pharmacy and received medication but feels well in herself.

Reported the next day and advised to datix by lead nurse.				Network Services

		I17601		10/28/25		09:00		10/28/25		Delay with referral being sent. clinic date: 18/03/25
Referral received: 28/10/25

Email from secretary: Please note patient cancelled our outpatient’s appointment and was then admitted for some time in hospital.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added referral as urgent and asked secretary if reason for late referral is the one given in email about patient being admitted in hospital for some time (No date given of discharge).				Network Services

		I17602		10/28/25		10:30		10/28/25		Julie reports her eldest daughter has beat her up a few times in the past. Most recently 4-5 years ago, she gave her black eyes. Julie did not report it to anyone.
1 month ago Julie and her eldest daughter had a argument and her daughter told Julie, she wishes she was dead.
Julie tells me her daughter has also askes her for money £30-50 a time every few days to weeks.		Safeguarding referral completed - safeguarding to see patient on 06/11/2025 to offer further assessment and support.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		10/29/25		Discussed with Julie, explained this is physical and financial abuse to her when she in vulnerable for her cancer and other health conditions.
Julie thinks she is unlikely to see her daughter any time soon and her daughter does not have access to her flat.
Julie has agreed to safeguarding referral		Safeguarding referral appropriately completed.		Clinical Support and Specialist Surgery (CSSS)

		I17603		10/28/25		10:00		10/28/25		We have now had 2 SACT medications prescribed without staff having any training on recognising or managing adverse effects. Tremelimumab and Osimertinib. Staff are therefore unable to assess or advise patients correctly.
With Osimertinib, the protocol states that these patients require a magnesium but this does not appear to have been added since cycle 1.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Incident being managed locally		No Harm						Rep for Tremelimumab contacted by senior PEF once identified. However, patients have already been treated with drug. Currently trying to source rep for Osimertinib.
Process needs to be changed so that educators are informed and given contact details for reps / drug companies to come and speak to staff before drugs are introduced.				Network Services

		I17608		10/28/25		10:30		10/28/25		tsrt9
Incorrect immobilisation setup (vacbag) for patient under general anaesthetic, realised after patient had been transferred to treatment couch. No imaging had been taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Booth,  Adam		Incident being managed locally		No Harm						Patient transferred back to trolley and bed re-setup with correct vacbag/immobilisation. Setup and RBV number crosschecked with PTP scan record to ensure correct vacbag/position used. Proceeded to imaging and treatment.				Network Services

		I17605		10/28/25		08:10		10/28/25		TSRT9 13CC SB3i MD13CC CF3a
MLC leaf stuck prior to treatment delivery. Patient already imaged. Escalated to engineers. Unable to reset in service mode. Patient taken off bed and to another suite for treatment. Additional image authorised by B7 Radiographer.		Confirmed error BMDM all leaves apart form one moved to position, entered service mode and tried driving Y2 76 no movement. patient taken off the bed, identified leaf in Y2 Iso decided to replace bank for speed, leaf had shaved the leaf key and jumped the key. cleaned out bits of the leaf key from the DLG and checked leaf all good. bank fitted, shape test ran both DLG's hunting for several seconds by a couple of mm, DLG drive board replaced, training provided to RK, shape tests re ran and passed, Lightfield QC completed by JW,		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Got patient off bed.  Patient treated as soon as possible on another treatment machine.		natural faliure		Network Services

		I17606		10/28/25		09:45		10/28/25		A healthcare staff member slipped and fell in the scrub room due to wet floor. while walking through the area, the staff member lost footing, slipped, and fell onto his right side, landing primarily his right arm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Wilson,  Kay		Incident being managed locally		Moderate Harm						The incident was reported to the coordinator and band 7
An incident report was filled out 
The staff member was sent to A& E
The staff members arm was bandaged 
The floor was immediately cleaned				Clinical Support and Specialist Surgery (CSSS)

		I17617		10/28/25		08:00		10/28/25		Patient attended IPU for PORT insertion .Clinical information -haemophilia B . Has been review in the clinic last thursday but unfortunately nothing been arranged for this patient for PORT insertion . Patient need facter IX infusion 30 min before procedure.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Team not prepared this patient for line insertion . Took me 5.5 h for organising one of the doctor from the team to wright request and prescription , checking with the blood bank that the product available and arrange blood transfusion team to administer . 

29/10 - CSSS Governance; A Clin-Onc Colorectal patient; Parent Team should be mitigating the issues above, it is not the responsibility of the radiology/ procedure team to organise, resulting to delays on Endoscopy lists.				Network Services

		I17618		10/28/25		14:00		10/28/25		Cycle 8 TTOs Cabozantinib :
contacted main pharmacy, satellite pharmacy and porter - tablets nowhere to be found  , alertive primary team for a separate stand alone script for this cycle (C8 Cabozantinib only) and done.

Latest update from pharmacy: 
pharmacy staff found the TTO in ward 4 and is sending staff to pick up in ward 4 and supply to patient. Informed prescriber and stand alone script has been cancelled.				The Christie NHS Foundation Trust / Network Services / Ward 3		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		10/30/25		NIC informed. Pharmacy contacted. Explained and apologized to patient. Datix.				Network Services

		I17619		10/28/25		14:30		10/28/25		TSRT9 Sb3i 13CC CF3a
XVI fault during XVI acquisition causing XVI to be terminated, rescan required so additional dose.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		10/31/25		Patient needed to move as uncomfortable, so required a re-setup and				Network Services

		I17620		10/28/25		12:00		10/28/25		During E/C treatment noticed red, blotches to patients' skin. At all times flashback noted on the canula and dripping well. 
Treatment stopped and escalated to NIC. cannula was reviewed and it was okay, not an extravasation as still dripping well, not hard swollen lump to vein and  flashback still noted. 
Discussed with acute oncology nurse who also reviewed. Cannula in vein and not an extravasation, and no pain to patient during infusion.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		No Harm						Patient re-canulated by A but as soon as treatment started the same reaction happened to arm therefore treatment stopped and only partially given recorded on iQemo. Around 30mls of epirubicin given. No cyclophosphamide or pembrolizumab given as I wanted to discuss with team prior to giving any further medications. Patient to be reviewed tomorrow in clinic. Discussed with pharmacist who also agreed not to give any further treatment today and patient does not require GCSF injections to go home with. 
Patient stayed on scalp cooling and when reviewing arm on discharge arm and redness and swelling had completely settled down. 
Team to be emailed and this to be discussed tomorrow at clinic appointment"				Network Services

		I17610		10/28/25		12:30		10/28/25		TSRT9 
At prep stage, radiographers identified the RLAT FSD was no calculated in the yellow box. As the plan is non-orthogonal, the RAO FSD provided on the plan cannot be used.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12 Treatment data entry, data preparation process		Holt,  Daniel		Incident being managed locally		No Harm						The RLAT FSD was calculated in the room and independently checked by 2 radiographers. Escalated from B7 online, happy to proceed as RLAT FSD calculated and checked.				Network Services

		I17612		10/28/25		13:00		10/28/25		Patient admitted to IPU for US guided abdominal aspira. 
During procedure, no fluid present in abdomen. Presence of pleural fluid, chest drain inserted instead. No communication with recovery area if this can be accommodated and no communication to bed managers to confirm if a bed is availability before inserting chest drain. 
DATIX completed at request of bed managers.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Royle,  Gregory		Incident being managed locally		No Harm						Spoke to US and informed them they need to check with bed managers in future if a bed is available before going ahead with procedure.
Patient aware of overnight stay now needed. Could be a long wait and apologised.				Clinical Support and Specialist Surgery (CSSS)

		I17598		10/28/25		09:40		10/28/25		Patient incorrectly booked into another consultant's clinic under my name. As per previous Datix and numerous emails the patients need to be booked under the name of the consultant who's clinic they have been booked into NOT the name of the consultant they have been referred to as that is often inaccurate.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/31/25		Team emailed and this form completed

RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		Network Services

		I17708		10/28/25		18:00		10/31/25		TSRT9 13CC D98 SB3i MD13CC CF3a
Linac MLC fault following XVI acquisition/review.
Pt taken off bed to resolve fault. Repeat XVI required.
Additional dose to pt = 7.9mGy.
1st occurrence - not reportable.		it happened again as Sohaib attended same fault eariler, tried BDMD few times, no luck, beam reloaded but no joy, patient taken off the bed. logged in on service mode, try to load shape in diagnostic windows, no jaw movements. Head PSU recycled and it worked for a second, then failed again. DIA PCB replaced.  (SCS) both jobs combined on this one, 

Perform Shape cycle test and dia shape test going from leaf limit 40*40 to 10*10 and vice versa to check all the possible shapes. 
Light field qc performed by physics afterwards spare part added..		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Escalated to engineers/B7.
Additional image justified.
Engineer resolved linac fault.
Pt reimaged + treated.		Natural Part failure.		Network Services

		I17716		10/28/25		12:00		10/31/25		Patient attended for clinical trial visit and had blood sample taken.
Usual process is to register patient on agreed portal and ship bloods to lab using pre-paid address labels.
After obtaining bloods, found I could not access said portal. Emailed study contacts but no reply and emails bounced back.
Contacted chief investigator who informed me that the company had been bought out by another company but this had not been communicated with the research or admin team.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		McCaul,  Damian		Incident being managed locally		No Harm						PI and CI informed.
Blood sample was discarded.
Managed to contact team at new company and they have given me access to their portal and I am waiting for them to issue new address labels.
Patient will be contacted and asked if they would like to come back to have blood test repeated.				Research and Innovation

		I17717		10/29/25		14:00		10/31/25		Radiothearpy review and consent clinic for CNS patients is on a Wednesday PM.
Both lyme park rooms blocked with MSCC patients.
Clinic busy and patients had long delays due to lack of rooms
Consultants waiting.
Those with mobility issues/wheelchair users waiting even longer due to other rooms being unsuitable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Rachael		Incident being managed locally		Low Harm						Ended up using mould room prep room to see patients in to try to minimise further delays				Network Services

		I17697		10/29/25		18:00		10/30/25		A B Braun Cyto-Set Infusomat line primed with saline appeared to have a small hole below the chamber as the saline leaked out. Saline contained in the blue tray.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Staff		No Harm		Equipment incident		Medical		Failure of device/equipment		Rush,  Sara		Incident being managed locally		No Harm						Line not used and put to one side to show Clinical Education team. New line used to administer				Network Services

		I17657		10/29/25		11:10		10/29/25		Patient called me to her chairside on ORTC as they "didn't feel right". On examination, they were flushed and in clear discomfort, SACT reaction suspected. Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				Network Services

		I17658		10/29/25		16:00		10/29/25		she had a unwitnessed fall this evening at 16:00hrs
she was in the toilet, kneeling down on the floor by holding the commode next to her,as she stated
her bridge of the nose was slightly injured and bleeding
she was desperate to go to the toilet, accidentally tripped and fell
kneeled on her legs by holding commode but her eye glasses got hit on the commode, that injured the bridge of the nose
slightly hurt on chest wound
she urinated on the toilet floor in a rush at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		Low Harm						pulled emergency buzzer
reassurred her
reviewed by the doctors
safely transferred to the bed with A02,as she was able to do it
GCS 15/15 all limbs normal
observations done and charted
CBG 7.9mmols
Moving and handling completed- no postural drop
PURPOSE completed -bridge of the nose slightly injured and bleeding, cleaned ANTT let air dry
Chest wound examined- a tinge of blood noted- redressed under ANTT as per TVN advise
post fall educated
she doesnt want to inform NOK, she stated she will tell when they come in
monitoring GCS				Clinical Support and Specialist Surgery (CSSS)

		I17659		10/29/25		09:19		10/29/25		I gave 500mcg of IV Digoxin instead of 250mcg. Stat dose was Px on EPMA - both doses were visible (500mcg in 2ml above the indicated dose). On the medication box it outlines dose is 250mcg in 1ml, however I withdrew 2ml - this was given in the correct bag and over the correct time. I double checked medusa prior to giving this drug with a second colleague so it was not completed in a rush. I noticed 6hr later (when 2nd dose of 250mcg was Px for as per medusa) that I withdrew 2ml instead of 1ml 

MSO note: Screenshot of prescription from ePMA uploaded to incident record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to medic and informed Pt had been given full dose in morning rather than split across day.				Clinical Support and Specialist Surgery (CSSS)

		I17660		10/29/25		15:00		10/29/25		Started Pembrolizumab as prescribed and noticed a leak on A line: drops of liquid dropping from A line in the "filter" area				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Martinspitacas,  Irina		Incident being managed locally		No Harm		No harm				Stopped the infusion. Changed the A line using ANTT and connected the B line with Pembrolizumab to new A line.		IMP (31.1025) ICU medical rep and Deputy Head of Engineering emailed.		Network Services

		I17661		10/29/25		16:20		10/29/25		hypersensitivity reaction that occurred during a patient’s final carboplatin infusion. The patient had received 285 mL of the drug when she returned from the toilet and reported a red, itchy rash on her right thigh and leg. Upon examination, a similar rash was observed on the left leg as well .		Actions and result of actions taken	

Treatment was stopped immediately.
- Administered **Piriton** (chlorphenamine) and **hydrocortisone**.
- Full set of observations completed. NEWS2 score 1 throughout.
- Informed the ANP.
- Patient was monitored for one hour post-reaction with no further symptoms.
- Patient was discharged with appropriate information and advice.
- The clinical team was informed via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		The infusion was stopped immediately, and the patient was treated with Piriton and hydrocortisone. Observations were completed and remained stable throughout. The Advanced Nurse Practitioner was informed promptly. The patient was monitored closely for one hour following the reaction, during which no further symptoms developed and rashes disappeared . She was discharged with appropriate information and advice regarding the reaction and signs to watch for.

emailed the team as well		Reaction managed well		Network Services

		I17662		10/29/25		20:16		10/29/25		Staff affected: Haematology Registrar on call - Ryan Robinson
Called by Leighton hospital medical team asking for general haematology advice. The Christie haem reg on call doesn't cover Leighton, they have their own haem consultant on call. This is part of a trend of the Christie haem reg being called out of hours to give advice to a hospital we don't cover.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Read,  Chloe		Incident being managed locally		No Harm						Directed the medical team on who they needed to contact for advice.				Network Services

		I17664		10/29/25		12:58		10/30/25		TSRT9
Background: 
Lateral couch shift required daily in order to achieve clearance for G195.
Couch then shifted back to isocentre to perform confirmation 2DkV and delivery of G195.
Incident:
On #6/15, couch not moved back to isocentre position to acquire confirmation 2DkV.
Incorrect patient positioning on 2DkV - image un-usable.
Additional 2DkV pair required as a result (operator error).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Incident being managed locally		No Harm						Additional imaging justified by superintendent and PR2.16 dose limits adhered to.				Network Services

		I17655		10/29/25		14:30		10/29/25		120ml infused. Noticed that Gail appeared pail/grey in complexion. Asked if she felt okay, she said no, said she felt very nauseous and faint. Felt that the room was spinning on her.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Treatment stopped immediately. Called for assistance. 2x 100mg hyrocortisone IV and 10mg metoclopramide IV given before symptoms resolved. Symptoms resolved after half an hour. Treatment recommenced on hypersensitivity rate once settled, no issues during infusion.				Network Services

		I17669		10/29/25		17:22		10/30/25		After SOU pharm tech was informed of switch of TPN for one night only by dietician, tech messaged TCP staff @16:00that TCP are to expect the new script needed for that night and ASA it's on EPMA, will be requested by tech. After doc prescribed, tech requested on EPMA, messaged pharmacist explaining/asking screening & confirming request.@17:22 tech messaged that TCP don't have the request/script. Tech checked on EPMA that is was already dispensed and sent photo with details to TCP, but TPN was delivered NEXT day.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Harm		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		Moderate Harm		Moderate harm		11/6/25		It was only discovered by the pharmacy staff covering SOU the morning 30/10/2025 that the patient did not get the TPN on 29/10/2025, as the bag, which on the EPMA was dispensed at some point before 17:22 on 29/10/2025, was not sent at the correct time to cover the patient from 29 to 30/10/2025. The bag has been delivered by the porters on morning 30/10/2025 and available for the patient from that time.				Network Services

		I17666		10/29/25		08:42		10/30/25		An audiology report was sent from MFT as requested for a patient and scanned on cwp.
It was only the day later the consultant noted it was for another patient, they had sent someone elses.
The consultant brought it to my attention.  I redacted asap and did a datix and emailed the nurse to send us the correct report to be scanned on.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Dyson,  Claire		Incident being managed locally		No Harm						As soon as this was noted I did a datix and redaction				Network Services

		I17667		10/29/25		19:00		10/30/25		Moisture associated skin damage noted on the sacrum, present on admission
Pt is incontinent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/30/25		Tissue Viability Nurse Referral, ointment in use, encouraged to reposition.				Clinical Support and Specialist Surgery (CSSS)

		I17646		10/29/25		14:18		10/29/25		Referral has been forwarded to referrals and bookings by Christie secretary with the date showing 02/05/25. No referral on careflow but letter has been scanned onto CWP on the 09/05/25.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Roxy who has emailed secretary and added referral as urgent.				Network Services

		I17653		10/29/25		18:00		10/29/25		TSRT9 
#1 xRT booked on 30/10, highlighted during data input that #1 xRT usually occurs on the same day as first GEM X treatment which is on 4/11. B7 alerted. Called Clinician who confirmed patient needs to be delayed until 4/11 to attend #1 xRT after GEM X. Clinician added note to CWP.
Called patient and apologised for the change, patient very understanding and aware of new start date. Change form completed,				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4G Choice of start date		Hudson,  Scott		Incident being managed locally		No Harm						Called clinician
Called patient
Change form submitted				Network Services

		I17650		10/29/25		13:00		10/29/25		Whilst dividing the mesentery during cytoreductive surgy for a Hipec with a Ligasure Maryland the jaw of the ligasure became stuck and was unusable.  No harm came to the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Madden,  Sarah		Finally approved		No Harm		No harm		11/4/25		The Ligasure was replaced.				Clinical Support and Specialist Surgery (CSSS)

		I17651		10/29/25		16:00		10/29/25		Incident reported on behalf of patients named nurse due to time pressures on ward 
Cat 1 to buttock on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/30/25		PURPOSE T complete 
Barrier cream applied 
SKINN bundle commenced				Clinical Support and Specialist Surgery (CSSS)

		I17639		10/29/25		11:29		10/29/25		Pt started to feel hot and red in the face, had a reaction to Paclitaxel.
Treatment stopped and called for help.
Grade 2 reaction 
100mg of Hydrocortisone administered under PGD.
Obvs done and recorded.
ACP on the unit has reviewed and stated a grade 2 reaction. When pt is okay to restart treatment.		Treatment stopped, called for help.
Hydrocortisone 100mg administered under PGD
Observations done and recorded.
Pt seen by ACP who was happy for treatment to be restarted at a slower rate, Patient was happy with the plan.


Grade 2 reaction as per ACP review.
Treatment now given at a slower rate as per taxane reaction protocol.

Team emailed. For slow rate next time.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		Treatment stopped, called for help. 
100mg of Hydrocortisone administered under PGD.
Observations done and recorded.		Reaction managed well - patient finished treatment at slow rate and team emailed to make them aware of incident.		Network Services

		I17642		10/29/25		09:15		10/29/25		Staff Blood culture result uploaded to ICNET system.				The Christie NHS Foundation Trust / Corporate / Workforce / Occupational Health						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality				Incident awaiting allocation		No Harm						Contacted occupational health with result.				Corporate

		I17643		10/29/25		08:00		10/29/25		Noted patient has worsening MASD to groin/sacrum/buttocks in last couple of days since TWOC				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Referral to TVN. Requested med il. Asked medical team to consider re-catheterising pt. However, patient isn't keen on this. Encouraged pt to use urine bottles to avoid excess moisture to skin. Regular skin checks and apply medi derma barrier ointment. MASD care plan updated.				Clinical Support and Specialist Surgery (CSSS)

		I17644		10/29/25		12:10		10/29/25		Security team rung the ward to inform that a patient had been found collapsed on a bench outside Oak Road & suspected of taking illegal drugs as appeared inebriated. Patient had previously been found unconscious outside Oak Road On Monday evening (27/10) &had been found with drugs in her possession.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking / Oak Road Car Park				Incident affecting Patient		No Harm		Security incident		Site security		Other		Paterson,  Ruth		Incident being managed locally		No Harm						Escalated to ward doctor to review - patient was rousable to voice & was not unconscious but appeared inebriated/drowsy from ?taking drugs outside - no drugs found on patient. 
Escalated to ward doctor. Nurse advised to take set of observations. Obs not completed straight away as patient went off to the bathroom shortly after return, completed when able & obs within normal range as per NEWS 2.
Safeguarding referral made. Matron informed. 
Asked medics to repeat a capacity assessment.
Medics reviewed pt on return to ward.				Clinical Support and Specialist Surgery (CSSS)

		I17628		10/29/25		03:20		10/29/25		Patient found by mum on the floor having hit her head. 
Patient hoisted back into bed.
CBG 3.9mmol glucogel given.
Bolus IVF given BP 93 systolic difficult to hear.
Neurobs shown pupils 3 and reactive to light, patient non-compliant with arm and leg strengths. 
SHO and reg informed.		Rapid Review completed and attached to incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		Not for urgent CT as not had anticoagulation in over 48 hours.
?escalated that recognition of dying may need to be put in sooner than thought, to be discussed with day team
Advised mum when she needs to fall asleep we need to 1:1 the patient, mum said she will inform us when this happens 
Unable to complete lying and standing BP as patient cannot stand safely				Network Services

		I17629		10/29/25		03:00		10/29/25		my patient who has intermittent confusion was incontinent of urine and in his confusion got up and got tangled in his feed line and fell on to the bed as far as i was aware he was not harmed and doctor was alerted. i had been checking on him regularly when this happened and i have advised that he be 1-1 overnight where possible.
Dr said there was no need for review but to monitor the patient through the night				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		No Harm						doctor alerted.
patient reassured and given care.
documented in notes and handover .
datix now being performed.				Clinical Support and Specialist Surgery (CSSS)

		I17630		10/29/25		08:30		10/29/25		this incident includes 2 patients. patient A's referral letter was added to patient B's careflow attachments. both referrals were added on correctly and both referral letters were scanned to cwp correctly.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						the secretary let me know that this has happened. i double checked both referrals and looked at where i went wrong.				Network Services

		I17631		10/29/25		08:00		10/29/25		Bank admin support booked for today to support department 35 blood room from 8-4 - no one turned up. No admin managerial staff onsite until 9AM - was told there was a miscommunication and someone sent down to support for 9.30 AM. 

Had to pull clinical staff out of numbers to support whilst awaiting admin support causing delays in the blood room				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				Incident affecting Staff		No Harm		Clinical incident		Resources		Staff shortage		Mcdonagh,  Claire		Incident being managed locally		No Harm						Spoke to service manager and manager at 9am when they come on shift

Tried to pull resources from other areas to support				Corporate

		I17637		10/29/25		10:00		10/29/25		She came in with an unstageable pressure ulcer of the left foot, stage 2 pressure ulcer of the sacrum with blanching buttocks and lesions all over her body.		03/11 - appropriately dealt with upon arrival.  Pressure sores were formed at home before admission.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Tissue Viability Service				Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Was referred  tissue viability nurse, who came and reviewed and prescribed a dressing that will be used. Medical illustration was called who took a pictures with patient's consent. skin bundle was done, Pump was attached to the foam and a repose wedge placed to relieve pressure from the heels.				Network Services

		I17635		10/29/25		09:09		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.  

On investigation x1 Additional 2d image-Mechanical.  
Additional imaging dose imparted to patient. 
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional lateral image (pre-set HEAD).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational team to highlight with Varian at next TIG meeting.				Network Services

		I17633		10/29/25		11:15		10/29/25		Rand Unit 164 (HIPEC) missing power lead. A 3 lad power plug similar to those often used but is distinguishable by a yellow catch that locks in place with the machine. Unable to locate in theatre department, hence Unit 164 out of action until we can source another one.				The Christie NHS Foundation Trust						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Co-ordinator infod 
Band 7 info 
Looked all around theatres
HIPEC Manager made aware

		I17672		10/30/25		09:00		10/30/25		Patient was seen in clinic on 29/10/25. iQemo script was amended and treatment regimen changed. The script location was Outpatient SACT so the patient was not scheduled on to the ORTC iQemo diary.
Patient has 0830 appointment on his blue card.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						Spoke with Baxters to ensure we could get his treatment delivered this morning.
Liaised with ORTC reception to update the patient. 
The patient was very frustrated as last time he was for treatment he was sent home, and didn't have it.
The patient felt that appointments/scheduling and the team had poor communication.
I apologised for his poor experience, and reassured him that he will get his treatment today. 
Explained to him that we would be able to treat him from 10am, as that is when a 'mid shift' nurse was starting. As the early shift staff all had patients booked in. 
Patient was happy with the information and update that I provided.				Network Services

		I17665		10/30/25		09:00		10/30/25		DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Clarke,  Catherine		Learning response required		Moderate Harm						DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				Clinical Support and Specialist Surgery (CSSS)

		I17693		10/30/25		11:00		10/30/25		Patient had a unwitnessed fall near bedside after coming back from toilet had shoes on not worn properly walking stick in site		All appropriate actions taken post fall. Falls risk assessment updated - remains independently mobile. The use of illicit drugs were escalated to the lead nurse. CT scan NAD.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Observations done, CBG done stable 
patient reviewed by doctor whilst on the ground
pupils checked equal and reactive 
responsive to voice and movement 
hoisted onto bed 
re reviewed by Dr 
had CT head NAD		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17694		10/30/25		14:00		10/30/25		patient admitted with x2 C2 to buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Barrier cream applied 
Dressed
Med ills to be completed 
Air mattress 
Can be managed on ward, TVN not required				Clinical Support and Specialist Surgery (CSSS)

		I17695		10/30/25		19:00		10/30/25		Patient stood to close curtains around bed - witnessed fall
Patient states she lost her balance and fell back on her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Moderate Harm		Low harm		11/3/25		Staff called
Observations taken
Doctor alerted				Clinical Support and Specialist Surgery (CSSS)

		I17696		10/30/25		19:30		10/30/25		Patient sat on the commode with constipation, due to discomfort, patient was trying to force bowel open and when straining accidentally bit her own lip causing a cut and bleed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Bite		Human bite		Spooner,  Jennie		Incident being managed locally		No Harm						Compressed lip with tissues/wipes. 
Informed Oncall Dr due to constant bleed. 
Repositioned px back to bed and supplied fresh nightgown. 
Morphine given for pain relief.				Clinical Support and Specialist Surgery (CSSS)

		I17689		10/30/25		15:00		10/30/25		Patient rang buzzer complaining of suddenly feeling hot and nauseated.		Team Drs emailed for next script to be amended
Involved in the event was;
Responsible medical team
Doctor
Chemotherapy nurse		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Moderate Harm		No harm		11/4/25		Infusion was stopped and patient was treated for a reaction. Observations were taken and hydrocortisone was given. Dr on the unit came to review. The patient's symptoms settled after 10 minutes. Reassurance was given to the patient and observations checked again. Treatment was restarted according to the hypersensitivity protocol after around 30 minutes		Written on CWP observations stable but no NEWS2 documentation on CWP. Will discuss with reporting nurse.		Network Services

		I17690		10/30/25		14:40		10/30/25		patient was receiving transtuzumab Entansine(Kadcyla). after administering 180ml of it at 14:40 patient felt nauseous, hot, and flashes. treatment stopped immediately and ACP seen the patient and given necessary meds				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						treatment stopped immediately and ACP seen the patient and given necessary meds. IV 100 mg hydrocortisone at 14:42 and 14:50 given. iv chlorpheniramine 10 mg at 14:46.
iv metoclopramide 10 mg at 14:53 given. 250 ml normal saline free rate given.				Network Services

		I17683		10/30/25		10:30		10/30/25		Due blood transfusion on endocrine department on 30/10/25.
X match and group and save taken on oak road on 27/10/25 but mislabelled. Returned to Oak road on 30/10/25 for second sample, however this was also mislabelled. 
Rebled again today on endocrine department. Patient will return tomorrow for 1 unit blood transfusion.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Apologies given to patient.
Rebooked patient in for tomorrow to have 1 unit blood transfusion.
Datix complete.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		Network Services

		I17684		10/30/25		12:00		10/30/25		Patient reviewed on AAU by trial team at around 11:00. 
Advised nurse taking care of patient to give IV Tociluzimab, prescribed on iqemo and epma (trial stock was available on the ward). 
Patient transferred to ward 2 late afternoon and Toci still not given, checked notes from AAU which stated - 'PRN Tocilizumab needed but not given as NIC states we do not give this on the unit, Pt informed.'
In this case the CRS was low grade but there was still a delay in patient receiving.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Clarke,  Catherine		Incident being managed locally		No Harm						Checked with ward 2 if they had been given the right stock and were able to administer. 

I believe this should be treatment AAU should administer as it could be an oncological emergency.				Clinical Support and Specialist Surgery (CSSS)

		I17685		10/30/25		13:00		10/30/25		The patient attended the nuclear medicine department for a Ga68 DOTATOC scan. She was given a cup of tea which she spilt down her left side.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Harm		Clinical incident		Spillage		Splash with hot/cold liquid (NOT chemical)		Harris,  Andrew		Incident being managed locally		Low Harm		No harm				The wet clothes were removed and replaced with scrubs and a cold compress was applied.				Network Services

		I17686		10/30/25		14:00		10/30/25		Patient had pre-surgery/pre-existing pressure sores.
1- Right foot was dressed so unable to assess fully, patient reports that it is necrotic pressure wound. 
2- Bilateral breasts, moisture associated skin damage. The skin was red and broken to the underneath area's.
3- Moisture associated skin red and broken skin to full apron of abdomen folds and groin area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Madden,  Sarah		Finally approved		No Harm		No harm		10/31/25		Post surgery, all areas cleaned and dried. 
Barrier spray applied.
Medical illustrations contacted and photos taken in theatre recovery.
All pressure area concerns documented and handed over from the theatre staff to recovery staff.

Tissue Viability Review :31/10/225

Reviewed the patient with the named nurse to review the wound on the right heel, which was dressed on admission.

On Assessment, patient has an unstageable pressure ulcer (Category 3) to her right heel, which she came in with, and the dressing was not removed before surgery. Category 3 pressure ulcer approximately measures about 6 cm in circumference with 80% of thick necrotic area. 20% of the necrotic tissue was debrided, and the tissue underneath is granulating well. The heel was not elevated, and the mattress pump was not switched on.

Photo of the pressure ulcer taken today.

She also has an insect bite on the top of the right leg.

 

She also has multiple areas of moisture damage under the breast, groin and buttocks, and she doesn't want me to check as she had photos yesterday and she has shown me the photos. I also reviewed the photos of the moisture damage on PACS.

Management plan

Clean the wound on the right heel with normal saline 

Apply Algivon honey tulle to the pressure ulcer

Use Zetuvit plus superabsorbent 

Apply Kliniderm foam adhesive for the insect bite

Bandage the leg from toe to knee with Wool and crepe, and apply a yellow line to keep the dressings in place.

Change this dressing twice a day.

The mattress pump was switched on and advised to keep the mattress pump on at all times due to the risk of PU.

Also advised to elevate the heel with repose wedges to offload the heel pressure.

For Moisture Damage

Clean all areas of moisture damage with normal saline

Apply Medierma barrier ointment twice a day.				Clinical Support and Specialist Surgery (CSSS)

		I17677		10/30/25		11:30		10/30/25		Patient commenced on rechallenge of Docetaxel (reacted last cycle but completed at slower rate), after 5ml at 1/4rate complained of feeling unwell, very flushed, chest tightness.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Treatment stopped. 
Hydrocortisone and Piriton given IV under PGD. 
Did not rechallenge.
Kept until symptoms settled. Obs stable. 
Discharged with safety netting advice. Email Dr and admin team for consideration of Nab Pac				Network Services

		I17678		10/30/25		11:30		10/30/25		Patient informed me of two red itchy hives on his right forearm around 20 minutes after the transfusion had completed. He had two units of platelets.										Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						His observations were took straight away and they didn't show any signs of deterioration. 10ml of chlorphenamine was given to the the patient by charge nurse Jamie. The patient reported feeling well in himself. he was kept here bloods were sent the both platelet bags back tot the lab as per reaction protocol.

		I17679		10/30/25		08:50		10/30/25		TSRT9
Lost comp as a result of unexpected motion error				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Additional imaging, authorised by B7				Network Services

		I17680		10/30/25		11:55		10/30/25		5 minutes into Paclitaxel infusion patient showed signs of drug reaction. Reported closing sensation in throat; chest pain; palpitations; dizziness; and had flushed face.		Reaction managed appropriately, treatment continued with no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Infusion stopped. 
Observations checked and satisfactory. 
10mg chlorphenamine and 100mg hydrocortisone IV given as per PGD. 
Infusion completed following slow rate hypersensitivity protocol.		Reaction managed appropriately, treatment continued with no further issues reported.		Network Services

		I17698		10/30/25		18:00		10/30/25		Pt was with daughter who took her to the bathroom - pt unsteady on feet and attached to drip IVI stand - pt then was walked back to the bed but bed breaks were taken off? patient fell over / assisted to the ground by daughter - RN came and pulled crash bell - all staff and medical team cam - checked bp observations, bms stable - temp ongoing - ha been escalated ++ tmes to medical staff see documented drs note d/w consultant- pt commenced oral abx - low thresh hold for abx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to DRs and Consultant and rechecked - escalated pt to bay tag and then 1:1 - dr said no need to alert Out reach team - I have allertived them and handed over 1:1 care				Clinical Support and Specialist Surgery (CSSS)

		I17699		10/30/25		19:45		10/30/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team. 
As per TVN August Newsletter, referral to TVN not required
Tissue viability assessment today 03/11/25 reviewed and verified as Moisture associated skin damage by Sarah Francis TVN- see CWP entry .				Clinical Support and Specialist Surgery (CSSS)

		I17700		10/30/25		23:40		10/31/25		Pt was C1D1 of trial, late stay due to aseptic delays and trial activity post infusion. Handover sheet stated "taxi was booked with transport" however as I am on the night shift I don't know if anyone informed transport desk that pt would stay late - verbally handed over for her to go to security for transport when ready to leave (not the normal process). When ready to leave I called Veezu to arrange her taxi but they were not aware of her.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Donovan,  Helen		Incident being managed locally		No Harm						Called security to ask if they can arrange transport, they confirmed they can but only with approval from duty manager. Alertive sent to Tracey Wood and also spoke on phone who explained to complete transport request form for her to give the go ahead. Completed and emailed and she confirmed taxi can be arranged for this patient. Thankfully pt lived in Manchester, otherwise would have had to stay overnight. Confirmed with security that Tracey had given the ok for the taxi and pt left the unit at 23.35.				Research and Innovation

		I17701		10/30/25		21:19		10/31/25		Checked soft-set on patient and there was redness around the site of the soft-set. Soft-set removed and on removal small amount of bleeding occurred, pressure applied. After bleeding stopped a black dot was left where soft-set had been removed. Doctor informed and circle drawn around affected area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin redness (non pressure related)		Spooner,  Jennie		Incident being managed locally		Low Harm						Pressure applied to area
Doctor informed
Circle drawn around affected area
DATIX completed within 48 hours of incident.				Clinical Support and Specialist Surgery (CSSS)

		I17702		10/30/25		22:13		10/31/25		Checked patient's morphine sulphate 10mg/5ml oral solution on PRN and had no dosing interval only stated "when needed". Informed doctor, who corrected dosing interval to every 3 hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Doctor informed
Datix completed within 48 hours.				Clinical Support and Specialist Surgery (CSSS)

		I17703		10/30/25		11:30		10/31/25		Patient had a crossmatch taken at 11:30am at ORTC, sample was sent to labs and patient came to the endocrine for btf, as soon as the patient arrived we rang ORTC to confirm the patient had a crossmatch taken and sent to labs, after more than 2 hours there was no indication on CWP's lab results that the sample was even being processed, I rang bloodbank and they told me they did not have a sample, they checked the pods and even behind reception and I was told there is no sample, I then rang ORTC				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Stansfield,  Emma		Incident being managed locally		No Harm						for a second confirmation that the crossmatch had definitely been sent and they confirmed, I then contacted bloodbank again about the patient's crossmatch and before I could even give the patient's hospital number I was told the sample had been mislabelled yet there was still no indication of this on the CWP causing severe delay to the patient receiving a btf, I asked bloodbank why there was no mention of the sample on CWP and they informed me they will add it on however it is now the next day and still the result of it being mislabelled has not been added onto the system, the patient was severly distressed and was extremely tired especially after Chemo but has agreed to take another sample and to return the following day for transfusion				Christie Pathology Partnership

		I17704		10/30/25		09:00		10/31/25		Patient plan for peripheral TPN on 29/10 by dietitian: 1800ml of a Triomel N4 2.5L bag, prescribed on EPMA by surgical doctor ~4pm and handed over to pharmacy by dietitian.   
Bag did not arrive to ward on 29/10, arrived on morning of 30/10 and was incorrect bag 1.5L Triomel N4 rather than 2.5L bag (incorrect volume) which was prescribed correctly on EPMA and written on the paper copy of script. Patient did not have TPN and had to have IVF instead.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with dietitian looking after patient who confirmed correct ordering and handing over process.
Checked EPMA - doctor had prescribed correctly by 4pm on 29/10.
Discussed with pharmacy tech - advised wrong bag had arrived on 30/10 and they had taken it back down to pharmacy stores and advised wrong bag.
Updated ANP on ward of reason for missed PN.				Network Services

		I17705		10/30/25		00:00		10/31/25		During weekly drug check it was noticed 2 boxes of cyclizine was missing from the emergency drug boxes in CT scanners within radiotherapy pre-treatment areas.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Incident being managed locally		No Harm						Looked for missing drugs and discussed with staff.				Network Services

		I17714		10/30/25		08:55		10/31/25		Patient received C4 Subcutaneous Atezolizumab but using an IV dose. Currently stocked on ORTC ward stock is IV 840mg Atezolizumab and Subcutaneous  dose 1875mg are prescribed from main pharmacy. 

Patient received two vials of 840mg which equalled to 28mls of Atezolizumab rather than 1875mg in 15mls subcut dose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Incident being managed locally		No Harm						Made aware of this error after patient had been discharged home and looked through TTO bag when subcut dose of Atez was found, patient then rang hotline and was assessed over the phone.
Patient was well at time of assessment and no issues with site of administration. 

Member of staff had gone home at time that error was noted and therefore was asked about incident when attended for shift today. Explained she thought the dose of treatment we had in our treatment room fridge was the Subcut dose and that they used two vials of 840mg for administration. 
Pharmacy and medical team emailed to check if there was anything that required actioning as drug that was used was given via incorrect route . 
Patient will also have a further follow up call today				Network Services

		I17715		10/30/25		09:30		10/31/25		No indication of patient's Latex allergy until morning briefing after the first patient was already done. Meaning SOP failed as we were not told of latex allergy 24 hours before and lead to delay of 30-40 minutes due to deep clean needed. patient informed us that allergy leads to airway problems and swollen mouth.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Removal of all equipment and PPE which is not latex free.				Clinical Support and Specialist Surgery (CSSS)

		I17723		10/30/25		10:30		10/31/25		Pt attended Nuclear Medicine for Renogram. Was injected with MAG 3- Technetium (99mTc) radiopharmaceutical and scan started. 10 minutes into scan, pt began to feel unwell and fainted.

Alert and orientated when I arrived to assess her. Hypotensive (80mmHg) and hypothermic (34.4). Began to feel lightheaded again, so laid down and scan abandoned. 

OR contacted. Struggled to get medical review. Lack of support by medics on a department with no medical cover. See below.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Near Miss		Clinical Event		Collapse/faint/fit		Faint		Harris,  Andrew		Incident being managed locally		No Harm						Fully clothed, covered in multiple blankets. BP stabilised, temp not coming up. BGL taken 3.6mmol/l. Glucojuice given, BGL increased to 7.9mmol/l. Moved to a room with a heater, temp after 1 hour came up to 35.8. 

Struggled to get medical review. One RMO advised they'd only assess if the pt is admitted and to speak with Outreach. OR stated medic review is required. Spoken with another RMO who attended to speak with the pt; however no assessment completed, history taken or questions asked about the pt's situation or health. 

RMO informed the pt that her consultant advised to attend A+E for a septic screening. No further information provided except to say it could be infection related. Pt and Mum understandably upset at the lack of info and having to wait so long to be seen and no assessment to be completed. They were also confused as to what was going on and why she couldn't be treated here. 

I reassured them and discussed these concerns in length, before providing the pt with a supporting letter to handover at A+E.				Network Services

		I17732		10/30/25		15:00		10/31/25		CSF sample was left on the Haematology bench. Staff assumed it was for haematology and performed Cytospin and auto- differential instead of the protein and glucose. By the time the error was noticed, there wasn't enough of the CSF sample left to perform the tests requested.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Ehimare,  Brave		Incident being managed locally		Low Harm						Informed AAU of the error.				Christie Pathology Partnership

		I17734		10/30/25		08:00		10/31/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
Manufacturer had been carrying out maintenance work on linac. Commenced clinical list at 8am the following morning. Unable to take CBCT image as departmental presets had been removed leaving only the manufacturer presets available for selection. This resulted in 1 hour delay in starting treatment and the cancellation of 1 patient while the issue could be rectified.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting the organisation		No Harm		Radiotherapy incident		TS - Technical services		3J Handover of radiotherapy equipment after planned maintenance (including handover to other department such as diagnostic colleagues)		Stewart,  George		Finally approved		No Harm		No harm		11/3/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
- B7 informed when imaging fault occurred.
- Engineers called. 
- Issue identified and rectified. 
- Machine returned to clinical use.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		Network Services

		I17735		10/31/25		17:00		10/31/25		TSRT9
SGRT software fault after XVI acquired. 
Patient needed to move machine to complete treatment, additional scan required
Total additional imaging dose 1.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers and treatment band 7
Apologised to patient
Arranged for treatment to be carried out elsewhere				Network Services

		I17736		10/31/25		17:05		10/31/25		At the end of flush patient reported swelling and mild pain around cannula site		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		11/3/25		Flow chart D followed as per extravasation policy. Hydrocortisone applied, area marked, note for nurse in chart to follow up, photo taken of area on patients phone as out of hours.
Patient advised to use heatpack or hot water bottle for times a day for 20 minutes until improvement,
Advised to elevate and keep limb moving,
Call hotline with any issues		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		Network Services

		I17737		10/31/25		14:15		10/31/25		Patient appeared red in colour
Reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						Stopped infusion
Called for help
Followed hypersensitivity protocol
Patient felt ok with 10-15 mins
Tolerated well on slow rate				Network Services

		I17738		10/31/25		20:40		10/31/25		Patient was handed over as nil by mouth and for nutritionl support. Patient was brought onto the ward without nursing or care team made aware. When checking patients epma, patient had no IV fluids prescribed as high sodium but no further escalation to medical team noted. Noted that it wasd escalated to NIC but no documentation or communication as to why this wasn't escalated to medical team prior to moving to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Incident being managed locally		No Harm						Contacted AAU but NIC was unaware as to why not on IV fluids. Escalated to oncall dr and prescribed IV potassium for hypokalaemia and hyponatraemia. Dr also noted that patient weas not nil by mouth as seen by dieticians and swallow assessment had been completed with water soluble contrast swallow.				Clinical Support and Specialist Surgery (CSSS)

		I17733		10/31/25		14:00		10/31/25		the theatre man operating list did not concur with the patients consent form. The patient was consented for a scalp procedure and this was not listed on the theatre man operating list. The consent form and medical photography was correct but not the operating list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Smith,  Lydia		Incident being managed locally		No Harm						issue was reported to theatre co ordinator and datix has been completed. entire team was also made aware.				Clinical Support and Specialist Surgery (CSSS)

		I17724		10/31/25		11:55		10/31/25		Patient had finished his CT TAP scan, and was being disconnected from the CT contrast pump and told to get up and return back to the patient waiting area. 
While the patient was getting up, he turned too quickly and turned over the couch landing on the floor with his forearm.
Fortunately, the CT couch had been lowered to the lowest height and the patient did not fall from a large distance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Fall from bed, chair or height		Iddles,  Sarah		Incident being managed locally		No Harm						The patient was immediately assisted up by myself and another colleague to a chair. The patient had no sign of bruising, pain or injury when assessed. When he stood up I noticed he was a little disoriented even though he kept insisting he was fine.
I then escorted him back to the waiting area where he sat down to be observed for any contrast reaction.
After a few mins, the patient was well enough and allowed to go home.				Clinical Support and Specialist Surgery (CSSS)

		I17725		10/31/25		14:00		10/31/25		TSRT9
Patient was for replan as of day 0 MRI. Patient had #2's delivered, a systematic review, #1R delivered then an offline review to confirm imaging pathway. The note said next CBCT #8 which would've been #6R. Missed on #6R and CBCT was then on #7R (#9 overall).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Incident being managed locally		No Harm						Escalated to B7, CBCT'd #7R (1# late)				Network Services

		I17709		10/31/25		09:24		10/31/25		19.6mls of oxaliplatin and folinic going through and pt stated to go red in the face, itchy palms and dizzy.		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Actions and result of actions taken	
Treatment stopped, Obs done and recorded.
10mg of piriton given to good effect.
Explained what was happening to patient who understood. Symptoms resolved quickly after piriton was given.

ACP  came to review who said we cannot re start as already on rechallenge 4 hour.
To keep her here for 1 hour to ensure no further reaction. Then can go home.
Safety net with hotline.
Treatment discarded of as per policy.
PORT needle removed once 1 hour observations is done.

Not for 5FU bag and pump due to having only 19.6mls to keeo SACT in sync defer all of SACT today

Team and chemo apps emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/5/25		Treatment stopped, Obs done and recorded. 
10mg of piriton given to good effect.
Explained what was happing to the pt who understood. Symptoms resolved quickly after piriton was given. 

ACP came to review who said we cannot re start as already on rechallenge 4 hour. 
To keep the pt here for 1 hour to ensure no further reaction. Then can go home. 
Safety net with hotline. 
Treatment discarded of as per policy. 
PORT needle removed once 1 hour observations is done.

Team and chemo apps emailed.		Thank you for reporting this incident - reaction treated as per protocol and patient safety maintained.		Network Services

		I17722		10/31/25		13:25		10/31/25		patient has been left in transport for 2 hours when should have been taken back to the ward.
Patient has been to radiotherapy and was teletracked back to the ward. Porters left her in transport.

ward received a call from transport that patient had been left there and they did not know why and only knew they were there as they asked to go to the toilet				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Worgan,  Howard		Finally approved		No Harm		No harm		11/5/25		HCA went to transport to collect patient. Gave them lunch as they had missed lunch

checked teletracking and radiotherapy had documented for return back to ward.				Capital, Estates and Facilities

		I17727		10/31/25		14:30		10/31/25		I was on Palatine Ward, and as per infection control guidance, I washed my hands before entering the ward. To my surprise, I was stopped abruptly by a staff member, who shouted 'WASH YOUR HANDS!', and before I could respond to say that I had already washed them, she raised her voice even louder and pointed at the hand washing stations outside the ward and said 'NOW!!!'. She did not apologise until I pointed out her disgusting tone. This happened in front of multiple staff.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Adams,  Claire		Incident being managed locally		Moderate Harm						I explained, when I was finally given the opportunity albeit too late, that I had already washed them, and pointed out her rude accusatory tone, to which she condescendingly brushed off the incident.				Network Services

		I17728		10/31/25		10:00		10/31/25		Patient appeared flushed 22mls into paclitaxel infusion.
Patient reported feeling SOB. Denied chest pain.
Infusion stopped.
Obs showed 88% SATS, hypertension, and tachycardia		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	
100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues

Team emailed and made aware of incident so script can be changed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/5/25		100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues		managed well - patient safety maintained		Network Services

		I17729		10/31/25		14:15		10/31/25		Location of incident: Rehab dept, therapy kitchen. Incident: Assisted fall to the ground whilst walking with wheeled zimmer frame. Lost footing whilst turning and knees buckled. Landed on bottom. No head injury or other trauma sustained. No complaints of pain. Remained alert throughout.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Warner,  Danielle		Incident being managed locally		No Harm						Checked for pain and any obvious injury - nil reported or identified. 
Assistance of three staff members to support transfer from floor to chair with verbal instructions re: technique and facilitation provided.  Seated rest and water provided. 
Uneventful step round transfer with wheeled zimmer frame and AO3 from chair to w/chair.
Offer to take back to ward but patient preference to go to Cafe outside dept with family members as planned.
Informed ward manager, ward doctor and duty SN of incident on return to the ward. 
DATIX completed.
Mobility status on patient board updated.				Clinical Support and Specialist Surgery (CSSS)

		I17730		10/31/25		12:05		10/31/25		A friend visiting a patient collapsed off of a chair sideways and fell to the floor hitting her head on the way down. Partially witnessed by myself but also witnessed by another visitor. 
She looked unconscious on the floor initially however by the time I got to her, she appeared more alert and a male visitor was helping her up to a static chair. She said she felt nauseous and a bit dizzy.
When on the chair she started to slouch to the side and became vacant, not responding to voice.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		Harm		Clinical Event		Collapse/faint/fit		Collapse		Johnson,  Rhona		Finally approved		Low Harm		No harm		11/3/25		Called for help from my colleague. Crash call made as she was not responding to voice and looked very unwell. 
She was reviewed by the crash team and by the time they arrived she was more responsive and able to speak. She denied hitting her head however began vomiting. Observations taken and BM. These were given to outreach staff. 
She was moved to a hospital reclining chair and given something to eat. It was strongly advised by myself, outreach, my manager and another colleague multiple times that she should go to A&E to be reviewed as she may have caused internal bleeding as a result impact to her head. 
Her husband came to collect her and it was also explained to him and reiterated the importance of her being reviewed in A&E however she declined all requests. 
Once she had eaten and felt well enough to go she left, as advised by outreach. Observations prior to her leaving were BP 111/68, HR 82, SP02 96, RR 15, temp 36.2. She left the unit in a wheelchair.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		Network Services

		I17731		10/31/25		13:00		10/31/25		Call from service manager, unable to staff all theatre lists on MOnday 3/11/25, brachytherapy prostate list cancelled.  Patients informed and apologised to and will reschedule on Monday when have clinician availability.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting Staff		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Staffing		Jones,  Tracey		Incident being managed locally		No Harm						Patients informed, apologised, aim to reschedule asap.				Network Services

		I17718		10/31/25		12:00		10/31/25		Ward 3 inpatient SACT ward
Patients visitor, was with patient sat on chair. went hot, fainted and ? slipped of chair and hit head. Ward nurse suggests that she did, the visitor thinks she did not. 
Crash team called as vacant episode all crash team in attendance.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		No Harm		Clinical Event		Collapse/faint/fit		Faint		Johnson,  Rhona		Incident being managed locally		No Harm						On arrival patient was in a chair, alert, patient had  vomited into a bowl. 
Obs on arrival - BP 93/61, HR 42, O2 88%, T 36.2, RR14. CBG 5.2
Relative says she went hot and then fainted, reports, no cardiac history, no seizure activity, no medications, passing urine well, no blood new smells. No recent changes in bowel habits. No blood thinners. Inspection of Head, no signs of trauma and Neuro obs fine. PEARL3. Power 5/5 in all limbs. 
Relative states she only had a bit of toast this morning, and that she was not feeling right. Given food and drink, moved to reclining chair no assistance needed. 
OBS - BP 100/70, HR 87, Sats 97%, T 35.7, RR 17. GCS 15/15. 
We have strongly advised that the relative goes to A&E after this episode, if she ?hit her head and vomited. The relative is adamant and that she does not want to go. She will book in to her GP ASAP.				Network Services

		I17719		10/31/25		13:00		10/31/25		TSRT9
B7 bleeped to review CBCT due to X rotation effecting coverage, orange knee step not used but present in site set up. Opted to reset up with knee step in place, additional image approved, reimaged and treatment delivered. Additional concomitant dose to patient 10mGy (Pelvis M20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		11/3/25		Assessed target coverage on CBCT
Approved additional image and reset up with correct immobilisation
Discussion had with treating staff				Network Services

		I17720		10/31/25		13:00		10/31/25		Patient attended for C6 Durvalumab/Cisplatin and Gemcitabine. Blood parameters out of range. Unable to check whether they are in range for treatment on the day as there is no combined treatment protocol for HPB patients on Share point.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wardell,  Stephen		Incident being managed locally		No Harm						Contacted HPB pharmacist and author of Treatment Protocol for Cisplatin and Gemcitabine in Biliary Tract Cancer or Pancreatic Cancer, with suspected platinum sensitivity to ascertain if a combined protocol exists. 
Staff at the time found a Durvalumab protocol on Sharepoint but for the treatment of Lung cancer. 
Blood results checked by the medical team and treatment went ahead after some delay				Network Services

		I17706		10/31/25		09:54		10/31/25		red clean requested for c diff on sr5 aacu.
unable to fog room due to door structure.
Clean completed by deep clean team.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities
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		Ref		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		Who/What has been affected by the incident?		Result		Type		Incident Category		Incident sub category		Handler		Approval status		Initial severity		Final severity		Closed		Action taken		Lessons learned		Department - Division

		I17649		8/27/24		12:49		10/29/25		DXA scan requested 27/08/2024 with scheduling details:
REQUEST FOR: Next available imaging appointment
SCHEDULE DETAILS: next available please
Found on Cris 'orders' list 29/10/2025.
Referrer was contacted to see if request should have been cancelled, but they advised the scan is still needed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Asked referrer to submit new order as clinical information is now very old.				Clinical Support and Specialist Surgery (CSSS)

		I17568		10/26/24		00:00		10/27/25		Patient treated with Enhertu under NHS care (on CDF) for one year from disease progression with no follow up review appointments or on treatment imaging to assess for progressive disease or toxicity (ILD). Blueteq criteria state treatment is not funded beyond disease progression.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		Low Harm						Patient had scan 4/9/24 with mixed response but clear progression in lungs and pleural disease.  Patient informed at OPA 12/9/24. Follow up put on hold pending patient decision. Next dose scheduled 26/10/24. Patient has continued to receive a further 13 cycles of treatment funded by NHSE via CDF. In the last 12 months this patient has not had any NHS medical review documented on CWP and has not attended any NHS clinic apts. Patient has not had any further scans to assess treatment response or assess for potential ILD (in trials this drug has been associated with fatal pulmonary toxicity). Queried with prescriber 22/10/25. Treatment now cancelled on iQEMO and patient looking at alternative treatment options.				Network Services

		I17019		5/16/25		09:00		10/8/25		A patient with extensive stage small cell lung cancer
The possibility of thoracic radiotherapy +/- PCI was discussed with the patient at their new patient consultation.
This was not picked up until after the patient had already received 6 cycles of treatment
We would usually refer after 4 cycles
The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Pabial,  Suneil		Incident being managed locally		No Harm						The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				Network Services

		I17094		6/20/25		00:00		10/10/25		Patient returned unused medication as was prescribed Omeprazole but dispensed Aciclovir. Omeprazole sticker on box of Aciclovir. Error noticed by patients so did not take the incorrect medication				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Medicine label - wrong/transposed/omitted		Nolan,  Russell		Finally approved		No Harm		No harm		10/14/25		I have taken the medication from the patient and returned it to the pharmacy department				Network Services

		I17302		7/3/25		00:00		10/17/25		Consultant contacted by Radiotherapy about a CT scan that had been cancelled and not rebooked and noted that patient was consulted by phone on 24/07/25, but although clinic letter done, no outcome form on CWP and no fup booked.		feedback given to staff member		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		Consultant sent CWP message to sec to book fup per the clinic letter of 24/07/25 (sec checked Careflow and f2f appt 24/07/25 had been cancelled and rebooked as a telephone consult on the same date).
Fup appt booked for late November and letter sent.		feedback given to staff member		Network Services

		I16841		7/4/25		06:34		10/3/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 16/10/2025: Missed sternal bone mets and overlooked left breast surgery. CT Thorax Abdo pelvis oral and IV Cont. Also same potential
discrepancy for CT scan performed 11/12/24 and reported 13/12/24 same reporter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Potential discrepancy reported after review for MDT.				Clinical Support and Specialist Surgery (CSSS)

		I17279		7/29/25		08:00		10/16/25		INCIDENT REPORTED BY TCPC: Patients bloods taken and sent to the lab pre- treatment.

Results not recorded and still not showing on CWP 2 hours later- therefore staff nurse went down to pathology to locate bloods and ask how long it would be.

Bloods not located- ?lost.		The lab reception team have investigated the issue raised, and are unable to determine where the samples could have gone- as we have no record of these being booked into the Synergy system. The ward should review the transport of these were they lost in transit or mis-placed as subsequent samples have been processed on the day.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		10/22/25		"Bloods re taken and sent as URGENT.
Duty of candour adhered to.
Datix sent to NHS pathology labs for investigation.
"		Unfortunately we are unable to carry out any further root cause analysis as the laboratory has got no record of  additional samples being receipted on 29.07.25 which would be entered into TD Synergy.		Christie Pathology Partnership

		I17442		8/4/25		10:50		10/22/25		TSRT 9 13I LEVEL1, SB 13hh,13i   MD 13cc   CF1a,1b,1C,2C
Patient received daily image verification when not protocol and authorisation for additional concomitant exposures not sought
Total of 22 additional concomitant exposures (220mGy)
Reportable incident				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm				This error was identified during a retrospective review/audit for paediatric patient imaging . Patient was having 5400cGy/30# to left pelvis ewings sarcoma. Under protocol imaging is #1-3 and weekly thereafter however this patient was imaged daily.
No annotations in Mosaiq or CWP that confirm clinician, or person with appropriate scope of entitlement, authorised additional exposures				Network Services

		I17378		8/12/25		13:54		10/21/25		Outcome form completed asking for FU appt withing 6/52 but form not actioned so no appt given and pt has run out of SACT				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Morgan,  Karen		Incident being managed locally		Moderate Harm		Moderate harm				Pt added on to clinic same day as consultant informed of incident				Network Services

		I17025		8/13/25		11:00		10/8/25		TSRT9/level 4/6F/CF/MD6E/CF1d
patient called to ask when radiotherapy treatment would commence she was aware she was on a waitlist.  On review the patient was not on the waitlist spreadsheet.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		On review of clinical notes the patient had a booking form completed and an email was sent to the wrong bookings team, this was then highlighted to the correct booking team but had not been highlighted to the treating team and was therefore not added to the waitlist.  This was rectified by the team and patient was added to the waitlist - this has not impacted on when the patient would receive treatment due to the order of the waitlist				Network Services

		I17027		8/13/25		11:00		10/8/25		TSR9/LEVEL5/sb11n/xr2g/cf1d  note in CWP for another patient was identified in the incorrect patients notes		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		2G Data recording		Hudson,  Scott		Finally approved		No Harm		No harm		10/24/25		reported with IT to remove and Datix completed		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		Network Services

		I17316		8/14/25		09:00		10/17/25		Patient came to clinic and had not been taking lenalidomide, patient never received cycle 28 of lenalidomide. The patient assumed that lenalidomide had stopped as none was delivered.  
Cycle 28 prescribed and pharmacy medicine request form completed on CWP. 

It is noted on delivery/collection details: PLEASE ANNOTATE NO PAF have emailed
put through to post 18/08 SK

Not clear what has happened with medication.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Kelly,  Marie		Finally approved		Moderate Harm		No harm		10/27/25		Consultant aware and further medication prescribed.				Network Services

		I17067		8/14/25		00:00		10/9/25		A referral from Sheffield sent to Christie Referrals and Bookings as received 5.2.25 when date received should have been 21.7.25		- Amended referral date and raised datix as protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Melanoma Consultant queried where the referral had gone to as this couldn't be seen on CWP but was subsequently found but had been entered as received on 5.2.25 whereas date actual date received was 21.7.25.		- To be vigilant in entering data onto Careflow.
- Take a break away from PC screen if needed.		Network Services

		I16832		8/15/25		08:00		10/3/25		INCIDENT REPORTED BY NCA: took over care of patient, carried out thorough skin inspection, patient had a stocking on left foot , removed stocking and saw there were pressure lines on left foot from tightness from the stocking, patient husband stated the stocking had been left on since before admission  from christies. left the stocking off for a couple of hours, red pressure lines disappeared however left a small red mark/bruise on left foot		None taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/23/25		updated body map, patient educated on pressure care, escalated to NIC, escalated to ward manager		From speaking to staff who reviewed the patient post discharge from AAU and reviewing the documentation during admission, the patient did not have a compression stocking in situ during admission on AAU nor was there a stocking in situ 2 days after discharge from The Christie. Therefore, unable to attribute pressure damage identified at Fairfield to The Christie. The Lymphoedema specialist reviewed the patient in an outpatient clinic 13 days prior to admission to Fairfield Hospital, they had ordered a garment for her but no compression stocking was put in situ at that time. The patient was reviewed by MDT during admission on AAU, she was deemed to not need support in the community and was able to care for herself with the help of her husband.		Clinical Support and Specialist Surgery (CSSS)

		I17586		8/15/25		13:50		10/27/25		Registrar sent a CWP message to a secretary to ask for patient to be brought back to clinic to be given a positive scan result. Admin team have sent a "good news" letter to patient to say their scan results were negative.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Marley,  Heather		Incident being managed locally		Moderate Harm						Senior surgeon has explained the error to the patient and their family and apologised for the error. He has explained the results and ordered appropriate repeat scans. I have signposted to PALS.				Clinical Support and Specialist Surgery (CSSS)

		I16838		8/18/25		12:00		10/3/25		Patient admitted with bowel obstruction secondary to metastatic pancreatic cancer. 
Underwent attempt at colorectal metal stent fluoro guided 18/8/25. Failed attempt. 
19/8/25: CT TAP extensive free intraperitoneal air in keeping with bowel perforation. Scan reviewed with Consultant radiologist and site is distal transverse likely due to air being inserted at time of attempt at stent.
Patient not appropraite for surgical intervention. For best supportive care. Died 18/9/25 in a hospi				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Interventional Radiology)						Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Whelehan,  Sarah		Learning response required		Moderate Harm		Moderate harm				Supportive measure provided/ discusion with surgical team.				Clinical Support and Specialist Surgery (CSSS)

		I17564		8/18/25		10:58		10/27/25		A clinical trial patient  completed quality of life questionnaires. The nurse who saw the patient in clinic put these in an envelope and put them on the lead clinical trial co-ordinators desk. The clinical trial co-ordinator was unable to find the questionnaires.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building						Incident affecting Patient		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Taylor,  Claire		Incident being managed locally		No Harm						Clinical trial co-ordinator informed the trial nurse that the questionnaires were missing and looked for them in multiple places.				Research and Innovation

		I17110		8/23/25		00:00		10/10/25		Patient enrolled in trial CCS1477-02 (19_DOG06_264). Admitted to Palatine Ward with hyperglycaemia, renal failure, and hypercalcaemia on 22/08/2025. During drug prescribing on ePMA on 23/08/2025, the weekly dose of dexamethasone (due on 27/08/2025) was by system default, scheduled for 23/08/2025. This discrepancy was not identified by the prescribing doctor, and the dose was administered as prescribed.		To be taken to the quality managers to consider how best to bed into clinical sessions.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Mamat,  Mohd		Finally approved		No Harm		Low harm		10/22/25		Dose administered as prescribed by nursing team. As a result of a complain investigation, the incident was identified and reported.				Network Services

		I16754		8/28/25		12:00		10/1/25		TSRT9  level 5 4H/ cf 1c/ SB 4j/MD 4j

Pacemaker not selected on the booking forms of 2 patients, therefore the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		*Highlighted during consent process 
*Cardiac triage team emailed to alert
*Triage process started				Network Services

		I16985		9/1/25		00:00		10/7/25		Distressed phone call rec'd from patient's relative as he is in significant pain.
Last seen by CO 01/09, anno and letters seen on CWP, and dx from this team.
Per anno it said he was being referred to MO for palliative SACT but no referral seen on system as done or waiting to be done.		Admin Support:
Administrative resources are continuously pooled with the stream to manage the typing backlog efficiently.
Medical Oncology Appointment:
The MO appointment was booked immediately. The patient was scheduled for palliative chemotherapy, and the delay had no impact on available treatment options.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		1. Checked EPRO dictations from 01/09.  At end of anno were letters referring pt to Salford for a stent, also the SACT referral letter to MO.
2. Urgently typed and issued all the missing letters.
3. Submitted SACT referral to referrals portal.  Also emailed MO consultant and CNS team with apology for delay and informing him referral had now be submitted.
4. Emailed stent referral letter to Salford for completion of records as patient was stented on 29/09.		Outlined to the admin team to ask for help when typing backlog startes to become unmanagable.		Network Services

		I16785		9/2/25		20:46		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16790		9/2/25		13:50		10/2/25		Patient received albumin and the second independent check not completed. The first independent check appears to have been completed post transfusion. 

On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16795		9/2/25		18:53		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17087		9/4/25		16:52		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16724		9/5/25		10:00		10/1/25		INCIDENT REPORTED BY STOCKPORT HOSPITAL: PICC line inserted at Christie on 5/9/25. on arrival to laurel suite on 11/9/25 PICC line dressing changed and 2 small areas of skin damage noted under dressing from pressure of the dressing pushing on the clamp on the line and the cap to the end of the line. patient reported the dressing had felt very tight since insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Hill,  Steve		Incident being managed locally		No Harm						dressing removed and replaced under ANTT. no signs of infection noted. photographs of wounds taken with patient consent

I do not have the images at the time of reviewing this incident. The incident and the medical notes say an area of 'skin damage'. As the skin has not been described as broken I'm assuming it has not been, there is no mention of grading of pressure damage, so I again I'm assuming their is some indentation where the PICC hub and clamp had be placed.
The Staff member who undertook the procedure and applied the dressing is currently off so I cannot discuss the case with directly.  
However, we do not apply pressure dressing unless the patient is showing signs of bleeding, there has been an arterial puncture or significant haematoma.  What is offer to patients are elasticated arm tubing if the patient prefers the whole are to be covered.
Dressings are not routinely placed over the CVC sites in a tight manner which can result in pressure damage. However, of the staff member has done this in a tighter manner than normal, together with elasticated dressing this may have lead to the application of too much pressure over the catheter this together with this gentleman being on steroids and perhaps increasing skin/tissue fragility may have lead to too much pressure over the hub and clamp area of the PICC.				Clinical Support and Specialist Surgery (CSSS)

		I16742		9/5/25		08:00		10/1/25		Ordercoms number 9340706 & 9340707 - Biochem and Haem samples sent in virology bag.  (Please note that Biochem/haems samples go in the clear bag and are processed here, Microbiology samples go in the blue bag and are sent to Salford & Virology samples are put in the Red bag and are sent to MRI).  These samples could have been sent to MRI in error due to being in the wrong bag resulting in not test results being available on CWP)		To raise at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and samples processed here with a slight delay due to the samples being in the virology pile as they were in the incorrect bag.		For monitoring purposes		Network Services

		I16822		9/8/25		14:00		10/3/25		In error a follow up echo for a patient on trial was missed.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		10/10/25		Consultant informed, sponsor informed of how to proceed. No harm to patient as patient well and this classed as a deviation and another echo was not needed. Review on process of why this was missed underway. 
Contributing factors – nursing team not being aware that echo assessments were needed at this time point. The echo assessment was quite intensive (2 weekly at this point).  To prevent this happening again the nursing team agreed, that for cell therapy pts,  team will book post treatment echocardiograms for up to 6 weeks post treatment at the time of study enrolment.

The dates of the echo assessments will also be written on teams patient white board in the office to prompt the nurses to check receipt of echo reports and ensure assessments has been completed and reviewed in a timely manner.				Research and Innovation

		I17156		9/9/25		03:00		10/13/25		Patient received 1 x RBC and the pack number was documented incorrectly as G095 625 356 898 U instead of G095 625 356 898 on the prescription by the nurse.
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/13/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16817		9/9/25		14:34		10/3/25		Second independent check not completed/completed by the same nurse.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Research and Innovation

		I16818		9/9/25		14:50		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16819		9/9/25		17:10		10/3/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I16820		9/9/25		07:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16823		9/10/25		20:04		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16825		9/10/25		12:58		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16846		9/10/25		19:10		10/3/25		Patient received 1 x RBC and the end digit of the pack number was documented incorrectly as the letter 'Q' instead of the number '0' on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16884		9/10/25		12:00		10/3/25		tsrt9/ Level 5/ 10j/CF2c/13G/SB13F
20# pelvis patient 
Identified at #6 site setup lost - could have been during prep import or at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Raised to B7 when error identified. 
B7 asked Pre-Treatment to investigate and try to identify information for the site setup using RTP scan. 
Site setup filled in with relevant information from RTP scan. Note in nav asking radiographers  at next # to identify tattoo measurements.
Heel to heel to be written down and confirmed is appropriate utilising patient XVI. 
Feedback given to Pre-treatment Radiographers regarding filling in and approving site setup - they stated that they now approve site setup earlier (before RTP) to avoid this stap being forgotten therefore they were thinking this incident related more to prep room processes rather than RTP 
Radiographers at Prep reminded to be checking Site Setup before and after import and to be using the WI provided to avoid site set ups being lost. 
Radiographers on liancs reminded to inform B7s as soon as possible if information regarding patient setup is missing.				Network Services

		I17088		9/10/25		17:32		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16849		9/11/25		19:09		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16851		9/11/25		17:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16854		9/11/25		17:44		10/3/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17199		9/12/25		15:00		10/14/25		C4D1 treatment on 12 Sept - Noted patient has implanted port which was not used for IV access for the last two treatments.  A peripheral cannula was inserted instead. No documented reason for not using the port. Patient did not mention to nursing staff he has a port and thought the treatment needs to be given via cannula.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/27/25		Checked CWP for last use of port - 1 Aug,  within 3 months, accessed using ANTT, 5ml bloods can be withdrawn and discarded, flushed and patent. CAT score 0.
Explained to patient the use of port over cannulas.  Verbal Consent gained and safety netted and he is happy to have treatment via port. 
NIC informed.				Network Services

		I16857		9/12/25		20:59		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17089		9/12/25		13:57		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17090		9/12/25		19:08		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17085		9/12/25		15:28		10/10/25		Suspected transfusion reaction.
Increase in temperature to 38.3 and BP 160/79 following the completion of RBC's		Ward manager contacted regarding the documentation, reporting, and samples required for a transfusion reaction		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/21/25		Medical review sought.				Network Services

		I16967		9/14/25		18:11		10/7/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for the 15 minute vital signs.
NEWS completed at 21:16 for the post vital signs		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16971		9/15/25		15:00		10/7/25		Patient attended for planned CD34 for apheresis. bloods checked and Hb noted at 70. Discussed with Dr Kulkarni and to deviate from policy and proceed with apheresis and complete a blood transfusion post apheresis procedure. Procedure completed with caution in regard to low HB. 2 units of blood requested via day unit doctor for post procedure to be completed on HTDU/Ambulatory care. 
blood prescribed incorrectly- not irradiated requested when irradiated needed.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Diggory,  LornaJeanette		Learning response required		No Harm						As the apheresis team this is not our job to recheck the prescription. we were re-reviewing the patients noted and noticed it was prescribed in error. hence late reporting. apheresis team contacted the labs to ensure irradiated was issued, to which it was. 
datix submitted to highlight the incorrect request issued which could of caused further harm if not flagged.				Network Services

		I16777		9/15/25		12:00		10/2/25		Ordercoms number 9350752 - Serum brown top received totally unlabelled in an biochem bag with ordercoms card attached,.		To discuss better at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged booked in using the barcode on the card and a comment put in synergy explaining why sample was rejected.		For monitoring purposes		Network Services

		I16779		9/16/25		08:00		10/2/25		Ordercoms number 9351664.  Microbiology sample in virology bag. (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the virology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile				Clinical Support and Specialist Surgery (CSSS)

		I16969		9/16/25		15:40		10/7/25		Patient received a unit of RBC’s and the first independent check was not completed prior to commencing the transfusion.

No starting information or outcome documented.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Start time estimated as the prescription will not close without this information.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I17046		9/16/25		16:26		10/9/25		Patient received 1 x platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit documented as the number '1' instead of the number '2'				External Other Trust

		I17047		9/16/25		15:28		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17044		9/16/25		17:38		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17426		9/17/25		13:00		10/22/25		TSRT9  level 5 4H; CF 1C/2C; MD 12a; SB 4j
Patient with ICD did not have pacemaker selected on the booking form therefore it did not trigger the cardiac triage process.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		11/5/25		*Picked up by medical team during telephone consent
*Medical team informed the cardiac triage team				Network Services

		I17048		9/17/25		10:49		10/9/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit of the pack number was documented incorrectly as the letter 'B' instead of the letter 'N' on the prescription.				Clinical Support and Specialist Surgery (CSSS)

		I17049		9/17/25		17:45		10/9/25		Patient received a unit of RBC’s and the second independent check not completed prior to commencing the transfusion.		Nurse involved informed for reflection and learning		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		Blood products require second check, nurse involved informed for learning and reflection		Clinical Support and Specialist Surgery (CSSS)

		I17086		9/17/25		00:00		10/10/25		Outcome form from patient review 17.9.25 requested f/up 1.10.25. App not made.		I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/24/25		none

RP - Sent over to individual who marked EOF as actioned for review 13/10
I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		Network Services

		I16786		9/17/25		08:00		10/2/25		Ordercomms numbers 9352923 &9352922 - FBC label on Serum sample and Biochem label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why samples were rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16787		9/17/25		08:00		10/2/25		Ordercoms number - 935153, 935154, 935155 - FBC label on serum sample, Glucose label on EDTA sample Biochem label on Glucose sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		10/3/25		Glucose and FBC samples rejected as incorrect labels on samples, however, there was a correcly labelled spare sample so that was processed for Christie profile.				Clinical Support and Specialist Surgery (CSSS)

		I16788		9/17/25		08:00		10/2/25		Ordercoms number 9353267 & 9353266 - FBC label on biochem sample and visa versa.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy explaining why samples were rejected				Clinical Support and Specialist Surgery (CSSS)

		I16789		9/17/25		12:00		10/2/25		Ordercoms number 9353293 - Christie profile label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16802		9/17/25		15:15		10/2/25		Patient on a clinical trial MK3475-C93 ( 22_DOG01_201)
CTC was entering information on the trial database and noticed there was no administration details on Iqemo for this cycle 13.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Meek,  Crawford		Finally approved		No Harm		No harm		10/8/25		Attempted to contact the treating nurse but on annual leave until 9th October. Escalted to line manager and advised a datix				Network Services

		I16791		9/18/25		08:00		10/2/25		Ordercoms numbers  - Patient 1 : 9354185 & 9354186  Virology samples in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the microbiology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to MRI with a delay due to being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I16792		9/18/25		12:00		10/2/25		Ordercoms number 9354752 Virology sample received in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I17050		9/18/25		16:34		10/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17051		9/18/25		19:34		10/9/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.				Clinical Support and Specialist Surgery (CSSS)

		I16793		9/19/25		08:00		10/2/25		Ordercoms number 9355654 -  Virology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.)		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.		For monitoring purposes		Network Services

		I16776		9/19/25		08:00		10/2/25		Ordercoms number (509)9355365 - Sample for Christie profile, magnesium and crp rejected as incomplete patient demographics on the sample and also on the white ordercoms card - Printer looks like it is not aligned correctly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Booked in using barcode and a comment put into synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I17229		9/20/25		17:32		10/15/25		Unit of RBC;s collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.				Capital, Estates and Facilities

		I16796		9/20/25		08:00		10/2/25		Ordercoms number - 9332003 & 9354243 - labels re-used from the 28.08.25 and from 18.09.25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/10/25		Error logged, contacted the ward.  Nurse unsure who bled the patient but  they will repeat with new labels.  Informed the nurse that the sample is at reception and they will come and investigate.  Labels now fixed but missed the transport so 1 day delay is samples being sent to correct hospital				Clinical Support and Specialist Surgery (CSSS)

		I16798		9/20/25		08:00		10/2/25		Ordercoms numbers 9356882 & 9356881 - Duplicate labels used for yesterdays blood.  Already resulted.		Training to be delivered next week to as many staff as possible. 
Information posters are in place at each printer. 
Discussed in huddle twice a day.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Phoned ward.  Nurse cannot say with confidence who has bled the patient and they will re-bleed				Clinical Support and Specialist Surgery (CSSS)

		I16805		9/20/25		00:00		10/2/25		Admitted March 25 for allograft, long complex admission with neurological toxicity from treatment. Started on steroids to treat symptoms May 25, neurology plan to very slowly wean by 2.5 mg every two weeks. 
Weaning course was prescribed on Palatine. Pt admitted to CCU Aug (sepsis) and all meds on ePMA placed on hold. When stepped back down these have not been taken off hold and steroids dropped off the chart. No doses given since 7.5mg 20/09. Risk of steroid withdrawal.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Discussed at MDT, monitor for steroid withdrawal and consider cortisol monitoring no apparent effect from unintentionally stopping 1.5 weeks ago. Submit incident form.				Network Services

		I16829		9/20/25		11:30		10/3/25		Patient receiving SACT on clinical trial 4/9/25
. Patient contacted the hotline unwell on the 20/9/25. 2 calls on the day, discussed with the SpR on call. Decision made for patient to stay at home. 
On the 21/9/25 patient admitted to Salford Royal in severe DKA. Sadly developed multiorgan failure and died.
For reflection on hotline call to see if any lessons can be learnt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical incident		Admission		Delay/ failure		Roberts,  Rebecca		Incident being managed locally		Death		No harm		10/17/25		NA				Clinical Support and Specialist Surgery (CSSS)

		I16803		9/21/25		12:00		10/2/25		Ordercoms number 9357518 - Virology sample in biochemistry bag and biochemistry sample in virology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  These samples could have ended up in the wrong hospital due to being in the wrong bag. - which could have the consequence of no results available on CWP. )				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, de-bagged, biochem one processed here and the virology sent to MRI.				Clinical Support and Specialist Surgery (CSSS)

		I16801		9/21/25		08:00		10/2/25		Ordercoms number 9357457 - Virology sample in with biochemistry samples.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  This sample was delayed getting to MRI as it was in the wrong bag with other samples. )		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI wilth a delay due to being in with biochem samples.		for monitoring purposes		Network Services

		I16830		9/22/25		10:00		10/3/25		TSRT9/level5/10J/ 10l/CF1c/CF2c/SB 10/ MD12F

No treatment entered at rtp appointment - no rad rx
No site set up  created - no site set up information entered
Ct scanner treatment day not prepped the night before, therefore prepping and scanning at the same time.
Treatment preparation data entry picked up and called band 7.		information added		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Noted at treatment data entry. band 7 called.
Images reviewed on scanner. Position entered with immobilisation devices. Noted added to look for rotations on image review to ensure knee/pelvis position correct.

Staff reminder to where possible prepare the scanner list the day before or try and staff a bust scanner list adequately.
Staff to take due care and attention when completing rtp checks.		ensure all aspects are completed		Network Services

		I16833		9/22/25		12:00		10/3/25		Ordercoms number 9348599 - Virology sample received with duplicate barcode from 12/09/25 and results had been submitted to CWP.		To be discussed at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and sample sent to MRI on the chance that they would process the sample with their own lab number.		For monitoring purposes		Network Services

		I16850		9/22/25		12:00		10/3/25		Ordercoms number 9358129 - Haematology request (coag) received on Sputum sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment stating why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16836		9/22/25		12:00		10/3/25		Ordercoms number 9357731 - Microbiology sample received in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)		Added to Safety huddle and discussed in daily  Nursing  safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lynch,  Gaynor		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the wrong bag.		Added to Safety huddle and discussed in daily  Nursing  safety huddle		Clinical Support and Specialist Surgery (CSSS)

		I16719		9/22/25		10:00		10/1/25		INCIDENT REPORTED BY WIGAN NHS FOUNDATION TRUST: On checking PACS for patients PET scan could see that this was not performed. Rang PET and informed there was issues with
the scanner - this has not been redacted and has delayed patients pathway.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback. 16/10/2025: The scan has been performed and reported. (Changes are noted although the report specifies that the growth is “slow” and so it would appear that the delay in the imaging did not impact the management of the patient.)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		10/16/25		Asked for them to rebook PET and incident reported.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback.		Network Services

		I17053		9/22/25		17:00		10/9/25		Patient received a unit of platelets and the second independent check was not completed.

Start time and outcome also not completed.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17054		9/23/25		14:16		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved reminded to input end of transfusion observations		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff nurse involved reminded to input end of transfusion observations		Clinical Support and Specialist Surgery (CSSS)

		I16835		9/23/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25:  "MRSA swab sent on 23/9/2025 for patient, 
Result not on CWP, 
Path lab advised they did not receive swab		Mentioned to staff members on Daily huddle to use of ERM and patient hospital number to find appropriate samples from date. Staff to not assume that samples not received if code not recognised.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		10/8/25		"Rang Microbiology, they have been sent swab from path-lab
Asked for rush on result."		Test does not appear as MRSA on TD Synergy but comes up as B6CN so staff should be going into individual records for exact test name		Christie Pathology Partnership

		I16840		9/23/25		16:15		10/3/25		INCIDENT REPORTED BY NCA: attended for wound care as referral received from hospital. On reviewing the buttocks, grade 2 present to both left and right buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/7/25		Carried out wound care, photograph taken, scheduled set, equipment in place, datix completed, discussed at safety huddle, discussed pressure relief.
TVN review update-TVN review indicated clearly that this was a moisture-associated skin damage. Please refer to the documentation of the TVN.		Ensure medical illustrations are taken on day of discharge
Patient admitted 14th September late, TVN, Datix and medical illustrations obtained the following morning.		Clinical Support and Specialist Surgery (CSSS)

		I16853		9/23/25		08:00		10/3/25		Ordercoms number 9359093 - Microbiology samples in virology bag.   (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to Salford				Clinical Support and Specialist Surgery (CSSS)

		I16859		9/23/25		12:00		10/3/25		Ordercoms number 9359061 - Microbiology sample in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the virology pile				Clinical Support and Specialist Surgery (CSSS)

		I16863		9/23/25		12:00		10/3/25		Ordercoms numbers 93559183 & 9359846 - two labels on one sample.  This is not possible as the analyser cannot read two barcodes at once.  So either submit a second sample with the second barcode, or add the test on via CWP - reflex add-ons.		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, extra test added on to lab number 9359183		For monitoring purposes		Network Services

		I17281		9/24/25		10:00		10/16/25		INCIDENT REPORTED BY DKMS: Donor donated by PBSC at TCH on 23/09/25 and 24/09/25. At her follow-up session with DKMS after the donation, she mentioned that on day 1 of the donation, there were 5 attempts to cannulate the donor and the nurse said the partial difficulty was due to blunt needles, and that they had another blunt batch a few weeks ago. This was followed up with TCH by the DKMS follow up coordinator (see email chain attached) - this was discussed with the apheresis team,				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Myers,  Nicola		Incident being managed locally		No Harm						and there were no concerns with blunt needles or faulty batches, and it may be have been a communication misinterpretation. However, we have been contacted by the donor today, who informed us that she has an infection on the needle site. She went back to her GP this morning as she had been experiencing discomfort in her right arm (where the cannula was inserted on day 1) and it has been getting progressively worse (unable to straighten her arm, vein felt very hard under the skin, skin was becoming discoloured). The GP has said she has thrombophlebitis and has prescribed flucloxacillin (to be taken 4 times a day for 7 days).

Please could you investigate this incident and let me know the outcome (root cause and any associated preventative actions if appropriate). 
27/10/25 NM- ongoing investigation				Network Services

		I16804		9/24/25		15:00		10/2/25		Ordercoms number 9361309 & 9361310 - Blood samples sent for Faecal calprotectin and Faecal elastase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy as to why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16720		9/24/25		21:00		10/1/25		Referred to Christie urology team on 24/7/25 for MDT review of suspected malignancy. Appears to have gone through multiple MDTs and clinic reviews before CT-guided biopsy on 20/8. Pathology reported on 27/8 and seen by urology team on 1/9, including surgeon on 3/9. Not referred to lymphoma team. Discussed in sarcoma MDT on 10/9 but biopsy findings not acted upon until clinic review on 24/9- patient admitted from clinic acutely unwell, in AKI with creatinine 550.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Disneygoodwin,  Danial		Learning response required		Moderate Harm		Low harm				I was notified by the Med Onc SpR on call that urology had requested admission under myself (Med Onc Lymphoma), without any direct discussion or referral. I reviewed the patient results and called the night SpR to alert them to the creatinine level. He received fluids and was catheterised by urology. I reviewed the patient and initiated urgent diagnostic work up, despite not having any referral. I had to chase 2 consultant urologists on consecutive days before I received the referral 2 days later. 

01/10 - CSS Governance:  Med-Onc Lymph Pt now but not referred by Urology team resulting in significant delay & moderate harm including being admitted with AKI				Clinical Support and Specialist Surgery (CSSS)

		I16747		9/24/25		12:00		10/1/25		Multiple patients given an inaccurate time for treatment on their blue card. On iqemo patient times are different to careflow, resulting in patients attending and no chair is available, causing a delay in treatment time		Small cards have now been printed and are stapled to the blue cards advising patients that their appt may be subject to change due to capacity
Apologies passed to the patients who the team were aware this impacted 
Staff members advised that when contacting patients re changes to their appt schedule that they clearly stipulate we need to to change your appointment for capacity/clinical availability purposes, instead of using terminology is it ok if we change your appt as this in effect is offering the patient a choice when due to capacity we are not able to provide a choice		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/10/25		Escalated to team leader and schedulers		The error was made by a member of the scheduling team who had omitted to cross reference care flow		Network Services

		I16773		9/24/25		06:00		10/2/25		When checking the patient CSA level pre Stem cell infusion it was noticed that there was no CSA level taken that day or the previous day.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Drs contacted and made aware. Labs contacted and requested for that days' FBC bottle to be used to check the level for that day.				Network Services

		I16769		9/25/25		00:00		10/2/25		Phone call rec'd this morning from patient.  He was expecting a Nurse Led telephone consultation last Thursday 25/09 but nobody rang and he wonders if he'd been forgotten.  

*Awaiting email response 07/10*		- Patient booked into correct clinic and highlight to clinical team.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Appointment error		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/7/25		Checked Careflow and appt was made on the wrong clinic, wrong disease group.
He had been booked on CO Lung Nurse Tel Clinic Thur AM
He should have booked on CO UGI Tel Mon AM
I apologised profusely on the part of the Christie for this error, and booked him onto the next available slot in the correct clinic which unfortunately is not until 17/11/25.  
Emailed Upper GI nurses to inform them what has happened to see if they could possibly ring him sooner than that as he will be expecting investigation results.		- If ever uncertain on which clinic to book into, query with supervisor/team to confirm.		Network Services

		I16767		9/25/25		15:00		10/2/25		11 min breach in antibiotics for patient who triggered the sepsis pathway

Documented delay due to long consultation				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Johnson,  Aishling		Finally approved		Low Harm		Low harm		10/2/25		antibiotics administered once prescribed				Network Services

		I16744		9/25/25		12:33		10/1/25		Issues with pack allocation of IMP in clinical trials pharmacy meant Clinical Research Associate (working outside of our organisation) for the trial needed to be contacted. Previous email forwarded to show which kits were affected but unfortunately did not see that research nurse had added patients full name in previous email within thread		To highlight the risk of the accidental disclosure of patient identifiable data at the next departmental meeting		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Osadcow,  Anna		Finally approved		No Harm		No harm		10/21/25		Was unaware of the incident until raised by the CRA and the CTC for the trial who removed the affected email from future discussions.		It is important to highlight the risk of the accidental disclosure of patient identifiable data to the whole clinical trials pharmacy team, as emails are frequently forwarded to external contacts.		Network Services

		I16866		9/25/25		08:00		10/3/25		Ordercoms number 9362570 - Virology sample received in biochem bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to being in biochem bag.				Clinical Support and Specialist Surgery (CSSS)

		I16867		9/26/25		08:00		10/3/25		Ordercoms number - 9363178 - Microbiology AND virology samples received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in, separated samples and sent them to the relevant hospital.				Clinical Support and Specialist Surgery (CSSS)

		I16868		9/26/25		08:00		10/3/25		Ordercoms number 9363517  Biochem sample received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at Salford due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged,, booked in and sample processed here with a delay as it was in the microbiology pile				Clinical Support and Specialist Surgery (CSSS)

		I16869		9/26/25		12:00		10/3/25		Ordercoms number 9360209 - Virology sample sent in microbiology bag with microbiology form.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy stating why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16870		9/26/25		15:00		10/3/25		Ordercoms number 9362975 & 9362974 FBC and biochem duplicate labels.  Not sure.  Found at reception on Saturday AM with note saying "to be relabelled" but its been 24hrs since then.  New bloods have been received since.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Put samples in spares rack and wrote reject on them				Clinical Support and Specialist Surgery (CSSS)

		I16876		9/26/25		08:00		10/3/25		Ordercoms numbers 9362907, 9362906, 9362905 - A specimen bag was received with order coms labels inside but no samples.  Tried to ring the ward but not answer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Booked in with a comment in synergy stating no samples received.				Clinical Support and Specialist Surgery (CSSS)

		I17082		9/26/25		17:44		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To be discussed at the weekly incident meeting and captured in the transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff to record vital signs and NEWS score prior to transfusion		Network Services

		I17570		9/26/25		00:00		10/27/25		Patient receiving goserelin with chemo for fertility preservation. Chemo deferred from 19/9/25 to 26/9/25 because patient DNA. Chemo deferred on iQEMO but goserelin Rx not deferred on iQEMO. Not picked up by treating nurses when patient attended 26/9/25, or  Dose omitted (cycle 2).				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Incident being managed locally		No Harm						Reported when identified error. patient subsequently treated with 3rd dose of goserelin with 4th cycle of chemo				Network Services

		I17520		9/27/25		16:24		10/24/25		1. Unit of RBC's collected from the blood issue room, upon receipt the nurse noted that it was not irradiated. The patient requires irradiated blood components due to receiving a matched unrelated donor transplant in 2008.
2. Noted by transfusion practitioner that the patient had received 2 x units of RBC's on 27/09/2025 and upon checking with the transfusion laboratory found that these units were not irradiated.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Transfusion incident		Incompatable ABO		Incorrect special requirements transfused		Protano-Byrne,  Jordan		Learning response required		Moderate Harm						1. RBC's returned to the transfusion laboratory and irradiated RBC's requested.
2. Discussed incident with blood bank manager. 
    Blood bank system updated to reflect that the patient requires irradiated components. 
    Blood Product Special Requirement form completed on CWP.
    Discussed with the patient's consultant.
    Initial duty of candour completed with the patient and his relative.				Network Services

		I16877		9/27/25		12:00		10/3/25		Ordercoms number 9364423 - CPE request but virology media received.  (Incorrect media for test requested)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Sent to Salford .				Clinical Support and Specialist Surgery (CSSS)

		I16901		9/27/25		08:00		10/4/25		27/9/25 - patient complained hand swollen - fracture ?cause - patient and staff deny any trauma		Spoke to patient in regards to the fracture to see how the injury is 
Patient states injury is hurting still, and is taking regular analgesia 
Patient is waiting for a hand orthopaedic appointment for a follow up for the facture 
Patient supported whilst an in patient
Patient still unaware of how injury occurred 
Correct escalation policies followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Storr-Barber,  Jessica		Finally approved		Low Harm		No harm		10/10/25		Escalated to medics to review at handover Sat morning 
Xray and doppler booked 28/9 am
Xray showed minimally displaced fracture through the articular surface of the head of the 2nd/index finger metacarpal - medics referred to ortho hand clinic, splint for now. 
US doppler NAD
Nurse in charge discussed with patient at the time swelling identified at handover and again 4/10/25 with family present, patient unsure when or how this happened, does not remember any trauma, no falls. 
Staff on shift the night before reported no trauma, they had assisted patient to mobilise to commode and back to bed several times and not noticed/reported any incident. 
Patient has had recent surgical/brachytherapy procedure, patient suggested she would not remember anything during that time but did not notice swelling immediately after procedures.
Note medical admission 17/09/2025 states recent falls				Clinical Support and Specialist Surgery (CSSS)

		I16927		9/27/25		12:00		10/6/25		Ordercoms number 9364429 Virology sample in microbiology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up in Salford as it was in the wrong bag with the consequence  of no results being available on cwp).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the wrong bag.		For monitoring purposes		Network Services

		I16928		9/27/25		12:00		10/6/25		Ordercoms number 9364452, 9364449, 9364451 & 9364450 - Virology sample were in biochem/haem bags and Biochem/haem samples were in virology bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  Biochem/haem samples could have ended up in MRI as they were in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, swapped samples and put into correct bags.  Processed haem & biochem here and sent the virology samples to MRI with a delay as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16929		9/28/25		12:00		10/6/25		Ordercoms number 9364721 -  Urine culture in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here  This sample was delayed getting to Salford as it was in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logge, booked in and sample sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I17083		9/28/25		19:45		10/10/25		Patient received a unit of RBC’s and the second independent check was not completed.

Starting information not completed therefore estimated as the prescription will not close without this documented.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17084		9/29/25		21:37		10/10/25		Patient received a x bottle of Albumin and the batch number was documented incorrectly as 08435308305922 11/27 on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/10/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number: G04J176961				External Other Trust

		I17092		9/29/25		19:30		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17096		9/29/25		08:00		10/10/25		TSRT9
Incorrect AlignRT surface used for setup (used previous reference capture rather than CT SIM surface).
Re-setup required.
Additional dose to patient = 6.2mGy.
1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/20/25		Escalated to B7 during online image review as large displacements noted/target coverage compromised.
B7 detected use of incorrect surface.
Re-setup using correct data and reimaged. Pt treated correctly.
13 G 3, sb13hh, md13aa,cf1a,1b,1c				Network Services

		I16930		9/29/25		08:00		10/6/25		Ordercoms number 9363979 & 9363978  2 X blood cultures received today with barcode on that had already been used on 26.09.25.  Please note that we are unable to book samples in with barcodes that have already been used.  Therefore there will not be an audit trail of whether we have received the samples or not.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and samples sent to Salford hoping that they would book in the samples with one of their numbers		For monitoring purposes		Network Services

		I16931		9/29/25		08:00		10/6/25		Ordercoms number 9365326 Sample received with incomplete patient demographics on it.  No surname and half of the hospital number.  Printing was very faded.  3 other samples were accepted but demographics very faded.  Printer needs new carbon and needs to be realigned.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		As this sample (FBC)  did not comply with the laboratory acceptance policy it was rejected with a comment in synergy stating why.		For monitoring purposes		Network Services

		I16911		9/29/25		12:30		10/5/25		Patient was reviewed as part of a routine review - noted during review that patient had not been supplied with oral SACT at the start of radiotherapy treatment. Patient is on ChemoRT for rectal cancer. There appears to have been a miscommunication as to whether patient was to be seen in clinic or by review team on day 1 due to a clinical need to re check renal function before supplying oral SACT.		Process clarified and discussed with staff so all aware of correct process		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Welby,  Sarah		Finally approved		No Harm		No harm		10/18/25		Consultant informed and incident discussed with patient. Patient has realised last week that they had not been given any oral SACT but did not highlight to anyone when attending for radiotherapy.		Need for clear documentation of any deviation for normal review plan
Review SOP with all stakeholders, reception staff, clinic staff, radiographers, review team to make clear the correct review process		Network Services

		I16920		9/29/25		14:30		10/6/25		Incorrect date taken on sample. Sample does not meet transfusion labelling requirements.

Member of staff spoken to and reminded that all cross match samples must be double checked by another member of staff.  The member of staff was also reminded that care should be given when hand writting blood bottles to ensure the correct patient details are transcribed correctly to avoid the patient from having to attend again for another blood test.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Sample rejected and discarded. New sample requested via phone.				Network Services

		I16933		9/29/25		12:00		10/6/25		Ordercoms number 9365908 - Virology samples received in biochem/haem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to MRI with a delay due to it being in the biochem/haem pile as it was in the wrong bag).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to MRI with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16944		9/29/25		13:37		10/6/25		patient has someone else letter scanned into his notes.
Please can it be removed.
Thank you				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Other		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		datix filled in and will report to be removed 
datix number needed				Network Services

		I16960		9/29/25		00:00		10/6/25		Patient attended for C1 D1 chemo on 29/9 (weekly Carbo/Taxol). Was prescribed standard Ondansetron 8mg BD 2/7 TTO (prepack), then PRN Metoclopramide was reduced to 5mg PRN TDS due to poor renal Fx. This was prescribed as liquid and set to Main Pharmacy from the start - the liquid was dispensed by TCP and sent up to ORTC as planned. However, it was identified on 6/10 (C1 D8) that the bottle of Metoclopramide was still on Satellite pharmacy, even though it had been signed as "Supplied" on iQemo.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Liaised with nurse planned to treat patient on 6/10 (C1 D8) as I suspected pt may have been given a standard prepack (10mg tabs) the week before. We spoke to patient on the unit and she confirmed she was given tabs - she actually had the box in her bag with her. She thankfully had not used it at all as the nausea was adequately controlled with Ondansetron. I removed the box from the patient and in the process also noted that her name and supply date had not been written on the label as required per policy (prepack label was blank for these fields). So patient was both given a prepack in error and also the prepack was given without following the relevant SOP correctly.
Patient ended up getting admitted on 6/10 as unwell so C1 D8 chemo was not given. Metoclopramide liquid kept on Satellite for patient's next attendance on 13/10.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		Network Services

		I16751		9/29/25		00:00		10/1/25		Hospital onset healthcare associated e coli blood stream infection. Attributed to ward 2. Patient was admitted on 27/9/25, +ve specimen on 29/9/25.		Discussed with ICT - no learning identified, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/3/25		72 hr review to take place.		None		Clinical Support and Specialist Surgery (CSSS)

		I16716		9/29/25		12:02		10/1/25		tsrt9
Confidence tone was heard but no image was acquired on 2d kV, "acquisition was interrupted" message popped up				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		Called MCR and B7, tried 3 times and only confidence tone heard, still no image acquired before they reset the system. 

Review of logs confirmed additional dose delivered: 1 x 2D KV pair & 2 lateral 'head' doses. This equates to 0.376 accumulated air kerma. Activity Capture and Questionnaires updated to reflect this in ARIA.				Network Services

		I16717		9/29/25		17:00		10/1/25		TSRT9 / Level 4 / 11J SB11t MD12 CF1c 
*Noted during set up that no origin to iso moves printed on front sheet of plan*
Where would normally see iso moves plan stated "no localisation point defined"
Also no moves in CMA				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/16/25		Band 7 informed whilst pt on bed
band 7 assessed plan happy set up to tattoos which around pubis that end point of plan would still be the same just use image guided to get to iso
-When imaged image very displaced and so informed physics for an extra check everything ok, in mean time due to time pt on bed got pt off therefore additional image was required once verified with physics plan ok and identified iso moves on page 12 of plan, appears a scripting error where iso moves not selected and so plan not printed and therefore iso moves not generated to export to site set up
*Additional image of 25mgy this is the 1st occurrence of additional imaging through error*

Origin POI not set to Localisation within the TPS, therefore no moves recorded (and Exported).  Localisation information derived from Origin coordinate system and patient treated as intended.				Network Services

		I16764		9/29/25		00:00		10/2/25		TSRT 9/ Level 5/ 13FF/ SB 13HH/ MoD 13FF/ CF1c 
New Start Treatment encounter not used for #1.
Not picked up at Post-Treatment Check.
Accidentally found post-#3 at Systematic Review.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13FF Recording of delivered treatment data		Redfern,  Matthew		Finally approved		No Harm		No harm		10/3/25		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		Network Services

		I16765		9/30/25		06:39		10/2/25		6 minute delay in antibiotic administration for patient who triggered on the sepsis pathway.

Documented delay- due to delay in senior review to prescribe antibiotics		Staff reminded to ensure IVABX given within 1 hour of suspected sepsis. Complex medical patient, reviewed by doctor on the ward at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Antibiotics administered once prescribed		1 hour window for IVABX administration breached by 6 minutes		Clinical Support and Specialist Surgery (CSSS)

		I16774		9/30/25		19:00		10/2/25		patient transferred from CCU - patient is 24, therefore under TYA team. Had been assured that would where possible we would provide a side room. We had not been made aware of this request from CCU/Pre Op/CNS				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Apologised to parents
Escalated to matron and patient flow team
explained that could not provde side room overnight but would resolve that following day		Breakdown in communication
Sister in charge unaware of rule regarding 25year old and below for siderooms where possible.		Clinical Support and Specialist Surgery (CSSS)

		I16757		9/30/25		13:00		10/1/25		TSRT9/Level 3/13Z/ CF 2C CF4a/  SB 13AA/MD 13AA

Large left/right displacement evident on XVI.  Patient set up and XVI repeated. Additional dose to the patient 5.3mGy.		patient repositioned and further scan taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 called due to magnitude of L/R displacement on XVI
*Set up checked in the room
*Ant position of laser on patient offset consistent with XVI suggesting pt had moved
*Unable to verify movement based on absence of lateral isocentre marks on the patient
*Radiographers instructed to repeat set up and XVI 
*Radiographers reminded to follow protocol which states marking on the isocentre		follow protocol		Network Services

		I16714		9/30/25		09:00		10/1/25		Height entered on CWP and i Qemo is incorrect for this patient. Listed on our system as 141.6cms. Is 162cms on the GP record. Contacted the patient who has confirmed he has a height of 5ft 4. The incorrect height on iQemo has an impact on the dosing for this patient chemotherapy. The height of 141.2cms was recorded back in September 2024 and has been used to prescribe all 3 lines of chemo so far.		Learning from incident shared with the Outpatient nursing teams.		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		10/22/25		Documented in the notes, consultant informed, DATIX completed, Height corrected on iqemo however have also asked if this can be rechecked when he next attends, Patient informed that there is a height discrepancy however I have not discussed the implications of this with him over the phone today.		To ensure that the height is checked and recorded correctly in the OP clinic onto CWP.		Network Services

		I16715		9/30/25		14:00		10/1/25		Patient came for a scan of the Abdomen and pelvis. The protocol requires a dual scan of the abdomen and a single scan of the pelvis. However, during the arterial scan of the abdomen the pelvis was scanned in error leading to a dual scan of the pelvis instead of a single scan in the porta venous phase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		A note was made at the back of the scan form and Dose radiation incident form filled.				Clinical Support and Specialist Surgery (CSSS)

		I16721		9/30/25		00:00		10/1/25		Community onset healthcare associated c diff infection. Attributed to AAU as patient had an inpatient stay there from 5-7/9 (within 28days of +ve specimen). 
Sample date 30/9/25 on readmission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Pigott,  Ella		Finally approved		Low Harm		Low harm		10/7/25		72 hr review to take place				Clinical Support and Specialist Surgery (CSSS)

		I16722		9/30/25		15:48		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 14/10/2025: Patient seen in post MDT outpatients at TGH for MDT results. Referral made to Clinical Oncology for XRT to hip (metastatic site) for pain/control. Referral confirmed to be on CWP by the Clinical Oncologist herself from 12/9.
CaRP sent on 16/9 with all final reports by MDT Coordinator to Christie. Chaser emails sent by MDTC and CNS Nurses in which we were advised we would need to wait for booking to process referral		•	Checked and referral and appointments made are on the system for assurance this is now actioned.
•	Share this case as a learning example in the next team meeting to raise awareness around the importance of ensuring tasks are completed in full.
•	Reinforce expectations regarding timely response to referrals and follow-up communication.
•	Log this incident in the patient’s individual file with a note of the delay and actions taken, to support continuity of care and track if this issue recurs.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Learning response required		Moderate Harm		No harm				Lung clinical lead consultant Dr Metcalfe emailed directly to Dr Maggie Harris, Clinical Oncologist following seeing patient in clinic and noting the MDTC emails to chase a clinic date for patients treatment.
RP - Will ask tech bar who uploaded referral to CWP for 12/09. No email found in new referral inbox for this patient until flagged on 30/09. Reassigning to ML for review of why tracking did not address with referrals sooner. Tickets #SR-115012
SK - Patient has sustained a #NOF  treatment has been deferred for 2 weeks whilst recovering. harm level discussed with Dr Harris - No Harm

RP 14/10- Tech bar confirmed it was a member of new referrals team who uploaded this on 23/09 then again when raised on the 30/9 - spoken with individual and acknowledged error of not adding to CareFlow but CWP only and apologised for the mistake made and noted she didn’t check her work before moving onto a new task. Noted to be more vigilant when working and double check work before moving on. When this was flagged, it was added to CareFlow.		On assessment it was found to be a human error which has caused the delay between the referral submission and the referral being triaged and scheduling of treatment, despite follow-ups of the email. This delay could potentially impact timely patient care.		Network Services

		I16723		9/30/25		14:30		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 30.09.2025: patient had a txt message to his phone regarding an ambulance being booked for an appointment today at Oldham diagnostic Centre for pet scan patient attended this appointment only to find out his appointment was at wigan not Oldham patient is an inpatient on the ward and the appointment should of come through to the ward so that the exact appointment and place of treatment was done properly not given by txt to the patient		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / PET CT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Harris,  Andrew		Finally approved		No Harm		No harm		10/21/25		patient and family very upset about this reassurance given and told that this will be sorted out		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.21/10/25: Text message on the 25th Sept with the appointment information but this included the incorrect location i.e. Oldham instead of Wigan. The patient used the (incorrect) information in the text message to plan their appointment. Due to the current short waiting times for PET scans, most patients are contacted by phone for their appointments. Details may be sent by text if they patient does not answer a call, or may have the information sent in a text message in addition to the phone call if there is any concern about them having all of the information available. The text messages are sent from a Trust mobile phone, on which text message templates are saved as notes, and which are then edited on a patient-by-patient basis. In the absence of a robust system for text messages linked to PET scan appointments, this manual task is identified as being prone to error and appears to have been the cause of this incident. Details of the incident have been shared with the booking team to remind staff of the importance of the accuracy of this information.		Network Services

		I16731		9/30/25		12:30		10/1/25		right hearing aid lost. patient thinks it has been lost with the bed sheets as he could not find it after sheets were changed.		Spoke to ward staff, Ward clerk, checked the lost property section on the ward. Asked staff in huddle if they had seen any hearing aids on the ward.
Ward staff know to report anything to NIC and leave any items found safely in the office if item shows up		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property lost		Brett,  Georgina		Finally approved		No Harm		No harm		10/9/25		spoke with patient. duty of candour completed.				Clinical Support and Specialist Surgery (CSSS)

		I16729		9/30/25		16:45		10/1/25		TSRT 9/ Level5/ 11j/ 11a/ 12c/ 14c/ CF4c
Noted during #2 treatment delivery that no post image of beams eye view had been placed into the plan, so post beam MLC position could not be checked from plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/13/25		Escalated to treatment superintendent
Checked MLC arrangement from post DRR in patient chart
Proceeded to treat, radiographer asked to pull post DRR into plan for future #s.				Network Services

		I16992		9/30/25		11:00		10/7/25		Referral was for both Medical and Clinical Onology but I just added for Medical. My manager found it out later.		- Asked to process asap and submit Datix due to delay.
- Referral added as urgent for consultant triage.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added for Clinical Oncology one week after the referral came in.		- If unsure if patient requires both referrals to each speciality please seek guidance.		Network Services

		I16935		9/30/25		08:00		10/6/25		Ordercoms number 9367383 - Microbiology sample sent in biochemistry bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was processed with a delay due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16936		9/30/25		12:00		10/6/25		Ordercoms number 9367381 - Microbiology sample received in biochem bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to Salford with a delay due to being in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Millington,  Kerry		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16937		9/30/25		12:00		10/6/25		Ordercoms number 9367382 - Microbiology sample sent in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to Salford due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a dealy				Clinical Support and Specialist Surgery (CSSS)

		I16938		9/30/25		12:00		10/6/25		Ordercoms number 9363523.  Faecal sample sent with a microbiology label attached to sample, but the label on the bag was for virology.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Error logged and sample rejected due to incorrect labels on sample and card				Clinical Support and Specialist Surgery (CSSS)

		I16939		9/30/25		12:00		10/6/25		Ordercoms number 9367780  Virology sample received in the same bag with haem/biochem samples.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to as it was in the wrong bag and was in the biochem pile).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, split samples and sent virology sample to MRI with a delay.		For monitoring purposes		Network Services

		I16940		9/30/25		12:00		10/6/25		Ordercoms number 9367201 Faecal CPE swab was received open in the bag and fluid leaking out.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in ward contacted and they will be sending a replacement sample		For monitoring purposes		Network Services

		I16941		9/30/25		12:00		10/6/25		Ordercoms number 9366735 Virology sample received in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.				Clinical Support and Specialist Surgery (CSSS)

		I16942		9/30/25		12:00		10/6/25		Ordercoms number 9367845 -  Microbiology sample sent in biochem bag.  (Please note that microbiology samples go in blue bags and are sent to Salford.  Virology samples go in red bags and are sent to MRI.  Biochem/haem samples go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag				Clinical Support and Specialist Surgery (CSSS)

		I17045		9/30/25		10:00		10/9/25		Elective admission to W2 for chemotherapy 29/9/25 - 4/10/25. Symptoms of likely viral URTI commented upon several times - resp swabs taken but not COVID. Unclear whether any respiratory isolation measures taken. On subsequent scheduled OP attendance to haem OP on 8/10, reported ongoing URTI infections - COVID swab +. Concern of contact exposure to vulnerable patient population + staff on W2 and haem day unit.		IMP (5.11.2025) - incident discussed with abroad multidisciplinary team. Creation of poster and posted at the HTDU reception asking patient if the have cold symptoms and/ or diarrhoea/vomiting to inform the schedulers at the reception. Schedulers informed if patients mention any of these symptoms to inform the coordinator on HTDU to review if patient need to be isolated in SR 6/ 7. Band 6 informed about the patients isolation. IPC to send a weekly document with information about patients who require isolation when attend to HTDU.

OE - Transplant team to complete covid-19 assessment form on CWP. To raise with Matron for Cellular Therapy for more education to the transplant team on process of handling covid positive patients.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Infection screening / Sampling				Roberts,  Caroline		Incident being managed locally		Moderate Harm		No harm				Established patient well at home, no acute medical intervention indicated at present. Discussed with hame team (Dr Cavet) who will submit separate DATIX re: attendance to haem day unit		Why is COVID a separate test from respiratory screen that looks at  9 other types of flu and respiratory viruses?

OE - There was a missed opportunity for the transplant team to complete the covid-19 assessment form on CWP for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17385		10/1/25		09:00		10/21/25		Postal Return of High cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires redispensing of this medicine.  Or if any harm came from not receiving their medicine. 

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix submitted
Pharmacy Homecare Team have checked CWP for any relevant information.  Patient has already had 3 more cycles dispensed since and a does increase.		Meds still being posted, and tracked via Royal Mail		Network Services

		I17168		10/1/25		07:00		10/13/25		Reviewed MBL incident I16843 and identified that a concessionary release form should have been completed for the incident as the patient had previously known antibodies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Stansfield,  Emma		Incident being managed locally		No Harm						Waited for staff member to come back to work post night and rest shifts. Discussed incident with member of staff. They stated that they discussed the concessionary release on the phone with the requesting clinician but did not get any names. More important to get the units of blood out to the ward for clinical urgency.				Christie Pathology Partnership

		I16921		10/1/25		11:52		10/6/25		Sample not signed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Thorne,  Hazel		Finally approved		No Harm		No harm		10/26/25		New sample requested.		- Encourage second checker of sample labelling for blue bottles ( DR/ Nurse) to check during time where increase re-occurrence of sampling errors		Clinical Support and Specialist Surgery (CSSS)

		I16922		10/1/25		13:49		10/6/25		2nd group and screen taken at the same time as first sample		Email sent to reporter Arezoo to ask for clarification on who obtained the sample ? if paper trace still available with signature. 
Sent 14:44 23/10/2025		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Incident being managed locally		No Harm						New sample requested				Research and Innovation

		I16923		10/1/25		13:34		10/6/25		Sample tube expired		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		New sample requested		For monitoring purposes		Network Services

		I16924		10/1/25		16:00		10/6/25		Referral was received in the inbox on 1st October, letter dated June 2025.

** Please can this be raised with Leeds Teaching Hospitals NHS Trust - We have queried the delay and have not received any acknowledgment or information**		- Referring Trust questioned on delay.
- Submitted Datix per protocol.		The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm		No harm				i added the referral on urgently and then asked referrer why the referral was sent so late and received the following response " I think it was posted in July but you obviously haven’t received it so the CNS Team asked me to email it over
Sorry hope that helps
Maureen"		- Inform all external trusts that referral should only be sent via email not post.		External Other Trust

		I16873		10/1/25		18:00		10/3/25		Six patients were admitted from clinic in opd 22, resulting in long delays for beds and multiple staff staying past their finishing time, from 1 to 3 hours late. Bed managers and duty manager were made aware.
The patient who waited the longest had a bed request at 12.34pm and not admitted to the ward until 19.10pm (estimate)				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						All patients were made as comfortable as possible, sandwiches and drinks provided. opd 22 only has two stretchers. The four patients without a stretcher were kept in the clinic rooms, that they were reviewed in.				Network Services

		I16907		10/1/25		14:00		10/5/25		TSRT9/level 5/ 13BB/ SB13HH/ MoD13FF/CF1C
Additional imaging task not added after additional 2D kv images taken. incidental finding				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/7/25		Datix submitted, additional imaging task completed. Staff reminded to be vigilant at Tx Delivery meeting				Network Services

		I16962		10/1/25		09:54		10/6/25		TSRT9
Acquisition tone heard- no image appeared- accompanied by a generator timeout error message. Additional dose administered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR called- Logs requested- delay in receiving logs: Logs show additional dose delivered:
Expected Dose: 0.271265718
Delivered Dose: 0.316476669997759
Additional Dose=  0.045210951997759 x1 extremity Normal

2025-10-01  09:36:41    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:56    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.135632858570468
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  09:56:10    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  10:04:14    TR1-PTC-PROD      PTX\PTClinical|4912|WPF Queue WCFAppService.CWCFAppService  [ThreadId=85] #Entering -->RecordPatientCompleted				Network Services

		I16973		10/1/25		01:00		10/7/25		Platelet ordered and not used before expiry date.		To ensure better communication with ordering of platelets		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Platelet removed at midnight and wasted on TDBB and recorded on wastage charts.		To ensure better communication with ordering of platelets		Network Services

		I16988		10/1/25		00:00		10/7/25		1x Unit of Platelets ordered and not used		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		1 x Unit of Platelets wasted on the system and disposed of.		To ensure proper communication with the lab transfusion team		Network Services

		I17004		10/1/25		12:00		10/8/25		Ordercoms number 9368634.  Microbiology sample received in biochemistry bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to Salford as it was found in the biochem pile due to being in the wrong bag.		Likely to be human error - all staff are aware of correct labelling and packaging for samples for all samples. However it the incident has been shared and discussed - and all staff reminded of correct processes and signposted to relevant pages on HIVE if any uncertainty about labelling and packaging.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shaw,  Andrea		Finally approved		No Harm		No harm		10/9/25		Error logged.  Booked in and sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16843		10/1/25		07:00		10/3/25		Massive blood loss pathway activated. Patient on PTW transferred to CCU.		27/10 - to reallocate to SJ to decide if incident is to go to MBL meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Jackson,  Sharon		Learning response required		No Harm						MBL pack 1 prepared and issued.				Network Services

		I16860		10/1/25		16:35		10/3/25		Patient received a unit of Platelets. First Check recorded as Second Check in platelet prescription (two second checks).
No start time time recorded in prescription.
No end vital signs recorded in prescription. NEWS not completed within the timeframe for transfusion vital signs.
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16772		10/1/25		05:00		10/2/25		Patient on Palatine Ward on corridor bleeding from nose/ears/face and confused. Led back to bedroom where blood found +++ in room, on the floor and walls etc. 
Patient confused but able to talk. Went on to have a seizure. 
Fast bleeped outreach and for medic support. 
2222 Call put out. 
Patient transferred to CCU		Clinical event, rapid review done and attached to documents.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		Patient care escalated to outreach and oncall SHO
Heam Reg contacted
2222 Crash Call put out				Network Services

		I16797		10/1/25		14:00		10/2/25		Patient had been for an out-patient clinic appointment and had left the building. Was attempting to get into his son's car and fell. (Currently awaiting bi-lateral knee replacement-according to the patient.)
2222 called and crash team attended the scene.
For transfer to AACU, however no beds so transferred to AAU in a chair.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Gill,  Rosie		Finally approved		Moderate Harm		Moderate harm		10/6/25		Admitted to AAU as no beds in AACU and not a suitable place post-fall.
Taken for an x-ray and fractured NOF reported.
Immediate review by AAU Consultant Dr Igor.
Supportive Care Co-ordinator attended the unit and the pain team.
PCA commenced and s/c oxynorm given as breakthrough.
Salford Royal contacted as patient from Eccles, advised to 999 to their A+E.
999 call completed and ambulance arrived within the hour. PCA removed and breakthrough analgesia given prior to transfer. 
Son present throughout and fully aware of the situation.

Discussion with Car Park Attendant who was witness to this incident:-
Patient was waiting for son at Oak Road Drop Off Area. There was no room to park so son pulled up next to another car and patient rushed out. He leant forward to grab the passenger door as car window open  but missed and fell back onto the floor hitting his head on the wheel of another car. He was visibly stunned and in pain so car park attendant radioed for Crash Team. There were no obstacles for the patient to fall over.				Capital, Estates and Facilities

		I16812		10/1/25		02:00		10/2/25		I was asked to help sign off platelet transfusion on ward 4. On this night staffing ward 4 only one regular staff. Two nurses transferred  from ward 12 to help and  one agency nurse
The agency nurse was looking after the lady needing the platelets. I was asked to help put up the 4th bag of platelet, I was told 20mins left of on the 3rd bag. There was multiple prescriptions on CWP for platelets with different prescription dates. There was a clear communication between myself and the labs.		Emma Stansfield (Blood Bank Manager) - No further action needed from the laboratory. No errors made. Process clearly explained to nursing team.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Stansfield,  Emma		Finally approved		No Harm		No harm		10/17/25		It was extremely difficult explaining to labs to update the correct prescription on CWP so that the canular care plan could be updated. 
There was also a misunderstanding on my side with the issue date, prescription date and expiry date.
which labs seemed to struggle to give me any direct information 
I had to go to the labs with the platelets to get clarification. 
This could of been clarified hours early. This caused a long unnecessary delay.		Emma Stansfield (Blood Bank Manager) - The correct action was taken by phoning the Duty Manager for additional support to avoid further delays to this patient.		Clinical Support and Specialist Surgery (CSSS)

		I16831		10/1/25		17:00		10/3/25		TSRT9:

Patient scan limits for post contrast scan not set to match the pre-contrast scan.
Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10E Production of images using appropriate field sizes (including production of reference images)		Parry,  Catherine		Finally approved		No Harm		No harm		10/22/25		Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				Network Services

		I16826		10/1/25		10:34		10/3/25		CDI PCR positive, toxin positive 1/10/25. Recent discharge from Ward 2 15/9/25, within 28 day window.		Discussion with ward staff about the importance to start a stool chart and CWP care plan - also added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		Reported to HCAI DCS, 72 hour review requested. Medical team aware.		Ensure Follow SIGHT		Clinical Support and Specialist Surgery (CSSS)

		I16810		10/1/25		11:00		10/2/25		TSRT9 13CC SB3i 13CC CF3a
XVI image fault (generator fault not ready). Scan faulted at 182/650 frames, first instance for this patient. Additional dose to patient 2.8mGy.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Additional image authorised and annotated in Mosaiq.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I16726		10/1/25		10:45		10/1/25		21mls into Paclitaxel infusion, patient complained of feeling sick, like she can't breathe and went red in the face. Infusion stopped. 100mg hydrocortisone given. Obs taken - Bp 218/132, O2-96%, Hr-76, temp-35.8, RR-20. Iv metoclopramide given for sickness . Obs rechecked - Bp-132/85, O2-97, RR-17, Temp-36, Hr-90. Symptoms settled.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		Low Harm		Low harm		10/2/25		Infusion stopped. 100mg hydrocortisone given. 10mg metoclopramide given. Observations taken and recorded as above. Reviewed by Dr who states once settled, can restart at slower rate.				Network Services

		I16727		10/1/25		11:00		10/1/25		Patient attended for new patient appointment at Tameside Macmillan Unit under Christie haematology. Patient checked in at the desk and when attempting  to sit in the waiting area had an unwitnessed collapse. Haematology staff not informed of collapse and reception team called 2222. Patient seen and stabilised by resus team and transferred to TGH A&E.		Liaised with outpatient manager and Christie HCA to have ECG and Glucometer training		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Kelly,  Marie		Finally approved		Low Harm		No harm		10/13/25		Action by resus team		Christie staff to be trained on Tameside equipment , Glucometer and ECG		Network Services

		I16728		10/1/25		12:00		10/1/25		TSRT9 13CC SB3i 13CC CF3a
XVI terminated at 21frames (1.4mGy extra dose delivered) during patient scan.		Patient off bed - 2x test scans in CC and CW - Passed - Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Engineers called and test scan run before patient re-treated.		Pelvis M20 CC - Logs stated gantry stop after 28 frames, gantry didn't move.		Network Services

		I16730		10/1/25		12:05		10/1/25		Patient started on Cycle 1 Day 1 rituxamab. 
Pre meds given but not including hydrocortisone. 
At 12:05 patient complained of lower back pain radiating into thighs. Rigors, feeling cold.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				The Christie NHS Foundation Trust / Clinical Oncology / Lymphoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Transfusion incident		Reaction		Preventable Transfusion reaction (pre-medication not administered as prescribed)		Aremia,  Laura		Finally approved		No Harm		Low harm		10/3/25		Infusion stopped at 3rd incremeent of rate 114. 
Non rebreather mask applied, titrated down to 60% then 2 Litres, then room oxygen. 
Observations completed including Blood glucose. 
IV hydrocortison x 2 given 
IVF started. 
ACP's called to review. 
Oramorph 2.5mg given for pain as had paracetamol pre-meds.				Network Services

		I16745		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16746		10/1/25		13:00		10/1/25		tsrt9/level5/cf1d/xr6/sb1c                                              
Patient scan brought forward to 25.9.25, but unfortunately the patient received the  original scan appointment 1.10.25 in the post . Attended today with transport thinking he needed a scan.		External circumstances. Discuss with bookings team.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		19 Research, audit and document management		Hudson,  Scott		Finally approved		No Harm		No harm		10/10/25		Apologised to patient about the mis-communication.
Patient stated that his current pain relief was not under control, therefore registrar contacted and patient seen to discuss medication.		External circumstances. Discuss with bookings team.		Network Services

		I16748		10/1/25		14:55		10/1/25		Patient finished treatment, on the way down the stairs after leaving the unit began to have a laryngospasm. Was brought back to unit, given heat pack and hot drink. Observations recorded and monitored until symptom settled. Advised to stay the night with relative and call hotline if any further issues				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		heat pack and hot drink				Network Services

		I16749		10/1/25		15:00		10/1/25		came back up to ORTC after treatment reported 'not feeling well'. Reported tingling lips/ numbness and pain in arms. Had Laryngospasm. Baseline observations checked, started vomiting during assessment. S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given. Hot drink and heat pack given. Rv'd by ACP on ORTC.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given.				Network Services

		I16750		10/1/25		15:30		10/1/25		Pt had a grade 2 reaction to C1 docetaxel after having 25ml of treatment.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped.
Obs checked.
IV chlorphenamine administered.
IV hydrocortisone 100mg administered.
Obs rechecked.
Treatment re-started at a reduced rate.
Team informed via email.				Network Services

		I16733		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery (1/10/25) due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16734		10/1/25		13:00		10/1/25		CRF Lab received samples for Patient ID 101-12, for C3D1 on the LION trial (21_PAN_012) 
Lab received 4x 10mL EDTA bottles (totalling 40mL), and 5 x 6mL + 1 x 10mL NaHep bottles (totalling a further 40mL), however this volume of blood was not required for this visit.
As per V4.0 of the Lab Manual, Table 1, this patient should have only required 3 x 10mL EDTA bottles, and no NaHep bottles at all. Patient was over-bled by approx 50mL.		everyone needs to be retrained in protocol schedule.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research Phlebotomy Space		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Conroy,  Vicki		Finally approved		No Harm		No harm		10/20/25		Lead Research Nurse has been informed. Correct samples were processed as per the lab manual, remaining samples that were not required were not processed - awaiting RN signature for sample disposal. 

17/10/2025 - Clinical Matron for the PAN tumour team has sent an email to senior Research Nurse of Renal to look into what led to the extra samples been collected.		The importance of reading both lab manual and protocol when preparing trial samples and also everyone needs to be retrained in protocol schedule.		Research and Innovation

		I16735		10/1/25		13:30		10/1/25		Patient contacted regarding appointment. Patient deferred on Wednesday 24/9/25.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		10/14/25		Contacted patient regarding no bloods and treatment appointment. 
Patient did not know about new appointment for today. 
Apologised on behalf of service. 
New treatment appointment given and patient acknowledged the need to book BCTH				Network Services

		I16736		10/1/25		08:45		10/1/25		Patient emergency admission from palatine to CCU, major blood loss+++
Patient bleeding ++++ from all sites
Urgent blood products transfused via stat
1x Platlets
4x FFB
2X RBC
All received and checked : 0845 and checked with two nurses. 
Each given stat pre and ends obs recorded for each on CWP		CWP major blood loss form filled out=transfusion team aware		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		CWP major blood loss form filled out=transfusion team aware				Clinical Support and Specialist Surgery (CSSS)

		I16738		10/1/25		09:00		10/1/25		Patient A booked for CT abdominal biopsy. Patient A had not arrived. Called patient Husband as unable to get through to her mobile. Patient unaware of appointment. Tried to sort to see if we could facilitate later but unfortunately no space on list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/14/25		Apologises given and to sort for new appointment as soon as possible.				Clinical Support and Specialist Surgery (CSSS)

		I16739		10/1/25		09:30		10/1/25		TSRT9
#18/25 identified by superintendent during image review that nodal boost volume not selected on image prep.

IRMER states "CTV_N1" whereas plan structure is named as "CTV boost". Nomenclature between IRMER & structures are normally the same. "CTV_Boost" was not noticed by the radiographer who prepped the image and therefore coverage of the boosted node was not assessed #1-17.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		Network Services

		I16740		10/1/25		10:30		10/1/25		TSRT 9
set up to the wrong align RT  ROI and scanned iso position was incorrect, 
large shift magnitude noted B7 called.
Pt repositioned with correct ROI and scan repeated				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		b7 present, pt re-positioned, re-scanned and treated correctly				Network Services

		I16741		10/1/25		12:00		10/1/25		TSRT9 level 5 5i cf1c md 10n sb5i
Pacemaker selected "No" on booking form when patient has a pacemaker. Appropriate team not informed due to this. Entirety of pacemaker covered in RTP due to scan limits.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		Superintendent informed and information passed to relevant team.				Network Services

		I16718		10/1/25		03:00		10/1/25		Confusion regarding the issued and expiry dates of a unit of HLA matched plates caused an approximate 3 hour delay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Discussions with the biomedical scientist, clinical night practitioner, and night manager.				Clinical Support and Specialist Surgery (CSSS)

		I16758		10/1/25		18:00		10/1/25		TSRT9

10# VSIM planned patient - imaged #1-4.

#1-3 average out of tolerance - would have been suitable for systematic correction (new moves). 

Repeat 2DKV acquired #4 (not justified/documented in Mosaiq).

New moves required from #5 (repeat images #5/6) resulting in 1 additional image that could have been avoided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		New moves implemented from #4.

Escalated for practitioner additional imaging authorisation as will breach operator scope of practice when imaged for day 2 new move confirmation.				Network Services

		I16759		10/1/25		19:10		10/1/25		Upon surgical finish we discovered a small blister on the left shoulder which we presume to be from the use of shoulder bolsters which were requested by the surgeon to prevent slipping on head down (patient high BMI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Kennedy,  Pamela		Finally approved		Low Harm		No harm		10/10/25		Documented, handed over to recovery, anaesthetist aware, Datix completed and Handed over to ward 10 for medical illustration to take pictures in the morning. 

Review by the Tissue viability nurse there is a re absorbed blister to the left shoulder, no break or redness- skin intact and no sign of pressure damage.  My have been caused by shear and friction, no pressure damage evident on review.				Clinical Support and Specialist Surgery (CSSS)

		I16760		10/1/25		22:00		10/2/25		Admitted to ward cat 2 pressure sore found on sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		Air mattress in place
Dressing applied				Clinical Support and Specialist Surgery (CSSS)

		I16761		10/1/25		22:45		10/2/25		Patient found just outside the bathroom where he had shuffled from inside the bathroom to call for help from another patient. 
Upon observation, patient stated he was trying to hang up his tank top high above the chair and he was leaning on the chair, the chair then started to slide and he began to slide with it.
Patient states did not hit his head, said he slid/fell down on his right knee/ foot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Blood pressure and observations taken, neuro observations taken. Made sure patient had no immediate pain anywhere before moving him, assisted him to stand with 3 member of staff onto a chair behind him and then he walked from chair to bed with minimal assistance.
On call doctor informed. Has now been reviewed
Falls care plan updated
NIC updated
Handover to be updated				Clinical Support and Specialist Surgery (CSSS)

		I16755		10/1/25		15:30		10/1/25		TSRT9/level5/cf1d/6d
Patient was due to start 3#s of bladder XRT 1/10/2025 at 1530, arriving via hospital transport. At around 1600 reception chased up progress of hospital transport as patient had not arrived, and were informed no transport booked. Reception then rang patient who was unaware they were starting treatment on this date, and therefore start of treatment delayed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 3						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Hudson,  Scott		Finally approved		No Harm		No harm		10/14/25		After patient was rang by reception, they were transferred on phone to S3 radiographers. It was confirmed with patient they had been given no start date for treatment, and the patient now considered it too late in the day to attend the department. Patient was therefore advised they could start their XRT on the day of the next appointment, at 1530 on 3/10/2025, and that hospital transport would be booked for remaining appointments. Transport was subsequently booked by S3 reception. Patient schedule also amended at the time with additional appointment added to the end to compensate for missed treatment.		Patient not received confirmation of appointment. After investigation, the patient was sent a letter out after not being contactable via phone. Letter either delayed or not recieved. External factors not down to hospital team.		Network Services

		I16713		10/1/25		07:15		10/1/25		when checking patients skin in the AM, noticed a new c2 to sacrum		discussed with staff involved
learning needs identified - learn from incident, included in monthly newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		updated skin bundle, cream applied, purpose t completed, handed over to RN day time, needs med ill and TVN r/v.		Reflecting on knowledge from TVN study day
revisiting TVN study sessions.		Clinical Support and Specialist Surgery (CSSS)

		I16763		10/1/25		23:00		10/2/25		Patient transferred from AAU to ward 12.  patient admitted 11am 1/10/25? with temperature. No blood cultures taken, on medical notes requested for cultures to be taken. No cultures taken prior to patient admission onto ward 12 from AAU. patient transferred at 10pm 
No evidence of blood cultures taken on notes/pathology orders or requests		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Clarke,  Catherine		Finally approved		No Harm		No harm		10/16/25		datix 
cultures taken		Blood cultures taken within 1 hour policy (prior to giving IV ABX) as per policy as reflected in nursing annotation and lab results		Clinical Support and Specialist Surgery (CSSS)

		I16768		10/1/25		15:00		10/2/25		Patient was just about to commence flush post 2 hour oxaliplatin infusion. Mentioned that he had some tingling in his lips and was slurring his words slightly. After sipping some warm water that was provided, patient went into laryngospasm.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped and flush not commenced
Hot drink provided
Heat pack held to neck
Obs taken and charted
100mcg hydrocortisone given
10mg chlorphenamine given
Continued monitoring post event for roughly 1 hour.				Network Services

		I16783		10/1/25		18:45		10/2/25		Patient stepped down from ccu approx 1845. On arrival previous patient still in bed space. CCU nurse had been told bed space was ready however this had not been communicated from ward 10 nurse in charge to ccu nurse in charge. CCU aware a bed would be ready in the evening however no phone call received to ask if patient could be brought up to ward 10 prior to transfer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		Apologised to patient. Patient made comfortable in day room whilst awaiting previous patient to be discharged. Patient moved in to bed space as soon as available.				Clinical Support and Specialist Surgery (CSSS)

		I16794		10/1/25		20:00		10/2/25		The patient was scheduled to receive platelet transfusion, whilst the research team and ACP duly aware, The flow manager was also notified, potentially in relation to patient admission; however, this information was not effectively communicated to the CRF NIC (team).
Subsequently, the patient arrived unexpectedly at the CRF longstay  at 19:40 for the platelet transfusion. At that time, the research team had departed the facility and had not given any handover of the plan.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Garcialopez,  Tamara		Incident referred to DPSIG		No Harm		No harm				Duty manager made aware of the situation. 
OOH Dr made aware of the patient- due to possible reaction 
Platelets administered with close observation.

Matron and WM made aware of the situation.				Research and Innovation

		I17670		10/1/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC :Started night shift and asked to clerk CCU step-down.
From Alertive messages - patient arrived on ward at 15:30.
Had to call day RD about another issue, so asked if they had received a verbal handover from doctors on CCU. They confirmed they had not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						Reviewed patient notes and EPMA.
Several medication discrepancies - that I used best judgement to amend. Have asked day team to clarify with primary consultant if there were reason for some. No acute concerns.				Clinical Support and Specialist Surgery (CSSS)

		I17158		10/2/25		21:12		10/13/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To raise at the weekly incident meeting and discuss		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To retirierte to staff on the right process of NEWS and vital score documentation		Network Services

		I17298		10/2/25		00:12		10/17/25		Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Incident being managed locally		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16766		10/2/25		01:30		10/2/25		Patient transferred from AAU to Ward 10 at 01:30 and placed with the female bay - patient's husband found with patient sat on chair by bedside - patient and her husband were adamant he was staying with her, explaining that the husband's car was stuck in the car park and the patient needed him for emotional support. This was not discussed at all prior to transfer between any AAU staff with any Ward 10 staff and wasn't handed over of this situation. Patient had been with AAU since the afternoon.		Apologies made to Ward 10 

Permanent staff on AAU well versed in visiting policy and issues raised in this incident are not a common occurrence upon transfer. Learning from this incident to AAU not indicated. 

Nurse in charge at time tried to mitigate issue and fully aware inappropriate nature of male relative staying in female bay overnight. Apologies made to Ward 10 at time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		I asked the Ward 10 staff nurse who took the handover if this has been discussed with her, which she replied this hadn't been.

I sent an Alertive group conversation between myself, the AAU Nurse in Charge and the Duty Manager and questioned about this - I asked if any arrangements for accommodation had been done for the husband. The Duty Manager seemed to be unaware of this situation and too hadn't been notified prior to transfer, AAU Nurse in Charge answered that she had asked the named nurse on AAU for the patient to ask the husband to leave - however this hasn't appeared to be escalated or been followed up on. This Alertive conversation found on the Ward 10 Nurse in Charge sign in.

There was no options for me to move anyone out of the side room - all clinically indicated

Curtains pulled around the bed area. 

Duty Manager for the night shift who now was now aware of a male visitor staying in a female bay overnight - hasn't come down to the ward and hasn't spoke with the patient or her husband. I am not aware of any reasons for this.

Informed Ward Manager for Ward 10 of the situation for the Day shift

To further point out this incident has had the knock on effect of delaying my care to my patients whilst I tried to manage this and find out whats happened, and also delayed of myself going home due to needing to record this Datix incident form within the 48 hour window.		Agency nursing staff central to incident, unlikely aware of visitors policy. Individual did not respond to prompts from nurse in charge to ensure relative went home overnight.		Clinical Support and Specialist Surgery (CSSS)

		I16771		10/2/25		09:30		10/2/25		In insertion of Venezia brachytherapy applicator, joint found to be loose due to glue failure,  swapped for replacement applicator and proceeded safely.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Incident affecting Patient		Near Miss		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Hallett,  Lisa		Finally approved		No Harm		No harm		10/17/25		Removed from clinical use, replacement requested.  Reported to MDSO for report to MHRA.
Ongoing issue with Venezia applicators.  Awaiting batch replacement.				Network Services

		I16811		10/2/25		15:15		10/2/25		Call received a call from the patients all from pt saying her had her 5FU bottle was in her bag whilst she was out when she got in put her bag down forgetting the pump was in there resulting in the pump being pulled. The PORT needle was slightly dislodged so Stephanie pushed the needle back in. When she woke up her pj top was wet. She took the dressing off the and the needle came out as well. Slight bleeding but this stopped quickly. Pump was clamped once the needle came out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/20/25		Pt washed the area and the clothes. Rang us. 
I advised they came in today which they did. PORT discarded off as per policy. there was still some treatment in the bottle as it had not completed.
New PORT needle inserted to flush the PORT needle then removed. Team emailed				Network Services

		I16827		10/2/25		15:00		10/3/25		Received an email from another department on 02.10.25 enquiring if the pt could be discharged from a consultant on Careflow (first seen in March 2025).
On checking the pt's notes, I came across an internal referral letter to a different consultant from July 2025.  It didn't appear that the pt had been allocated an appointment following this referral.
On checking other digital systems, it doesn't appear the relevant team/consultant received the referral letter to action/allocate an appt.

*Awaiting email reply 10/10*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Learning response required		Moderate Harm		No harm				Emailed relevant secretary who was unaware of the referral.
Emailed the referral letter to the relevant consultant to action.
The consultant is going to liaise with the referring team.

RP 24/10 - Asked digital who uploaded referral in July to identify who uploaded this and why it wasn't added on. Digital confirmed the referral was added by an new referrals member of staff to CWP on 02/10. This was the same date that the secretary raised with new referrals, which would suggest this referral was never sent via the internal referral portal or the via the inbox for the team to action.
Once we received this we actioned accordingly. 
I emailed the secretary this in the attached and informed the governance team, further investigations from the disease group need to be done to understand or identify why this wasn't sent via the portal sooner. - will redirect to DSM of disease group				Network Services

		I16828		10/2/25		12:00		10/3/25		Patient came from another ward as an inpatient, received the due morning medications late after 11.30H that also after the patient came to nursing desk and complaint about the same(medications including controlled drug). Also got delayed for discharge medications and hence discharged so late in the evening. Patient mentioned  that no one offered food as well.		Gain an appreciation of patient expectations and introduce them to their new environment, inform them of what to exact on the unit, who is looking after them and ask if they have any concerns you can help reduce and support.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		Low harm		10/31/25		informed the concerned nurse and given all medications asap, and apologized.		It was unfortunate this patient was relocated to CRF at short notice in the evening due to Trust Bed pressures. He had to share a room with another patient but felt he didn't receive a good standard of care.
Good communication and documentation is required in these situations and for the most part it was though the patient remained disgruntled.		Research and Innovation

		I16813		10/2/25		18:30		10/2/25		TTOs of Cabozantinib were on old IV Nivolumab script with wrong location, order set was therefore not sent up to ORTC. By the time this was highlighted, main pharmacy was closed.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Other		Patel,  Rizwan		Finally approved		No Harm		No harm		10/14/25		Told pt the error in location. Pt stated she would rather not come in to collect medications. I have arranged with the on-call pharmacist for the tablets to be sent via post. Pt was anxious about timely delivery to her home address as she is due to start the Cabozantinib on Monday. I have advised the pt to call on saturday afternoon if she has not received them by then.				Network Services

		I16814		10/2/25		21:00		10/2/25		Admitted onto AAU and then ward 12 with C3 to sacrum, present on admission.		Good practice demonstrated in this incident to be fed back to ward staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Referred to safeguarding as underweight and concern of neglect, referred and seen by TVN - plan inplace, medically illustrated. Repositioned on ward 2 hourly. Pump to be applied on bed. SKINN and puropse T updated - TVN plan followed, cushions applied around area.		Timely and appropriate pressure area assessment and care provided by staff involved. 
Pressure ulcer to sacrum identified on admission, PURPOSE T completed within 6 hours as per policy.
Adequate pressure area care commenced and appropriate referrals sent. 
TVN review in first 24 hours of admission. Acknowledged by patient PU had been present on admission/ for several years.
Safeguarding referral sent with query of neglect in the community and as to whether pressure ulcer developing prior to admission was preventable - concluded unpreventable.		Clinical Support and Specialist Surgery (CSSS)

		I16815		10/2/25		20:30		10/3/25		Patient found on floor of room by staff walking past				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		Emergency call bell activated, staff assisted patient to stand and assisted to the toilet before returning to bed
No apparent injuries or pain
1:1 put in place overnight		no documentation from nursing staff 
no update of moving and handling assessment / falls risk assessment		Clinical Support and Specialist Surgery (CSSS)

		I16806		10/2/25		13:39		10/2/25		15.2mls paclitaxel went through pt complained of chest pain and SOB.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/3/25		Treatment stopped, obs done and recorded, actioned as needed with 15l2 02 with good effect. 200mcg hydro given with good effect. Pt started to feel better. Need to go to toilet to commode attained. ACP came to assist and review.
weaned off 02.
ECG done 
Cannula came out whilst on the commode as poor access unable to re cannulate. Paclitaxel discarded as per protocol. and carbo not given. 
Line referral done 
Team and chemo apps emailed. 
ACP has prescribed destination meds for next SACT. 
Explained to the pt who understood				Network Services

		I16807		10/2/25		16:00		10/2/25		Patient reacted to second dose of paclitaxel				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		No Harm		Low harm		10/3/25		Treatment held. hypersensitivity protocol followed. Reviewed by ANP. Treatment restarted. Team emailed				Network Services

		I16808		10/2/25		14:55		10/2/25		Patient reported pulsing feeling down legs during treatment, infusion stopped, observations recorded. Discussed with ACP JB, ?reaction, patient felt it had improved slightly without intervention, then felt pulsing return, treated as HSR				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		Low Harm		Low harm		10/3/25		100mgs hydrocortisone and 10mg chlorphenamine given under PGD				Network Services

		I16809		10/2/25		17:00		10/2/25		extravasation to left forearm, 4cm extravasation lump, extravasation policy followed, reviewed by ACP, given hydrocortisone cream, nurse in charge to do a follow up call tomorrow.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/6/25		extravasation policy followed, drawn back 0.5mls, heat pack applied on area, hydrocortisone cream supplied.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		Network Services

		I16800		10/2/25		13:50		10/2/25		Pt was walking and tipped over the scales that were next to the nurses desk on Pink team. Pt fell to the ground, not witnessed		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/2/25		OBs done and recorded pt stated they did not hit their head. Dr on unit review. Pt said they were a bit shaken up due to the fall but okay. slight sore arm but okay. Helped up on to a wheelchair and transferred but to treatment chair		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		Network Services

		I17005		10/2/25		08:00		10/8/25		Ordercoms number 9369515.  Virology sample in with biochem and haematology samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lane,  Laura		Finally approved		No Harm		No harm		10/8/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17021		10/2/25		19:00		10/8/25		XRT consent form scanned on wrong patient's notes.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		Scanned under correct notes, DATIX submitted. Tech Bar redaction request to be done after DATIX.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		Network Services

		I17007		10/2/25		12:00		10/8/25		Ordercoms number 9369353.  Virology sample in with biochem/hame samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/8/25		Error logged,  Booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17008		10/2/25		15:00		10/8/25		Ordercoms number 9369096.  Urine sample for RUUE and Urine ACR returned by Salford on the 2.10.25.  Most likely cause that biochem sample was received in microbiology bag.  This sample was from 1.20.25.  Therefore processed with 24 hr delay.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)		To follow up with training and actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged and processed here with a 24hr delay due to sample going to Salford as it was in the wrong bag,		To ensure the right bag is used for the right samples		Network Services

		I16909		10/2/25		10:00		10/5/25		A report has been scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Jones,  Tracey		Finally approved		No Harm		No harm		10/6/25		redaction requested with IT				Clinical Support and Specialist Surgery (CSSS)

		I16894		10/2/25		14:00		10/3/25		Had a fall while trying to put some papers in the bin without his walking stick.
Witnessed by Dr. 
Reviewed by medical team.		Correct actions taken. 
Observations completed.
Medics informed. 
Moving and Handling risk assessment completed in timely manner. 
Physiotherapy referral sent.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
Medical review. 
CWP - Fall incident and manual handling completed				Clinical Support and Specialist Surgery (CSSS)

		I16880		10/2/25		09:45		10/3/25		Patient booked in for a radiotherapy scan of their brain in PBT.  Patient attended with appointment letter, however patient had no appointment visible on CRIS and there was another patient booked into this slot.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		Upon investigation, it appears that the patient's appointment was taken out of the diary and put back onto the waiting list by a member of staff in the radiotherapy department at Christie Salford.  This then led to a false appointment slot being available and another patient was booked into it.  Proton Beam Radiotherapy contacted Radiology MR Lead to query why patient had attended with no appointment.  Radiology MR Lead found that the scan was placed back on waiting list by a radiographer in Salford and contacted them to ensure scan was still to take place and inform them of the error.  Proton Beam agreed to scan patient.				Network Services

		I16926		10/2/25		11:30		10/6/25		No date taken present on sample for transfusion. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Sample rejected and discarded. New sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16943		10/2/25		12:00		10/6/25		tsrt9
A systematic review was completed following a # without a CBCT as there had been a change to the pt's CBCT scheduling and the systematic review scheduling was not updated following this change. Systematic reviews are typically completed following #8 however this pt had received additional CBCT's on #4&#5 due to positioning issues, the next CBCT was then pushed to #10 therefore a systematic should have been scheduled following #10 rather than #8.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		incident was picked up @ #10 following the CBCT. A B7 was made aware and an additional systematic task was added following #10 and the remainder were rescheduled following the new cbct schedule.				Network Services

		I16952		10/2/25		18:25		10/6/25		Suspected transfusion reaction - patient began to experience rigors approximately 2 hours following the commencement of a unit of RBC's.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/6/25		Transfusion stopped.
Medical review sought.
Chlorphenamine and IV fluids administered.
Relevant blood specimens and RBC bag sent to laboratory as per policy.				External Other Trust

		I17031		10/2/25		20:30		10/8/25		Patient attends with Temp, urinary catheter in situ ON arrival. Patient required a CSU as part of septic screen. Pt had an allocated nurse who was working with a (SPN) supernumerary nurse (under direct supervision). The allocated RN asked the SPN to wait for her to come back. The supernumerary nurse had never done catheter care/nor signed off on catheters.  SPN, unsupervised/untrained attempted CSU despite instruction. Withdrew water from balloon rather than CSU and left the pt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						The incident only came to light as the SPN showed the "CSU" to an ACP who realised it was water. I apologised on behalf of SPN and explained to patient what had happened. 10ml of water was measured from "CSU sample", catheter further reinserted and balloon re-inflated. Catheter draining again.
Discussion had with supernumerary nurse to get account and reiterated to work under direct supervision of designated nurses and to work within scope of practice.				Clinical Support and Specialist Surgery (CSSS)

		I17174		10/3/25		13:55		10/14/25		Pre transfusion vital signs completed one hour and 21 minutes prior to its commencement.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I17176		10/3/25		17:39		10/14/25		Patient received albumin and the second independent check was completed by the same nurse, and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Added the above to safety huddle to make staff aware of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To reiterate the importance of following protocol		Clinical Support and Specialist Surgery (CSSS)

		I17488		10/3/25		11:00		10/23/25		Two patients missed their translational blood test appointments due to a communication error. The lead nurse handed over for the patients to have blood tests on the 3/10 and to remind the patients of this appointment at their appointment on 30/09. This was not communicated to the patients. No translational/trial bloods were taken.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager made aware. 
Patients aware they missed the appointment, apologies given. 
Sponsor made aware, awaiting response.				Research and Innovation

		I17100		10/3/25		09:00		10/10/25		On-going issue that we need to raise as an incident can't add TCI to patients records which is becoming more frequent.
Not being able to add a TCI means that the patient cannot be admitted on the day and also means the patient cannot be tracked and the associated medications etc hat maybe required documented on the patient. This could cause delays and inaccurate recording on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling / Theatre Scheduling		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/13/25		Raised Ticket with techbar and received the response below. 

Request - INC-114771

I have just spoken to my colleague about this who has suggested that there is likely to be an issue with the RTT as it isn't being picked up. If an RTT pathway hasn't been picked up, the only people who can amend / add this in are the Pathway Trackers. I'm afraid that I can only advise you to speak to them, as they are the only ones who will be able to update the RTT and correct any issues in the setup in order for you to be able to proceed. 


I have worked in performance and I understand RTT and how the system works and what needs t be done we have removed and re -submitted on a number of records and it it is still not working.				Clinical Support and Specialist Surgery (CSSS)

		I17093		10/3/25		14:00		10/10/25		Incorrect laterality noted on pathology conclusion report on CWP during checks for radiotherapy planning. Reported incorrectly as left breast rather than right breast. This had then been used to populate patient letters and MDT documents.

13/10/25: Reporting sits with the consultant Histopathologists, who are managed by the trust				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Carden,  Jeni		Finally approved		No Harm		No harm		10/14/25		Checked all reports uploaded to CWP. Reported to clinical oncologist who contacted the surgical team and secretary to provide operation notes which stated surgery completed to the right breast. Requested pathology update their report conclusion with correct laterality. Operation notes uploaded to CWP alongside clinical annotation from the clinical oncologist stating laterality has been confirmed and to proceed to radiotherapy planning to the right breast.				Christie Pathology Partnership

		I16881		10/3/25		08:50		10/3/25		Call taken from reception, patient called the hotline this morning due to having loose stools X3 this. Patient advised to come for his treatment today to be assessed on the unit by consultant or ACP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Roberts,  Rebecca		Finally approved		No Harm		No harm		10/17/25		I called the patient who had x4 loose stools with new abdominal pain with loperamide being ineffective. apyrexial, he did not attend for  treatment as transport was 40 minute drive and he did not think he would make the journey. reiterated calling the christie hotline if symptoms worsen.				Clinical Support and Specialist Surgery (CSSS)

		I16883		10/3/25		11:45		10/3/25		TSRT9/ Level 4/ 11O/ CF2a/ 10N/ SB11n 11t
Patient attended bolus verif scan at Macclesfield as requested via telephone call by planning. 

No physics or planning staff sent to mark bolus outline on mask and didn't submit Bolus Request Form in time, causing delays. 

Scan delayed due to confusion regarding whether the scan was required. This was due to a finalised planning record and planning QCLS completed and treatment plan already being exported to prep room, found immediately prior to scan . Pt in mask during this time and very anxious and on timed pain relief.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11O Management of process flow within planning (including plan export)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Planning were contacted via telephone and asked to confirm if a bolus verif was required. Whilst waiting for a response from planning the patient was becoming increasingly agitated on the CT couch and a superintendent radiographer was informed. Planning made aware of the distressed patient on the bed however it took a significant amount of time for a decision to be reached. Radiographers were in the room comforting the patient and trying to encourage patient to stay in the mask. 
Once planning confirmed the scan was required the scan was performed.  When the mask was taken off the patient, they asked to speak to Superintendent Radiographer to find out why there was such a delay and expressed his distress at being kept waiting. Superintendent radiographer explained to patient the reasons why. PALS complaint form offered and patient apologised to by numerous radiographers.  Centre Manager discussed incident over telephone with planning. 

Feedback from Radiographers regarding incident: 
During a debrief after the incident radiographers felt communication throughout the whole bolus verif process was poor. No annotation from planning regarding bolus verif being required on CWP or Nav. The Bolus request form was only put in 1 day prior to the patients appt. This put the radiographers under a time pressure to organise the thermoplastic bolus shape (as it was required to be cut out at main site). A physics member of staff was also asked by planning to draw on the requested Bolus shape on the mask and was unfamiliar with this process. 

Radiographers feel a new work instruction for both radiographers and planning regarding the the bolus verif process would be helpful. Reducing communication errors on the process. 
Planning QCLs were all completed despite the bolus verif not being confirmed. As a result the radiographers started prepping a plan that was not confirmed yet for treatment. This could have resulted in a patient being treated incorrectly.				Network Services

		I16885		10/3/25		15:45		10/3/25		TSRT9 / LEVEL 3 / 13I / CF 1C / MoD 13BB / SB 13I
Image acquired after set up. 
Radiographer accidently clicked dismissed during image review.
Due to time taken to re-establish link between xvi and mosaiq patient moved requiring resetup & reimage.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Superintendent informed.
Additional image authorised. 
Additional dose 5.9mgy. Not reportable.
Proceeded with treatment.				Network Services

		I16886		10/3/25		15:00		10/3/25		on time out staff noticed pt had redness under bilateral breasts as well as moisture lesion / redness under stomach / apron. Pt has high  BMI.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/3/25		barrier spray applied pre-op as well as area cleaned and barrier spray applied post op - handed over to recovery to monitor and contact medical illustrations to document. TV link staff and coordinator informed as well				Clinical Support and Specialist Surgery (CSSS)

		I16887		10/3/25		15:00		10/3/25		Crash trolley in OP corridor required for emergency situation. patient collapsed in phlebotomy room.
There were NO oxygen masks or tubing anywhere in the crash trolley(normal location drawer A).
Staff had to run to another area to find an oxygen mask and tubing, delaying administration of oxygen to an unwell patient with low saturations
Post incident i discovered the crash trolley had not been checked for 3 days,		Our HCAs had been checking the resus trolley in OPD. After discussions with the resus team at main site and reading the policy it should be a registered practitioner that checks the trolley.
This has since been cascaded to all staff and the nurses from SACT will now absorb the checking of the OPD trolley with their own checks. 
The importance of communicating when anything is removed/used from the trolley has been reiterated to ALL staff.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		Near Miss		Equipment incident		Medical		Lack/ unavailability of equipment/device		Aremia,  Laura		Finally approved		No Harm		No harm		10/10/25		oxygen mask sourced from another clinical area
Highlighted to staff on duty that trolley hadnt been checked
Requested trolley be restocked and checked asap				Network Services

		I16888		10/3/25		00:00		10/3/25		TSRT9.

Incorrect preset used for #1 of Lung SABR treatment.
Pelvis M20 used instead of Lung.
Dose 10mGy instead of 6.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		Preset amended.
Pt treated correctly.				Network Services

		I16889		10/3/25		16:00		10/3/25		witnessed fall. patient stood from toilet and fell backwards. No LOC, did not hit head
observations and BM taken. 
had flip flops on, changed to non slip socks. no injuries				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		reviewed by ward doctor. physical exam, safe to mobilise back to bed with assistance of 2 
moving and handling assessment complete with lying and standing				Clinical Support and Specialist Surgery (CSSS)

		I16890		10/3/25		05:25		10/3/25		cannula was on wrist , checked cannula when the machine beeps, no flush back , bit swelling , relative said he was moving his hand frequently and kept bending ,		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/6/25		treated as extravasation, informed patient about it , try to aspirate chemo with 10 ml syringe , nothing to come back . cannula removed and marked the affected area , patient took a photo to compare as we do not have medical illustration after 5 pm . heat pack applied , no inflammation at the time of assessment , reviewed by ANP Gina and advised to provide hydrocortisone cream if any inflammation occurs , advised to apply heat pack for 20 mts , 4 times a day ,for 2 days , and advised to move hand , safety netted with hot line , made a note on diary to ring tomorrow .		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		Network Services

		I16891		10/3/25		10:00		10/3/25		HCA was helping patient to the commode/bathroom to help with wash. Patient slipped and body was guided onto the bed. 
Patient reviewed by medical team afterwards.		Correct actions taken during this incident. 
Datix completed.
Observations taken. 
Medics informed.
Moving and Handling risk assessment updated. 
Falls care plan completed. 
Patient known to physiotherapy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Slippery floor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
CWP - Fall incident form and Manual handling form completed. 
15 minute observations 
Slip socks.				Clinical Support and Specialist Surgery (CSSS)

		I16892		10/3/25		17:30		10/3/25		Patient supine on the table for a Robotic Assisted Laparoscopic Prostatectomy. Post op pressure area inspection upon rolling the patient side to side to remove sheets underneath, scrub staff inspected the back and the sacrum and identified the moisture lesion near the anus.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/6/25		Barrier spray applied in theatre. Handed over to recovery staff looking after patient to monitor. Datix form filled out.				Clinical Support and Specialist Surgery (CSSS)

		I16893		10/3/25		12:00		10/3/25		Patients relative assisting patient to the toilet, Patient expressed that her legs felt week and relative helped patient down to the floor. 
Patient reviewed by Medical team.		Medics informed. 
NIC informed.
Datix completed.
Patient known to physiotherapist services.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed.
Medical review
CWP - fall incident and manual handling completed.				Clinical Support and Specialist Surgery (CSSS)

		I16905		10/3/25		12:30		10/5/25		tsrt9
Initial CBCT taken and moves applied. Multiple generator faults when attempting to take 2D verification image, engineers onset.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		Pt off bed to allow engineers to resolve issue, moved to other gantry. Pt re-setup and additional mechanical CBCT taken & treatment delivered.				Network Services

		I16897		10/3/25		22:40		10/4/25		Found a Cat 2 on a pt's right ear where she keep her ryles tube insitu, within the helix area.		- 7 members of staff attending upcoming TVN Away Day
- HCA away day in December, ward manager and TVN's to teach on this with recent incidents as discussion points.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		-Dressing applied. 
-TVN referral done 
-Medical illustration done. 
-SSKIN bundle updated. 
-Purpose T still outstanding.		To check NG/NJ/Ryles site at ear and nose each shift and within 6 hours of admission to the ward to identify ulcers early and provide pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I16898		10/3/25		09:15		10/4/25		Heard staff member shouting for help and when approaching I witnessed staff members assisting/mobilising the patient to the bed (patient is mobile).  When approaching to help I saw that the patient fell down onto his knees next to the bed (did not hit his head). When calling out the patient's name he initially did not respond straight away (?Loss of consciousness) but after a few seconds he responded back to his name. 

Patient stated he felt dizzy when mobilising.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		10/8/25		Ensured patient was assisted safely onto his bottom. Then assisted into bed once he was feeling settled. 
Full set of observations completed. 
Blood glucose completed as patient is T1DM. 
The incident happened before board rounds and nurse in charge was present at the time also- NIC Kath escalated this to the team in board rounds and I later escalated the fall also to the patient's team doctor as the patient was planned for chemotherapy. 
Registrar reviewed in the afternoon. 
Documented and incident report form completed. 
Moving, handing and falls risk assessment completed including lying and standing.				Clinical Support and Specialist Surgery (CSSS)

		I16951		10/3/25		11:30		10/6/25		TSRT9
Patients first treatment, details incorrectly recorded for the abdominal compression belt in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Saunders,  Jane		Finally approved		No Harm		No harm		10/17/25		Discussed with team who input details as to what the correct information should be, site setup rectified				Network Services

		I16959		10/3/25		16:30		10/6/25		Samples from 03/10/25 not sent and left in pod in dept 35. Discovered when arriving into dept on 06/10/25.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Informed department Matron. 
Labs informed but unable to process samples. 
Patients contacted to re-arrange appointments 


Correct procedure followed.  The 6 patients who were effected were contacted.  Appointments were arranged at BCTH or Christie site.  Two patients were attending for treatment and already had a blood appointment booked.
All staff who were in the blood room that Friday were informed that as part of their daily duties staff should be making sure that all blood samples have been sent to the labs before leaving shift.  Unfortunatley we are unable to get to the bottom to why this pod was missed all staff present at the time were under the impression they had checked.  This will be discussed in staff huddle with all staff.				Network Services

		I16981		10/3/25		12:00		10/7/25		MRSA BSI 53yr old female, diagnosis Sarcoma.  
Source - UTI/? Nephrostomy 
Admitted 03/10/2025 (Friday) via AAU and transferred to Palatine same day; outlier due to bed pressures. 
Known MRSA screen positive from Dec 2024, urine positive march 2025.  
Had negative screens and bloods 2nd, 3rd, 4th September (x3) including urine no further micro until 3rd oct. Recent discharge from ward 4 10/09/2025, referred to Bolton DN team for neph care on discharge.

Risk factors - Neph May 2025, PORT i				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		10/23/25		Timeline 
There is a hotline annotation on the 19/09/2025 - haematuria for the last 24hrs, suspect infection 
28/09/2025 - CT abdo, pelvis with IV and oral contrast 
30/09/2025 - SACT treatment, bloods and PORT flush.  notes indicate the patient and their son feeling unwell the previous weekend due to eating at a hotel ? Food poisoning.  care plan completed for insertion and removal of needle. Notes state not fit for treatment 
01/10/2025 -  day admission to AACU for blood transfusion presumed delivered via PORT site, low grade pyrexia prior to transfusion.  doesn't appear to have had any blood work 01/10/2025
03/10/2025 - hotline assessment; hasn't felt well the last 2 nights.  

Initial findings 
Patient had a timlely review by micro 05/10/2025 and 06/10/2025
Patient prsecribed decolonisaiton therapy 
Inpatient nursing admission form states 'no' to MDRO 
Palatine team aware of patient, will swab neph and PORT site as wasnt completed on admission screening 

Plan 
Will contact GP and DNs tomorrow for more information regarding the hotline annotation and GP actions 
Patient flow will prioritise transfer to medical ward 
Contact Bolton hospital to see if recent admission during Sept				Clinical Support and Specialist Surgery (CSSS)

		I16982		10/3/25		10:00		10/7/25		TSRT9/ level 3/ 12i/ CF 2c/ SB 13aa/ MD 13i

Large anatomical mismatch on XVI acquisition due to incorrect SGRT prep/incorrect surface selected at set up.
Repeat XVI approved under protocol.
Additional dose to patient = 1.4mGy
Non-reportable		correction made 
patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 informed
*B6 realised the issue
*SGRT amended as per work instruction:
- Unselect the reference surface/s and isocentre checkbox of the plan that has finished treatment
- In “Set Treatment” view, drag the newly imported plan for treatment to the top of the 
Treatment Course Panel
*Patient set up again using correct surface
*Repeat XVI acquired		the need to follow protocol		Network Services

		I16844		10/3/25		10:25		10/3/25		I forwarded an email from Catherine Mcbain to the sponsor for the ONC201(22_DOG11_48). Her email address is as follows: rebecca.evans@thermofisher.com

It included the following patients details: 
ALAINA, Ambrin (Miss) Born: 03-Jan-1999 (26y) Gender: Female
Christie No: 202518049 NHS No: 637 796 0166				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		McCaul,  Damian		Finally approved		No Harm		No harm		10/22/25		I informed my line manager and recalled the email. I also rang the sponsor and asked her to delete the email, which she did.				Research and Innovation

		I16847		10/3/25		10:10		10/3/25		tsrt9
Machine Breakdown, patient needed to be taken of the bed for a break as they had been on the bed for 1hour 30 minutes and engineers had said it would be a further 10/20 minutes for the interlock to clear. The breakdown resulted in additional imaging being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/6/25		Once breakdown had been recovered patient was brought back in for treatment- additional image was authorised by Band 7 prior to treatment delivery.				Network Services

		I16848		10/3/25		08:00		10/3/25		Incorrect temperate recorded on NEWS2 score observations at 07:59 - 39.8 instead of 34.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Hawkes,  Iain		Finally approved		No Harm		No harm		10/6/25		Correct NEWS2 score inputted at 08:18 after observations completed again - Redaction request raised with tech bar at 14:00				Network Services

		I16858		10/3/25		14:00		10/3/25		A patient was referred for an urgent MR liver scan. The referrer answered no 'implant device'. The patient was sent an appointment for 2/10/25. On receipt of appointment patient contacted MRI Department to inform us that she had a pacemaker in situ.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Incident affecting Patient		Near Miss		MR Safety Incident		Patient Implant		Patient Implant		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/6/25		Pacemaker details obtained from patient. Radiographer emailed Blackpool to request necessary pacemaker information to check if suitable for MR scan at the Christie.				Network Services

		I16856		10/3/25		10:00		10/3/25		Patient attended endocrine dept for blood transfusion. On 2nd checking of the unit of blood, noted that patient is MRSA positive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Jackson,  Claire		Finally approved		No Harm		No harm		10/10/25		Sent unit of blood back to blood bank. Contacted bed manager, reallocated to AACU. Reassessed blood transfusion booking form. Booking form amended to prompt checking of alerts prior to admission.				Clinical Support and Specialist Surgery (CSSS)

		I16865		10/3/25		14:09		10/3/25		I hanged up a Fluorouracil 320mg/m2 - 5 minutes bag before the Folinic  Acid infusion. But I realised the error as I was signing for the drug on the computer and stopped it immediately . No volume of drug has been infused.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Johnson,  Rhona		Finally approved		No Harm		No harm		10/6/25		Stopped the pump immediately
Clamped the Iv line.
Sought advise from my PEF on the unit
 Fluorouracil 320mg/m2 - 5 minutes bag ; to be infused after the folinic Acid infusion.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		Network Services

		I16871		10/3/25		09:20		10/3/25		Patient was called in for a CT Chest Abdo and pelvis scan. he confirmed he was over 20 stones in weight. scan was done on the CT Siemens Definition 3 scanner and during the course of the abdomen and pelvis an anterior cut-off was noted in the abdomen bits as he had a really protruded abdomen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		patient was brought down from the scanner and kept in the waiting area. Spoke to a consultant radiologist (YJ) who recommended a repeat of the abdomen and pelvis due to the cut-off of the anatomy there. a repeat scan (Porto-venous Abdo-pelvis) was done on another scanner CT Canon Prime 1 due to this which means another radiation dose and contrast had to be given to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I16872		10/3/25		10:30		10/3/25		As part of 2025 CVAD audit, came across a CVAD that still had the stitch in place over the 21days. line inserted 22/8/25 and assessed line today 3/10/25. stitch in place 42 days		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.
Dates for suture removal to be inputted on handover AH		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Pointed out to the nurse in charge of the patient, nurse was to change dressing and remove the stitch		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.		Network Services

		I16816		10/3/25		03:45		10/3/25		Patient sustained an unwitnessed fall in the bathroom at approximately 03:45. He reported that he “slightly” hit his head during the incident. On immediate review, no visible injury, swelling, or bruising was noted. Patient denied drowsiness and dizziness. He did report feeling generally unsteady on his feet.		All appropriate actions taken post fall, observations remained stable, CT scan - NAD, NOK informed the following morning, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		After assessment confirmed no injury sustained and able to move, the patient was assisted to transfer safely to a chair and was wheeled back to bed with assistance of 2. 
During physical assessment, it was noted that the patient’s right leg had some weakness. Patient reported that this had previously been assessed by Physiotherapy and he had been provided with exercises to support mobility. Patient was wearing appropriate footwear at the time of the fall. Obs checked, tachycardic- 98, Capillary Blood Glucose: 5.6 mmol/L
Neurological observations commenced: GCS 15/15 and done every half hour, prn analgesia given, doctor on call informed.
Reinforcement of safety advice and call bell use provided, and the patient verbalised understanding.
Had been mentioned to patient earlier in the shift to kindly press call bell if need to mobilise or require any assistance as has been assessed by Physiotherapy team to need assistance of one, he acknowledged this but had mobilised independently on this occasion, same reinstated and advice given. Moving and Handling Care Plan updated,  Falls Incident care plan done. Patient agreed for next of kin to be informed in the morning.
call bell placed within reach		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17177		10/4/25		15:09		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17178		10/4/25		06:48		10/14/25		Patient received a x bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/14/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Batch number G04J176961				External Other Trust

		I17210		10/4/25		00:40		10/15/25		Patient received a  bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04J146961				External Other Trust

		I16990		10/4/25		14:37		10/7/25		2 units of Platelets ordered for patient and not used.		2 units of platelets were transfused on the 4/10/25 
note patient requires HLA or HPA matched platelets. Limited information to investigate 
Cant decipher whether this was a prescribing error ?too many units ordered or incorrect units ordered		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/9/25		Platelets were wasted on the system and disposed of.				Clinical Support and Specialist Surgery (CSSS)

		I16900		10/4/25		08:45		10/4/25		unwitnessed fall
patient tried to walk self to the bathroom with frame. Found flat on back with legs and arms straight 
reports falling onto the floor on her bottom, did not hit her head
no new pain or dizziness reported. Lost her balance		All appropriate actions taken following fall, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		Low harm		10/7/25		observations completed
resident doctor informed
checked for any obvious signs of bruising/bleeding/broken bones
skin tear found to right elbow, was not bleeding
patient waited 30min on the floor with a pillow under her head
did not want to wait any longer, sat self up and attempted to get off the floor with AO3		Nurse did not update the moving & Handling care plan will make her aware when giving DATIX feedback		Clinical Support and Specialist Surgery (CSSS)

		I16902		10/4/25		15:30		10/4/25		Patient complained of rash to inner right elbow. 
I could also see slight rash to side of right jaw and neck.		Ask nurses in future to document before patient is discharged that the patient was successful in having the rest of their treatment at a slow rate without issue. Just so staff are doctors are clear.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/6/25		Treatment stopped. 
Observations taken. 
Chlorphenamine 10mg and Hydrocortisone 100mg given under PGD. 
Waited for rash to resolve. 
Treatment restarted at reduced rate as per hypersensitivity protocol. 
Team emailed.		All immediate processes followed and rash resolved and patient felt well. Team emailed to highlight reaction and ensure script is labelled as given at SLOW RATE. 

Drug was actually - Trastuzumab Deruxtecan - unable to select on drug menu		Network Services

		I16896		10/4/25		02:50		10/4/25		Patient admitted to the ward. On initial skin check, found to have MASD damage to buttocks. 
Patient aware of discomfort in that area. 

Barrier ointment applied. Mattress pump connected. 

For medical illustrations in hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		see above.				Clinical Support and Specialist Surgery (CSSS)

		I17181		10/5/25		21:16		10/14/25		Patient received a platelet transfusion which was initially received onto a RBC prescription. It was subsequently then received onto the correct RBC prescription, however the 2nd independent check was not completed. Neither were the start time or outcome completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise second independent checker incident with staff at ward meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		First and second independent checker should be completed before start of transfusion. 
Proper communication between ward and transfusion team.		Network Services

		I16910		10/5/25		11:00		10/5/25		Patient moving and handling questionnaire not added by day unit staff (paed GA). Noted after #1 by staff member who had carried out the treatment prep task (by chance upon double check as treatment planning and treatment prep completed in quick succession). 
Also to note this therefore means it was missed at pre-treat, prep, first day chat and #1 stages. Task however was definitely added by pre-treat staff and was just missed/not completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Simms,  Leanne		Finally approved		No Harm		No harm		10/28/25		Escalated to B7, M&H check added to care path for following day (allocated to day unit) and alert added to pt's notes for urgency/for gantry staff to double check the following day.				Network Services

		I16908		10/5/25		10:15		10/5/25		TSRT9

Interlocks on PTC when treating G40_T0 beam, table lost compensation.
Additional imaging acquired 1x 2d pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/7/25		2d imaging				Network Services

		I16903		10/5/25		03:30		10/5/25		Patient walked to toilet alone and fell in the entrance of toilet. she said she could not stan and fell on her bottom. she has back pain .				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Williams,  Louisa		Incident being managed locally		No Harm						brought her back to bed. vitals monitored  and recorded. informed doctor on duty.				Clinical Support and Specialist Surgery (CSSS)

		I16904		10/5/25		05:00		10/5/25		Patient  fell down  when she was trying to go  to toilet early in the Moring as soon as she woke up from sleep. Witnessed  fall, patient fell down in front of staff member who went to attend her bell.
patient is mobile with stick/wheel chair /Ax1 and she has been assisting the whole night with toileting needs. however she comes  out of the bed and  tried to walk  with stick to the toilet by the time  staff attend her bell AND FELL		Encouraged patient to wear suitable footwear and to wait for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		Assessed thoroughly for any bruises , bleed or any injury
post fall protocol followed
observations checked and recorded
assisted the patient to come back to bed after excluding spinal code injury 
informed duty doctor for urgent review, seen by duty doctor and assessed,
moving and handling done 
advised the patient to call and wait before mobilizing
Fall care plan initiated
will inform relative with patients consent		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16918		10/5/25		13:36		10/6/25		First name spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		New sample requested at 14:30 via phone				Clinical Support and Specialist Surgery (CSSS)

		I16919		10/5/25		09:44		10/6/25		Sample bottle expired.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested.				External Other Trust

		I16912		10/5/25		08:00		10/5/25		Noted patient has a blister on the outer left heel on A-E assessment				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		Low harm		10/10/25		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage.		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage		Clinical Support and Specialist Surgery (CSSS)

		I16913		10/5/25		16:00		10/5/25		Patient is on ward 10 needed immunoglobulin  giving today as per iqemo and consultant advise, I was asked to help as noone trained on iqemo on ward 10,
after commencing the drug I realized it was different brand to ,what was specified on prescription.
Panzyga given. Privigen brand prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Thorne,  Hazel		Finally approved		No Harm		No harm		10/6/25		Pharmacy on call contacted, duty manager contacted. Patient observation taken.
out of hours pharmacist also consulted the haematology pharmacist .
I was advised that this was okay and it is same drug , different brand.
Patient infusion rate given as per Panziga protocol		increase of Ivig within surgical field and out of hours 
Additional training required for Iqemo training and management of immunotherapy patients  
Staff members  to reframe from prescribing by brand name to reduce error or to re-prescribe based on trusts current stock		Clinical Support and Specialist Surgery (CSSS)

		I16914		10/5/25		17:00		10/5/25		Patient had wanted to self D/C earlier in the shift, stating that the Dr stated that she could leave once ECG done and awaiting TTOs.  Confirmed with Drs they insisted on her to remain in.
Left ward approx 16:00. Stated coming back to ward, reminded that they had a cannula in that she should not leave hospital with cannula in situ.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Approx 17.30 staff nurse rang, message left as no answer.
Attempted to call at 19:00, no answer.
Rang husband explained tried to contact his wife. Husband very upset and frustrated.
Then explained that if she didn't want to stay inthat we would not force her, but we needed her to come back to remove cannula, understood that they're frustrated
He then stated she 'worked in radiology and will remove cannula herself'.
Repeated that we would like her to come in allow us to remove cannula and she can self discharge
He said she would do it herself and then hung up the phone.
Escalated to Dr Avanti on call, also escalated to nurse in charge		The patient is provided clear expectations time of admission during medical reviews. 
Nurses involved tried to resolve the situation within their means at time of event. 
The patient had capacity and was given explanation of rationale for admission and why leaving was against medical advice. 
It was the patients decision to leave despite this information. 
NOK was informed, and the patient was with him at the time of contact so the patient wasn't 'missing' as such. No further escalation indicated. 
Ward staff escalated appropriately to Nurse in Charge, Duty Manager and Medics.		Clinical Support and Specialist Surgery (CSSS)

		I16916		10/5/25		22:30		10/5/25		I gave a dose of aciclovir 250mg as a push instead of an infusion. I made it up to 20mls saline as patient was fluid restricted (this is an acceptable dilution according to medusa) however I administered it as a push instead of an infusion over an hour. The mediation should have been given over an hour

Medusa "IV infusion (undiluted):
In fluid restricted patients only, aciclovir may be given undiluted (25mg in 1mL)(11) via central venous access device."				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Dr informed once I realised, Dr had no concerns, NIC also informed.				Clinical Support and Specialist Surgery (CSSS)

		I16974		10/5/25		00:00		10/7/25		TSRT9
2D acquisition tone and only 1 image appeared. Repeat attempt- no image appeared-escalated to superintendent at 1st attempt- decision made to used a CBCT to verify position. Additional CBCT dose & Additional 2D KV pair given.- this datix is in addition to I16906- filled out for 'Additional Mechanical CBCT'- this Datix is in relation to the 2D acquisition resulting in an additional 2d Kv Pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		contacted MCR logs requested.
Expected for 1# 0.090421906 x2= sup ISO 0.180843812
0.216013128549171 x2=Inf Iso 0.432026257098342

Total expected= 0.612870069098342/ #
Total Delivered= 0.341443811427291

X2 lat Head doses= 1 image appeared 1 did not- dose given each time

Additional CBCT used to verif- therefore additional 3D and x2 additional Lat Head doses (unusable & did not appear)				Network Services

		I16987		10/5/25		00:00		10/7/25		1 unit of Cryoprecipitate ordered but not used.		Increased awareness of handling blood products to be highlighted to team in monthly newsletter		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Informed AAU and wasted product.		Unclear from findings how additional unit was ordered and not used. Nonetheless importance of not wasting blood product (and financial implications of doing so) to be highlighted to team		Clinical Support and Specialist Surgery (CSSS)

		I17183		10/6/25		12:53		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17141		10/6/25		09:13		10/13/25		Group and screen sample mislabelled.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		10/15/25		New sample requested via phone at 09:53				Network Services

		I17226		10/6/25		15:18		10/15/25		Unit of platelets collected from the blood issue room, and CWP not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion practitioner requested laboratory compatibility form from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I16961		10/6/25		11:20		10/6/25		Patient started to vomit 16 minutes after Irinotecan infusion was commenced.		Reaction managed appropriately and documented, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Infusion was stopped. 
Observations taken and within normal parameters. 
0.25mg Atropine administered as prescribed. 
Patient monitored for 30minutes and remained stable. Vomiting/wretching stopped quickly. 
Infusion was re-started at the slower rate over 90minutes as per protocol. 
Further wretching/vomiting re-started at 12:50pm. 
Liaised with Consultant who prescribed a further dose of atropine 0.25mg and IV metoclopromide. 
Symptoms eased and patient was eventually discharged. 
Safety net advice to call hotline if patient is unwell at home or struggling with any toxicities.		Reaction managed appropriately and documented, no further issues reported.		Network Services

		I16963		10/6/25		18:00		10/6/25		Patient complained of feeling lightheaded to staff member whilst walking with frame.
Collapsed towards staff member, lowered safely to the ground.
Unresponsive for around 2 mins.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/8/25		Doctor informed.
Observations recorded.
Blood sugar obtained.
Cannulated with bloods.
Fluids commenced.
Moved safely to bed area.				Network Services

		I16964		10/6/25		19:00		10/6/25		TSRT9/level3/12f/ cf1c/ SB 13aa MD 13z
#1 m10 6.2mgy image taken, unable to see sup tumour, and patient had 5 degree rotations.

m20 filter required to see both prescribed PTVs

re-set  up and image with correct filter, rotns good - ptvs covered

treatment delivered without event

1 additional imaging event		corrective action

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Band 7 called - rotns and difficult to match - 2 lesion not covered, clip box off image.
Additional image note added.
Re- imaged with correct filter - and patient re-set up		field imaging lentgh insufficient

review all PTV		Network Services

		I16965		10/6/25		14:00		10/6/25		New C2 found on patient buttocks - reviewed by TVNs and accessed as MASD		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		TVN referral 
Med ill 
datix 
purpose T		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		Clinical Support and Specialist Surgery (CSSS)

		I16966		10/6/25		19:00		10/6/25		Pt attended XRT with stitches on his head and informed the treating team his partner had hit him with a vase and threatened to kill him.		Radiotherapy department referred to the safeguarding team. 
Safeguarding team liaised with Wythenshawe Safeguarding Team to ensure that appropriate action had been taken. 
Police involvement. 
Referral completed by Wythenshawe to adult social care.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Moderate harm		10/17/25		Long discussion with patient and his sister, police are involved and partner has been arrested and sectioned due to deteriorating mental health. Partner will not be returning to his house and he will change to locks, sister very supportive and has taken time off work to stay with patient. Patient visited Stepping Hill A+E and their safeguarding team are aware, review team informed but were happy to not review patient as already assessed in A+E. 
He assured me he is safe and has supportive family and friends, patients last # therefore signposted to Maggies and hotline number provided. Discussed at length support available and mentioned he will contact his GP to access this. 
Patients consultant and safeguarding team informed via email, anno in CWP.		Appropriate action taken by radiotherapy team by referring to The Christie Safeguarding Team.		Network Services

		I17015		10/6/25		12:00		10/8/25		Ordercoms number 9373555, 9372973, 9372976.  Urine ACR, Osmo and UPCR.  All three stickers received on 1 sample and bag, which was a microbiology bag.  Some samples state the time on them as 1am some say 10am.  These are biochem tests and should have been in the clear bags, however 3 barcodes on one sample is not right.  Unable to process as analyser cannot read 3 barcodes on one sample.  Should have been either 3 sep samples or one label with all the tests on.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Error logged. Booked in and all tests booked in on the request number ending in 555				Clinical Support and Specialist Surgery (CSSS)

		I17017		10/6/25		08:00		10/8/25		Ordercoms number 9373315 & 9373318.  FBC sample received with biochemistry label on and biochemistry sample received with FBC label on.  Both unsuitable for processing.		A task and finish group has been created by the trust to look at ordercom incidents. Improvement and action plans will be discussed by the group		The Christie NHS Foundation Trust / Other / Photopheresis Department						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		11/6/25		Error logged, booked in with a comment in synergy stating why samples were rejected		The right label should be used for the right sample		Other

		I17020		10/6/25		13:00		10/8/25		Pharmacist covering AAU was alerted by Pharmacy tech that patient was taking Fludrocortisone 50mcg but prescribed as 500mcg (10x dosing). Confirmed with consultant on ward no plan to increase fludrocortisone.

Noted that 2 doses administered.		Findings and lessons fed back to A.P lead of medical staff and EPMA team 
Lessons learnt disseminated to all nursing staff on AAU to ensure they are querying prescriptions, particularly in light of the nursing staff giving the correct dose in this case but not ensuring EPMA was changed to ensure correct and safe dose received going forwards		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Immediately queried with treating nurse and confirmed that half of a ward stock 0.1mg given - therefore patient actually received 50mcg the correct dose. 

Explained to the nurse re prescription error and did the calculation with her.

Amended dose on EPMA as soon as possible		-Combination of incorrect (x10 dose) prescribing error on admission together with nursing staff not querying dose/administering substantially higher dose than is typical.

-Incident occurred over the weekend with reduced pharmacy reviews/cover, potentially leading to delay in identifying issue until weekday

-2 x medical ward rounds did not pick up on prescribing error prior to pharmacy identifying error on Monday. 

-Nurse who administered doses was involved in discussions at time of event and told reporter she had given 50mcg not 500mcg despite EPMA record. 

- Medical team informed at time of incident, deemed no harm to patient		Clinical Support and Specialist Surgery (CSSS)

		I17009		10/6/25		08:00		10/8/25		Ordercoms nummber 9373017.  Virology sample in with biochem/haem samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.		To follow up with training of ordercoms and action plans		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged, booked in and sent to MRI with a delay due to being in the wrong bag/pile		The right bag should be used for the right sample		Network Services

		I16917		10/6/25		02:55		10/6/25		patient found near to toilet floor when went  to do 15 min  check  since patient  was  confused  intermittently and assistance of 1 to 2.noticed  stool in the toilet , probably fell when trying to get  back to bed after  using toilet. patient declined banging of head or pain, post fall protocol followed.		All appropriate actions taken post fall, reviewed by medical team, no further actions necessary, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		observation checked .
full body assessment done for any bleeding or signs of fracture
excluded spinal cord compression
assisted to get back to bed 
lying  and standing not done since patient was not able to stand , Ax2 , M$ H updated , referred to PT,OT
requested urgent  doctor review 
 CT scan done  to rule out head injury or fracture since patient confused
1:1 care provided		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16925		10/6/25		08:04		10/6/25		Surname spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/6/25		New sample requested at 09:20 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16953		10/6/25		13:45		10/6/25		Phone-call from Renal CSN regarding her patient who needed an iron infusion - patient had been waiting for a phone call regarding an appointment time and where to attend for the infusion since 0800 this morning - patient had been added to our teams list for an iron infusion but no time on there, we were unaware that the patient hadn't been given an appointment time				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Incident being managed locally		No Harm						Patient aware we close at 1600 as we are an outpatient ward - is attempting to get to us for 1500 to have her iron infusion as planned - CNS aware that if patient is unable to get to us before 1500 that they would need to be re-booked.

For DG2 to review - patient was due to be booked an iron infusion - not part of R&Bs booking process.				Network Services

		I16954		10/6/25		09:00		10/6/25		Patient did not receive TPN night of 5/10/25, TPN script states wrong TPN bag in fridge - Triomel N4 in fridge but pt was only due to have this on 3/10 and then change to Triomel N9 from 4/10.
Script was written up and handed over to pharmacy on 3/10. 
Only Triomel N4 was written up on EPMA for the 3 days.		Pharmacy, dieticians and clinical teams to liaise to ensure completed in a timely manner to ensure no TPN is missed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/13/25		Checked CCU fridge and ward 10 fridge - none on CCU. 1x N4 on ward 10. 1x Triomel N9 in fridge with no name on.
Discussed with staff nurse looking after patient today.
Discussed with pharmacy tech covering ward 10 today. 
Datix input.				Clinical Support and Specialist Surgery (CSSS)

		I16955		10/6/25		14:45		10/6/25		Scanned patient with contrast in CT department. He was ok when I finished the scan. Told him to wait outside for 15 minutes to take out the cannula. When I went to retrieve next patient, the previous patient was having difficulty in speaking. A colleague mentioned that this has happened before, and I reviewed the last scanned form. Symptoms were not immediately recognized as indicative of a stroke, which led to delay in calling crash team.		06/10 - CSSS  Governance. Due to the seriousness of this incident, and that the potential outcome for this patient is a temporary loss of function/ increased length of stay in hospital, because of an intervention the Trust undertook, I have recategorized this incident as 'Moderate harm'. 
This triggers the need for an urgent 72 hour review to be completed. This will then be discussed at DPSIG, 9am Monday morning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Iddles,  Sarah		Finally approved		No Harm		Low harm		10/16/25		Called crash team.				Clinical Support and Specialist Surgery (CSSS)

		I16956		10/6/25		15:15		10/6/25		Patient called the trust to let us know., she had received a letter addressed to herself, but the content was for another patient. The patient read out to me the contents of the letter regarding the patient`s details. The other patients` surname is the only evidence of that it was for him as well as the contents that are on CWP. The letter I have attached below is the one that was sent to this patient .		The correct letter has been sent to the patient. She has returned the original incorrect letter and this has been placed in the confidential waste.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		I have asked the patient if she wouldn`t mind sending the letter back to the christie, which she said she will. I have spoken to another member of staff to make them aware what as happened. The secretary I spoke to is covering for the secretary that is on the letter. They said they will send the letter out to the correct patient.		Be careful and double check when copying into a letter from email or CWP.		Network Services

		I16957		10/6/25		12:46		10/6/25		Patient has been self administering the wrong dose of Sotorasib since she last collected her medicaiton. 
Has been taking Sotorasib 960mg (total dose) since 20/10/2023 
This lady has only ever known to take '8 tablets' was usually dispensed 120mg tablets however at her last collection was dispensed 240mg tablets and therefore supposed to be taking only 4 tablets. 
She has continued to take 8 tablets and therefore inadvertently doubled her dose accidentally.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Self administration		Dose or strength - wrong/unclear		Pabial,  Suneil		Finally approved		Low Harm		Low harm		10/8/25		Appropriate medical team informed. Patient contacted and informed. Advised to omit her medication for 1 week. Will attend the Christie today to have her bloods checked.				Network Services

		I16958		10/6/25		14:00		10/6/25		A patient was prescribed citalopram 30mg OD tablets on EPMA chart. However, patient sources identified the patient is taking Venlafaxine OD. Patient confirmed she takes the Venlafaxine capsules and she had her own meds with her. EPMA administration records showed patient took "citalopram 30mg" on 6th October however patient confirmed she took her own meds (Venlafaxine) that morning. Dr incorrectly prescribed Citalopram for Venlafaxine & also overseen by nurse to recorded administration on EPMA		email sent to all registered staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Drug/medicine - wrong		Marley,  Heather		Finally approved		No Harm		No harm		10/30/25		Informed pharmacist and prescriber to remove and amend. To prescribe Venlafaxine instead.		as per similar datix - nursing staff to be alert to the medication that patient is taking to ensure correct medication is prescribed and given		Clinical Support and Specialist Surgery (CSSS)

		I16945		10/6/25		10:15		10/6/25		Patient booked in for radiotherapy at 10:15 on 6/10/25, unfortunately due to an oversight in cardiac physiology booking process this appointment wasn't scheduled. Cardiac physiology had full schedule (Radiotherapy, Surgery and MRI). Cardiac physiology kindly agreed to attend once other patients appointments had been completed.

Apologised to patient, estimated availability of 11:30 passed on the patient, this was revised to 12:00 (at 11:00).

Cardiac physiology attended at 12:05.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Constantine,  Marvin		Incident being managed locally		No Harm						Discussed with cardiac physiology and patient to provide an estimated time for treatment.

Cardiac physiology to look into booking oversight.				Network Services

		I16946		10/6/25		08:45		10/6/25		DTI to spine and Sacral area. Not present on admission. Pt is on the End of Life pathway.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/29/25		Clinical Web Portal Pressure sore risk assessment updated. TVN ref sent. Pump connected to Mattress. Medical Illustration N/A as pt is on the End of Life pathway. Kerra pro applied to spine and Sacral area. DTI does not appear to be the cause of pts pain. Repositioned form Back to Left side. Band 6 Nurse Natasha also agrees that pt has a DTI.		Contacted TVN Matron 29/10/25 (and discussed with Ward Manager AAU previously during investigation). DTI attributed to end of life changes. 


Learning to be fed back to staff: 
Update PURPOSE T when patients condition changes (in this case risk assessment missed at time that patient transitioned to EOL). Although PURPOSE T is updated when DTI is identified. 

Elements of learning in documentation of actions taken in response to risk identified 
Across 3 day admission, staff consistently identified/annotate patients skin as significantly vulnerable but there is no documentation of additional measures taken to mitigate risk (for example increased frequency pressure relief given, pressure relieving cushions utilised, barrier cream applied, kerrapro pressure reducing pads applied etc etc). As above, DTI a result of end of life changes but pressure area care learning can be taken forward from this incident		Clinical Support and Specialist Surgery (CSSS)

		I16948		10/6/25		12:41		10/6/25		TSRT9
Patient set-up without the knee step outlined on the site set-up. Cone beam scan taken and realised knee step not present. B7 called and patient rescanned with knee step in. Pelvis M20 filter used. Additional dose to patient 10mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		B7 called, patient re-set up using correct immobilisation. Repeat scan acquired.				Network Services

		I16949		10/6/25		12:00		10/6/25		tsrt9 level 5 6d md13a cf1d
Patient attended for treatment as per 5# prostate SABR schedule. Change form put in on Friday afternoon saying treatment now for 20# and deferred until Wednesday. Change form stated patient aware of changes and 'Reg confirmed they will inform pt no longer for SABR and give new start date.' Patient not been called and not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		6D Communication of appointments to patient (including requested changes following initial booking)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Apologised to patient for lack of communication. Provided new start date/time and explained treatment was now planned for 20#. Have advised somebody from urology team will call to explain changes as per stated in change form (no updated documentation as to why # changed in patient's clinical notes so unable to provide information). Emailed consultant/registrar to contact pt. Datix completed.				Network Services

		I16950		10/6/25		00:00		10/6/25		TSRT9/ Level 5/ 7C
Patient CNS consultation note in CWP dated 3/10/25-  incorrect patient details and patient identifiable information present (patient 2) in wrong patient (patient 1) notes.		Incorrect patient detailed entered in CWP note. Member of staff informed who then ensured  Note redacted and entered into correct patient notes		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		7C New patient: generation of notes (including their availability as required across the patient pathway)		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/7/25		Email sent to Key worker who made the note- to remove the note from patient 1's notes and add to patient 2's notes and Datix submitted				Network Services

		I17654		10/6/25		08:44		10/29/25		Referral from the treating paediatric oncologist at Royal Manchester Children Hospital back in July to review patient for consideration of radiotherapy. An email to me on 11/08/2025 and followed up on 13/08/2025 by our admin team asking how I would like to proceed. These 2 emails were overlooked by me as I was on leave and did not look back when I returned until the referrer emailed me directly asking about this case.  This brought patient back on track after about 2 months of delay.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Thomas		Incident being managed locally		No Harm		No harm				Discussed on MDT, planned arranged (by medical oncology team). Further discussion happened today (29/10/25) at GMOSS MDT and agreed that I see patient in clinic to discuss pro and cons of radiotherapy. Patient was not seen by me before, so the duty of Candour not yet done.				Network Services

		I17228		10/7/25		02:40		10/15/25		Unit of RBC's collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17163		10/7/25		11:30		10/13/25		TSRT9
1x Additional 2d image pair acquired on review of logs post treatment. Logs indicate additional A/P and Lat image acquired. Confidence tone heard online but no image appeared on P2VA.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Reported to operational lead, activity capture updated.				Network Services

		I17206		10/7/25		13:55		10/15/25		Patient received a unit of RBC’s and starting information or no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		discussion held with RN who completed this transfusion, communicated with the team also so same error is not made.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the prescription will not close without this being documented.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		to look over all transfusions checklists when staring and to complete at patients bedside. 
RN doing transfusion should prioritise NEWS recording.		Clinical Support and Specialist Surgery (CSSS)

		I16989		10/7/25		13:25		10/7/25		14.9mls paclitaxel went through at slow rate. Patient pressed heir busser. Face was red and back pain.		Medication given for drug reaction	
Oxygen & Hydrocortisone 100mg, administered under PGD
	
Treatment stopped, attained help from nurses and ACP.
OBS done and recorded, 02 given with good effect.
100mcg of hydrocortisone given
back pain resolved 02 stopped and Sats sable. 
Patient felt a lot better, partner was with her so situation explained.
Paclitaxel discarded of as per policy and carboplatin given as per iQemo
Observations recorded prior to patient going home and NEWS2 score  - 0
Email sent to team and chemo apps to follow up and amend treatment plan		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Treatment stopped, attained help from nurses and ACP. 
OBS done and recorded, 02 given with good effect. 
100mg of hydrocortisone given as PGD
back pain resolved 02 stopped and Sats stable. 
Pt felt a lot better, partner was with them so I explained to them what had happened. 
Pac discarded of as per policy and carbo given as per iQemo 
Email sent to team and chemo apps.				Network Services

		I16986		10/7/25		11:58		10/7/25		TSRT9
Inf isocentre. x4 failed attempts at 2DKV acquisition. No confidence tone on first attempt, for remaining 3 attempts confidence tone heard. Generator interlocks present. 
Approximately 17 minutes downtime due to imaging issues. 
After 4th unsuccessful attempt decision made to use CBCT for initial and confirmation image (x2 additional mechanical). Panel A used as this was successfully used for SUP iso cbct. 
No further issues.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Online input from superintendent radiographer and MCR throughout
MCR attended in room after treatment.				Network Services

		I17000		10/7/25		12:00		10/8/25		Paper lab request form received with incorrect hospital number written on for patient.  Was booked in under the incorrect patient but then modified and sample rejected by lab with comment in synergy as it did not comply with laboratory acceptance policy.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Roberts,  Philip		Finally approved		No Harm		No harm		10/29/25		Staff member  came up to ask if sample could still be used with a correct form.  Informed duty biochemist and sample was processed according to laboratory protocol.				Network Services

		I17022		10/7/25		08:00		10/8/25		Ordercoms number 9374489.  Microbiology urine sample received with incomplete patient demographics. - looks like the printer is out of line and chopping of details.		To follow up actions re ordercoms themes and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Phoned ward and asked them to come and re-label sample as it cannot be sent due to incomplete demographics. Sent to Salford at the end of the day with a delay as the staff didnt relabel it during the morning.		To follow up actions re ordercoms themes and trends		Network Services

		I16991		10/7/25		13:00		10/7/25		Patient attended for Cycle 6 immunotherapy injection. he drove and was escorted into Hospice by Police due to dangerous driving. Patient was unsteady on feet and shoes on wrong feet. Patient did not wish to hand over car keys but was warned by Police that if they attempted to drive they will be arrested.
Patient agreed not to drive and gave verbal consent to have next of kin and medical GP and team to be contacted. patient was oblivious to the severity of the situation.		Patient was encouraged not to drive.
Hospice facilitated communication between police and the patient.
Police have notified DVLA.
Patient was safety netted and have subsequently been admitted to another hospital with pneumonia. 
Wife was called to ensure patient returned home safely and ongoing communication between hospice, treating team and wife.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		No Harm		No harm		10/17/25		Physiological measurement checked. Personal details of Next of Kin, GP details and oncology team  provided to police officers. explained situation to Patient and the importance of not driving.
Oncology consultant emailed and note completed on clinical web portal.		No specific learning but appropriate action was taken to safeguard both the patient and the public.		Network Services

		I16970		10/7/25		09:10		10/7/25		wrong ecg added to patient
Female Patient A  2025215866 has Male Patient B's 202520021 ecg on cwp.		All staff reminded of importance of correct documentation and handling of clinical notes and their place in healthcare- including the diligence required to ensure documents are filed/uploaded correctly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		10/22/25		Incorrect Christie Number for patient A - please resubmit with correct number so we can investigate.

ECG removed from patient record and added to correct record via tech bar				Clinical Support and Specialist Surgery (CSSS)

		I16984		10/7/25		11:55		10/7/25		I was asked to upload a document onto CWP by a secretary. Upon scanning and uploading the document, I realised that there were several dates present on the document, and that, in the context of the document, I had inputted the wrong date as the clinically relevant one.		The staff member recognised the mistake straight away and rectified it by requesting tech bar remove that and scanned into the correct date.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		I first took note of the time, and then contacted the secretary to confirm which date was the correct one. Upon the secretary replying, and confirming that the date was incorrect, I began the Datix process. Upon completion, I will also submit a redaction request to Tech Bar.				Network Services

		I16976		10/7/25		10:39		10/7/25		Monitor access to CWP request made to clinical trial using wrong DOG number. Monitor accessed CWP and saw list of patients for wrong clinical trial. Monitor clicked on top patient and saw main CWP home page then informed CTC and logged out of CWP.		None needed as inputter error		The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Taylor,  Claire		Finally approved		No Harm		No harm		10/20/25		Monitor logged out of CWP whilst CTC watched. CTC asked monitor not to log back into CWP. CTC informed manager who contacted CTC who made request for access to CWP. CTC who made original request to CWP checked request and realise incorrect study DOG number entered. CTC informed tech bar who asked the CTC to contact research systems to amend CWP monitor access request to correct DOG number. CTC also rang study monitor to apologise and check what monitor accessed on CWP. Monitor confirmed they saw a list of patients on another trial and clicked on the first patient and saw their main home page on CWP.		None needed as inputter error		Research and Innovation

		I16977		10/7/25		10:10		10/7/25		Patient was due endocrine bloods and then treatment. However, was treated before bloods and then too late (10am) for endocrine bloods (needs to be between 8.30-9.30am).
Patient will need rebooking ASAP for early bloods and appointment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		CSW identified timing too late and did not take bloods - correct action				Network Services

		I16980		10/7/25		11:40		10/7/25		An operation note was received for the patient and uploaded to patient's record but on the incorrect date				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/20/25		Document re-uploaded to the correct date. IT requested to remove original uploaded document from incorrect date.				Network Services

		I16993		10/7/25		09:00		10/7/25		Patient brought into theatre, on prepping the abdomen it was noticed that under a fold patients right side moisture lesion/ crack in skin with some redness and ? fungal infection.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Periwound dermatitis		Madden,  Sarah		Finally approved		No Harm		No harm		10/8/25		Micro biology swab taken and sent to lab, skin prepped  operation continued as per case. post operatively the area was cleaned and skin barrier spray applied , handed over to recovery advised may need medical illustration.				Clinical Support and Specialist Surgery (CSSS)

		I16994		10/7/25		11:30		10/7/25		within rehab session seeing inpatient on palatine ward. patient sat on edge of bed with  AO3 therapists. when moving forward on edge of bed therapist in position behind patient not fully prepared for movement and patient had slow uncontrolled movement forward of trunk - patients head made contact with therapist in front (therapist bent over so contact with therapists back) 
this was a slow light impact which patient reported caused no harm and therapist could not see any sign of injury.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/9/25		checked patient for any signs of injury, checked how patient was feeling. patient felt well and was happy to continue with rehab session.
at end of session handed over this event to Nurse on ward looking after patient and documented event.				Network Services

		I16996		10/7/25		00:00		10/7/25		Following a pt phone call and feedback from a Gynae CNS at a nearby trust it became apparent that when patients were having OPAs in the Gynae CO Nurse Led 6 wk tel FU clinic there was not clear communication back to their 'home' trust asking for ongoing FU to be arranged.  The concern was that this breakdown in communication between 2 organisations could have led to patients being lost to FU				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Cox,  Margaret		Learning response required		Low Harm		No harm				The clinic was audited from Jan-Sept 2025, a total of 122 consultations.  In 74 cases there was no clear communication back to the referring Gynaecologist.  All trusts concerned were contacted and this found that 13 patients have not had a subsequent FU arranged, for 12 this is now being organised and there appears that there has been no apparent harm to pts (see attached document).  The13th had a delayed FU and in that time has presented with cancer recurrence.
The nurse running the clinic was informed of the issue and from 16/9/25 inserted back into every clinic letter a standard phrase 'Action Needed by referring [Gynaecologist[insert name]/Secretary [DICTATE]] please arrange follow up as per your local policy'.  The team is looking at other improvements to to the letter ie inserting the tel no. for the Gynae CNS from the patient's local trust and stating 'If you do not hear from them in the next 2-3months or have any new concerns related to your cancer please contact your Gynae Nurse Specialist ' so there is an extra safety net.  Also all the Gynae CNS's at other trusts have been given the option of being Cc'd in to the letter.  There has been a subsequent meeting with the nurse concerned who will use this incident for reflection and learning				Network Services

		I17108		10/7/25		15:14		10/10/25		No year recorded for date taken on sample.		To discuss at weekly incident meeting
To introduce scan for safety to minimise incidents		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Name should be properly documented on sample before sending to the lab		Network Services

		I17102		10/7/25		13:00		10/10/25		Patient due EOT muga scan , this was cancelled .Patient made aware but research team not informed . this is therefore out of protocol window.				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				escalated to manager and PI				Network Services

		I17076		10/7/25		10:08		10/9/25		TSRT9/ 13F/ Level 3/ SB13i/13AA/ CF1C
Noted prior to #4 when reviewing images.
On #2 (7/10) and #3 (8/10) patient had blankets/ a bair hugger covering them anteriorly.
These materials were in beam path for G355, G330 and G305
Not picked up at systematic or online.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Redfern,  Matthew		Finally approved		No Harm		No harm		10/22/25		Escalated to superintendent radiographer.
Alert added, and comment added to image review document to aid appropriate placement of blankets. 

Discussed with duty physics verbally- Journal note added in retrospect 'Dosimetric review carried out for the impact of patient having a blanket covering the beam path on #3 of treatment on 15th October 2025. Due to being a single fraction of 23# treatment and low density of the blanket. No dosimetric concerns were identified with regards to the overall plan dosimetry.'				Network Services

		I17068		10/7/25		08:30		10/9/25		When raising patient bed accidentally knocked oxygen on the wall causing it to snap in the oxygen vent. Unable to stop Oxygen leak from the wall.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Estates, Matron on call, security and medical physics and fire safety informed immediately for support. 
Patient moved to corridor, was not on oxygen and transferred to another ward until fixed.
Windows opened in the SR and door kept shut where possible. 
Leak slowed down by medical physics and problem identified. Did not need to turn off oxygen supply to the ward and managed to fix the problem by 2pm the same day. Room operational and safe for use 2pm onwards.		Accident, nil lessons learnt.		Clinical Support and Specialist Surgery (CSSS)

		I17037		10/7/25		13:00		10/8/25		Query medication given that was out of date.		Medication sent from RMCH for BMT patient undergoing TBI. Nurse noticed medication out of date when going to administer. Thus further medication ordered from pharmacy, 
Fed back to RMCH that medication is out of date		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/21/25		Medical team informed.				Network Services

		I17040		10/7/25		19:30		10/8/25		19:00 HCA alerted to RN in bay - Alison short of breath, panicking and trying to get out of bed
Platelet transfusion had finished
Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD
Obs settled, breathing returned ot normal rate
Weaned off oxygen as now Scale 2 as of today
Alison feeling much better, medic reviewed on ward
Platelet bag saved to go back to lab, esc to medic to sign transfusion reaction forms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Medical Oncology / Head and Neck (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		Low Harm		No harm		10/10/25		Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD				Clinical Support and Specialist Surgery (CSSS)

		I17671		10/7/25		14:00		10/30/25		On cycle 1 Carboplatin and Etoposide, she had IV Carboplatin and Etoposide on Day 1 and oral Etoposide Day 2 and Day 3. 

On cycle 2 onwards, Etoposide prescribed oral for Day 1, 2 and 3. 
Patient not verbally informed about this when supplied with TTO's and did not take day 1 oral Etoposide. Instructions on box of Etoposide did state to take on Day 1, 2 and 3 but she did not realise this. 

This also happened again on cycle 3 29/10/2025.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Escalated by patient 30/10/25. Clarified with parent oncology team that she can take Etoposide Day 2, 3 and 4.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		Network Services

		I17207		10/8/25		16:23		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meetin		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17299		10/8/25		00:12		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP  post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17501		10/8/25		14:49		10/23/25		tsrt/level 3/
4d lung noted after started scan that pitch had not been amended was set at default pitch				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hannelly,  Lisa		Incident being managed locally		No Harm						Staff paused scan and called b7 who advised that they should terminate scan and start again with correct pitch 
dlp from first scan was 14.8mgy 
This was first occurrence of additional exposure due to protocol failure				Network Services

		I17041		10/8/25		19:35		10/8/25		Test injection was performed and patient felt okay. However when during the contrast injection contrast was not seen at on the image and scan was stopped. Local swelling was observed in keeping extravasation. This happened at PR2 Pat-seed CT.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		Low harm		10/14/25		Contrast injection and monitoring scan was stopped. Explanation  was given to patient on what has happened.
Cannula was disconnected from injector and attempt was made to aspirate with 10ml syringe. Cannula was then removed and the area marked with skin pen. Cold pack was applied and arm elevated.
Consent was obtained and consent form completed with the patient and photograph taken.
Extravasation leaflet was given to the patient and follow up plan was discussed.				Clinical Support and Specialist Surgery (CSSS)

		I17039		10/8/25		19:30		10/8/25		Pt attended AACU post pharmacy closing hours
Needed 10 days Dalteparin 15000 from emergency drug cupboard however no stock available
On call pharmacy states likely 1 hr before a script can be dispensed as she is not on site.		forms must be completed by staff out of hours to ensure stock is replenished and available for ongoing use by other colleagues when needed. This needs to be disseminated across the trust to all teams that make use of the Emergency cupboard stock outside of pharmacy opening hours		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Watt,  Loretta		Finally approved		No Harm		No harm		10/9/25		Stat dose given
Husband will collect remaining script tomorrow		Clinical staff taking items from the Emergency cupboard should ensure a sheet is completed to ensure stock is replenished by the pharmacy team		Clinical Support and Specialist Surgery (CSSS)

		I17032		10/8/25		13:00		10/8/25		Helen attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On observation she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script. 
Email sent.		Patient attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On looking she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart. NEWS" score - 3 at 13.00 then at 13.40 NEWS" score was 0.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script.
Email sent to team and schedulers.

DR requested - Has had reactions to Carbo/Paclitaxel
Requested clinic FU on 21/10/25 to discuss alternatives
Please book chemotherapy chair on 29/10/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Reaction protocol followed.
Observations taken, see news 2 chart.
Monitored patient before restarting treatment.		Reaction guidelines followed and patient safety considered throughout.		Network Services

		I17033		10/8/25		10:44		10/8/25		Patient had procedure for TAH, BSO, Omentectomy and Appendicectomy - Anaesthetist requested for the surgeons to have Rectus sheath catheters for this patient at the WHO brief. Both rectus sheath introducers were inserted followed by inserting the catheters, upon pulling back the white plastic - the right side plastic snapped leaving 5cms of the plastic inside the patient and the surgeons had to create a bigger excision and forceps to remove the foreign object.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						Completely removed the rectus sheath catheter from the right side only. Packaging kept and images taken of the medical equipment to be reviewed. Surgeons refuse to use the catheters for their next case.				Clinical Support and Specialist Surgery (CSSS)

		I17034		10/8/25		14:00		10/8/25		Patient attended for #2 SABR, set up immobilisation used as per site setup. Rad noticed that there had been a large post verification vert shift on #1 (+2.2). When checking the plan PDF Rad noticed that there appeared to be a large civco that was not noted on the site setup. This was identified during patient setup in the treatment room and escalated to B7 before XVI acquired.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		Low Harm		No harm		10/10/25		B7 informed who agreed it appeared there should be a large civico (checking plan PDF & XVI rtp image). B7 called CT scanner at satellite centre in which patient had their planning CT scan who confirmed large civco used. Patient re-set up using large civco and proceeded to treatment as per protocol. Site setup amended by rad to include correct immobilisation device.				Network Services

		I17035		10/8/25		14:15		10/8/25		Patient complained of itchy hot palms after 155mls of carboplatin. Palms looked red on examination		Team reviewed on 9/10/25 - Pls book in for 28/10/25 Morrison Tuesday afternoon clinic for review pls due to carboplatin reaction for C4

SA carbo AU5 desensitisation script prescribed. pharmacist has kindly screened through 

Chemo appt will appoint date on 28/10/25 before her next cycle on 29/10 given reaction. 

I have asked to post out the desensitisation meds to take on 26/10

Phoned Lynn to discuss about above, she is happy and aware to start taking meds on 26/10 in preparation of chemo		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/10/25		Infusion stopped, obs done. Reaction meds administered. Symptoms soon settled. Protocol states not to rechallenge same day, refer to team. Obs rechecked and sent home.		reaction guideline were followed
patient had follow up and treatment plan changed and patient informed before next cycle.		Network Services

		I17036		10/8/25		16:35		10/8/25		Patient  states back pain. Infusion stopped .Patient flushed. Patient reports SOB. Patient attended to by staff. Observations taken, ACP  called to scene. Patient states feeling sick, sick bowl offered. ACP prescribed Metoclopromide, which was administered. Observations taken . Patient states wanting to open bowels.  Patient taken to toilet. Paracetamol prescribed and administered. Observations taken. ECG done.		Medication given for drug reaction	Hydrocortisone 200mg, administered under PGD
Other, Metoclopromide, paracetamol
Actions and result of actions taken	- Patient administered medications above under PGD. Observations taken and patient monitored. ECG done and cleared by medonc. Patient reviewed by ACP on site. Paclitaxel not re-challenged. Carboplatin administered.
Team emailed to chase up. 

Paul recovered from reaction and obs stable.
Carboplatin administered as prx.
Paul well on completion aware to call hotline if required or seek emergency advice if necessary.

Doctor review as follows;

SpR A.Elwasila/ UGI clin onc

G2 reaction with C2 concurrent paclitaxel (not rechallenged but given carbo)

TC to pharmacists on 8535 - no guidance for UGI hypersensitivity with paclitaxel, also nab-paclitaxel not approved for UGI. We looked at breast protocol which states: IV dex., famotidine, chlorphenamine and slow rate paclitaxel which patient has already been having with script

Pharmacist will kindly get back to me given complexity here

UGI pharmacist kindly called back and we have made amendments as per UGI paclitaxel protocol: Dex. IV 1hr pre Rx, chlorphenamine, famotidine and slow rate paclitaxel

Pt. will need to take famotidine day before chemo (when he attends tbs)		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Infusion stopped, Hydocortisone 200mg administered under PDG, Observations taken, ACP attended. Metoclopromide administered. Patient reports feeling slightly better. Paracetamol prescribed and administered. ECG done and reveiwed by med onc. Paclitaxel not to be re-challenged.		Extra information needed - for example treatment infusion stopped - what volume went through.		Network Services

		I17028		10/8/25		14:41		10/8/25		Wrong appt booked				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25						Network Services

		I17029		10/8/25		14:47		10/8/25		wrong appt booked		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.  In-between this an email was sent to the secretary to book see below


MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.

MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please				Network Services

		I17030		10/8/25		15:20		10/8/25		Pt reported feeling hot & flushed and nauseous. Gave pt sick bowl where she then vomited. Symptoms occurred towards the end of Carboplatin infusion.		Observations taken and were stable. Patient safely discharged after doctor on the unit prescribed IV metoclopramide and sickness settled.

Team and chemo appts emailed - to ask if patient needs slower rate infusion or stronger anti-emetics pre-treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Chemotherapy had been infused at time of reaction. Sick bowl provided. 100mg Hydrocortisone given under PGD, IV metoclopramide prescribed given. Observations monitored throughout. Symptoms started to settle after anti-emetics given. Observations re-checked after 30 mins, Pt feeling well in herself to go home. Pt safely left unit, safety netted with hotline. Has oral metoclopramide at home,. advised to take this if feeling sick later.		Importance of clear documentation and ensuring patient is followed up post reaction.		Network Services

		I17097		10/8/25		00:00		10/10/25		TSRT9.
CMA moves input incorrectly, S/I move input as + instead of -.
Noticed at time of moves during set up in the room as moved in wrong direction.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 called and CMA moves amended and checked.
Pt reset up and treated correctly.
Discussion with prep room staff regarding the need for vigilance when inputting CMA moves.				Network Services

		I17105		10/8/25		09:54		10/10/25		Surname incorrect on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17107		10/8/25		00:00		10/10/25		Sample tube expired.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I17136		10/8/25		11:40		10/13/25		Thiamine test rejected from lab due to not being protected from light. 2nd time this has occurred for this patient (Same issue 10th Sep). Also has happened with another patient on same trial (24th Sep)		All staff emailed and reminded to protect Thiamine sample from light when send to labs		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Will inform PI & plan to recheck result at next visit.		IMP - Thiamine samples to be protected from light		Network Services

		I16997		10/8/25		04:00		10/8/25		VTE assessment on admission 27/9/25 - Awaiting senior review for decision on prophylaxis

prophylaxis anticoagulation has never been prescribed for patient, no repeat VTE assessment 
patient is mobile but not frequent				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Finally approved		No Harm		No harm		10/28/25		handover to staff on multiple occasions to chase medical team regarding VTE assessment/ prophylactic anticoagulation. 
also written in nursing notes on multiple occasions 

27/10 -  CSSS Governance; My deepest apologies. This incident has only just appeared on my DCIQ after some settings were changed by DCIQ IT support. Relates to a Med-Onc Lower GI (Colon) patient on Ward 4 submitted 08/10.				Network Services

		I17023		10/8/25		10:00		10/8/25		Patient dispensed GCSF injections by pharmacy as part of mobilisation treatment for stem cell harvest. Dispensed in split dose 300mcg & 480mcg dose to be administered once daily, total dose 780mcg. Patient only administered X1 300mcg GCSF daily.  Low CD34 count reported potentially due to error.		To reallocate incident to outpatient pharmacy		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Verbal patient directions - wrong/omitted		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with senior team. 
Additional GCSF administered to ensure correct dose given today. 
For Plerixafor this evening.				Network Services

		I17024		10/8/25		10:20		10/8/25		TSRT9/level 5/ 13AA/ SB13AA/ MoD 13AA/ CF1c
GA patient #3. Additional imaging task was not added follow a repeat GEC #2 for resetup.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		The additional imaging questionnaire was updated by B7 upon realising additional image task was not added.				Network Services

		I17026		10/8/25		13:55		10/8/25		TSRT9 13CC SB3i 13CC CF3a
Scan started using Pelvis M20 CC. Error message popped up partway through scan saying
'Unable to create target file to app MOSAIQ'. Scan interrupted as was still acquiring image. Engineers and B7 called. Patient taken off the bed as Mosaiq needed to be restarted and test scan needed to conducted. 152 frames/650 frames delivered. Approximately 2.4mGy additional dose delivered to the patient.		Following error popped up on MOSAIQ window during XVI scan "unable to create target file c:\MOSAIQ APP\vmi_icom.dll" SHARE.EXE was not loaded, or a shared region was locked", so rads interrupted scan and called RTSG .152/650 frames delivered.
Clicked ok but the error kept popping up, so the patient was removed from the bed. Tried restarting MOSAIQ and CCP pc, error disappeared, did test scan and gave the machine back to rads bu the error returned.
Then Cao did multiple attempts to re-establish the connection between MOSAIQ and LINAC by restarting CCP PC and eventually rebooting lilac but no luck. Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/13/25		Scan interrupted when error message appeared. Engineers and B7 called. Patient taken off the bed and moved to another suite to complete their treatment.
Engineers conducted test scan which was ok. However next patient loaded up and error message reappeared. Next few patients moved off the suite so engineers could investigate further		Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		Network Services

		I17001		10/8/25		09:30		10/8/25		Internal referral was delayed over 1 month		- Delay was queried.
- Referral processed as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added to triage and reported to Datix		- This issue should of been raised by the secretary who typed the letter.		Network Services

		I17002		10/8/25		08:50		10/8/25		Medication error Oxycodone 10mg MR given when oxycodone 10mg SR prescribed		- Will request that this learning is discussed during medication study day
- Learning given to AAU/AACU vi email, handover and verbal to highlight potential mistakes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Cunningham,  Melanie		Finally approved		No Harm		No harm		10/17/25		Observations taken NEWS -1 due to Heart rate 100
Patient informed - apology given 
Medical team informed 
Nurse in charge informed		- Need to clarify medications with patients before administering.
- Check the information on EPMA		Clinical Support and Specialist Surgery (CSSS)

		I17011		10/8/25		11:50		10/8/25		started off with back pain after 13 minutes of the second rate (76), back pain which then started chest tightness. This is how the first reaction started however patient informed us sooner this time so the reaction wasn't as advanced this time. treatment stopped, 100mg hydrocortisone given at 11:50. observations taken and consultant informed.		Correct procedure followed and after discussion with consultant treatment re started. A pla has been agreed for following cycles due to limited treatment options.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/13/25		treatment stopped hydrocortisone 100mg given consultant informed				Network Services

		I17012		10/8/25		11:04		10/8/25		Pt had RTP & transport booked for 8/10 at 2.45. We were informed by Health records at 11.04 on 8/10 that a F2F interpreter could not be sourced. A tel interpreter was not appropriate due to the type of appointment and the pt has dysphasia and can't talk on the phone to an interpreter.		at least 5 days notice is required to book an interpreter with our out side providers		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Interpreter service				Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Goodall,  Robert		Finally approved		No Harm		No harm		10/20/25		Transport cancelled and pt's niece contacted to advise not to get in transport if it turns up as we have had to cancel the appt due to no interpreter. Rebooked for next avail 15/10		at least 5 days notice is required to book an interpreter with our out side providers		Network Services

		I17013		10/8/25		10:00		10/8/25		TSRT9
Paediatric patient had CBCT image verification 1# early (on #7 when should've been #8)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 made aware, offline review done, patient only 10# and so imaging went complete. No harm as no additional image needed over course of treatment.				Network Services

		I17673		10/8/25		08:30		10/30/25		INCIDENT REPORTED BY TCPC :Patient has bloods taken at home externally the day before treatment. Treatment is an on hold drug and requires bloods to be back before Baxters make the drug. Bloods taken on 07/10/2025 but not showing on CWP. NIC thought bloods were delayed in arriving to lab as had spoke to patient that day and confirmed bloods had been taken. Due to delay patient's appointment had to be moved from 08:30 to 12:30 as treatment would not be on site until then.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						8/10/2025 NIC checked again in the morning and bloods still not showing. Went down to labs and they confirmed bloods had been delivered approx 12:00 on 0/10/2025 and analysed and results on the system. Results printed for nurse and treatment then taken off hold. Delay in treatment arriving due to this error and did not arrive until approx 13:00. Delay also in chair being available due to capacity on unit and apologies also given for this.				Christie Pathology Partnership

		I17306		10/9/25		08:00		10/17/25		Ordercoms number 9377301 Requested by Cindrella Chikombe :  Virology sample sent in biochem bag.  (Please note that Virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem & haem samples are sent in the clear bag and processed here.  This sample was delayed getting to MRI as it had been put in the clear bag and put in the biochemistry pile.)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				External Other Trust

		I17307		10/9/25		12:00		10/17/25		Ordercoms number 9378161 Requested by Meena Afzal Lakha : Virology sample sent in microbiology bag.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could have ended up in Salford as it had been put in the wrong bag. Consequence -  sample not processed and no results on CWP.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay as it was in the wrong pile due to being in the wrong bag.

		I17387		10/9/25		09:00		10/21/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare team.
Pharmacy Homecare team have looked at CWP to establish if patients medication has been re-dispensed.  In this case the medication was re-dispensed.				Network Services

		I17389		10/9/25		09:00		10/21/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed where applicable
Pharmacy Homecare Team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.  
Record of datix number added to return log
Email sent to team and reply sent to say patient will collect in future.				Network Services

		I17421		10/9/25		14:50		10/22/25		My colleague received a phone call from a patient to say they had received another patients letter attached to their own letter. She took down the details of both the patients involved.		staff was contacted and he confirmed he would shred the incorrect letter 
Letter re-printed and sent in the post to correct patient 
Patient whose letter was sent in error contacted and explanation provided and apology for the breach		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/24/25		Patient disposed of the wrong letter in confidential waste and a new letter was sent out to the patient who had not received a letter.		Staff members reminded of the need to ensure that letters are not stapled in error 
Reminded of patient confidentiality		Network Services

		I17208		10/9/25		11:21		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17142		10/9/25		12:11		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive at 12:20.		sample should be properly labelled before sending to the lab		Network Services

		I17145		10/9/25		18:33		10/13/25		E.coli in peripheral and cvc Blood cultures 9/10/25. Inpatient since 9/9/25 ward 12.  Patient deceased 10/10/25.		Reminded staff to label each blood culture bottle accurately		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS. 72 hour review requested. Medical team aware.		Ensure labelling all blood culture bottles with accurate location of site		Clinical Support and Specialist Surgery (CSSS)

		I17146		10/9/25		16:00		10/13/25		A patient on the Costi-MM study (24_DOG06_344) was admitted as in inpatient for a SAE on 03/10/2025. The admission was documented on CWP by the PI; however, the lead CTC was not informed of the hospitalisation. The lead CTC reviewed the patient's records on CWP on 09/10/2025 and came across the discharge summary sheet for this admission. The reporting timeline for SAEs is 24hrs from when the team is made aware of the admission, however this was not reported until 6days after admission by the PI.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Garcialopez,  Tamara		Incident being managed locally		No Harm						The lead CTC communicated with a nurse working on the study to confirm the SAE. The lead CTC then notified their manager of the incident. This was then raised in the Management Meeting. Following the Management Meeting, the Senior Research Nurse and PI supported the CTC in completing all the required information to report the SAE to the clinical trial sponsor.				Network Services

		I17148		10/9/25		11:00		10/13/25		Docetaxel infusion reaction started 5 minutes into infusion. Janice complained of feeling warm in her face and had back pain. Patient managed successfully following drug reaction protocol.				The Christie NHS Foundation Trust / Network Services / Satellite Sites						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Infusion stopped. Observations checked and satisfactory. 10mg chlorphenamine IV given and 100mg hydrocortisone as per protocol. Symptoms settled down within 30 minutes. Infusion re-started as per slow rate/hypersensitivity protocol. Remainder of treatment given with no issues.				Network Services

		I17152		10/9/25		17:13		10/13/25		C.diff PCR positive, toxin positive 09/10/25. Previous positive 24/8/25. Recent discharge from ward 12 (5/9/25) within the past 84 days.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Cdiff		COIA (community onset – indeterminate association)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS, medical team aware. 72 hour review requested.		severity not documented by medical team		Clinical Support and Specialist Surgery (CSSS)

		I17137		10/9/25		13:05		10/13/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		New signed form requested via Alertive at 14:11.				Clinical Support and Specialist Surgery (CSSS)

		I17139		10/9/25		10:14		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via phone		sample should be properly labelled before sending to the lab		Network Services

		I17112		10/9/25		14:00		10/10/25		Patient had medicine prescribed and the weight had been documented in the height and vice versa

Reallocated from ORTC as error was made at initial prescribing				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Joanne		Finally approved		No Harm		No harm		10/28/25		did not give treatment 
Rang pharmacy and informed of error
Informed patient, apologised and sent patient home to have newly prescribed medication today

13/10/25 - Re allocated from ORTC as error was made at initial prescribing.		Picked up immediately by pharmacy screen and clinician informed and prescribed correct treatment using correct weight and height		Network Services

		I17103		10/9/25		14:20		10/10/25		Pt initially due for Chemotherapy at 9 am. Pt called Christies inform us that she will be late as the transport that was booked come to her house but left.

Pt states the transport desk at Christies would arrange another transport for 10am but it did not turn up.

Tried to call Chrsite again to tell them what happened but could not get through. Pt is at home and states she will not be coming. no capacity to treat her this week.		Will escalate to NWAS team in the next meeting to investigate and take action with the taxi provider provided on the day for the patient		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/14/25		Informed Pt unable to reschedule treatment later in the week. Treatment deferred 1 week and team informed that pt did not have treatment as scheduled. Advised by team to Datix for transport issues		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17069		10/9/25		14:00		10/9/25		Patient attended for C5 day 1 of treatment today, while having Paclitaxel, had reaction after 22.3ml has been infused, Patient complained tightening of the chest.		Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken - 	Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med.
10ml of saline posiflush given as a bolus
Observations done and recorded news score 0
ANP Jenny Booth reviewed patient and 30mins later TX re-started at a reduced rate as per hypersensitivity protocol and patient reacted again she feels the tightening of the chest and mild nausea, she took metoclopramide from her take home meds.
another 100mg of hydrocortisone given and TX stopped and taken down.

patient booked through clinic as will need change of treatment. Secretary has sent out nab-paclitaxel consent form to patient.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med
10ml of Saline posiflush given
Observation done and recorded
ANP Jenny Booth reviewed patient
Patient feels better after that & 30mins later, treatment re-started as per hypersensitivity protocol and patient reacted again, she feels nausea with chest tightening. 100mg hydrocortisone given , TX stopped
Patient will go back to team for review and Treatment changed		Treatment stopped due to chest tightness - ACP reviewed but no ECG requested or completed. Will discuss with ACP whether an ECG was clinically indicated.		Network Services

		I17077		10/9/25		18:26		10/9/25		TSRT9 13CC SB3i MD13CC CF3a
kV drop occurred on attempted image acquisition on two separate patients on the same machine (Macc 1). No images were taken and no dose delivered prior to either kV drop.		Unknow error, rads reported there was a beeping coming from the bunker after they pressed KV enable, asked for the patient to be taken off the bed, copied logs and checked generator logs E06, E139 & E009 had occurred test scans passed (CW & CC) returned to clinical use, checking the manuals indicates that the tube is coming towards its end of service life.

Rads, called back saying it had done the same thing on the next patient, same errors present, patient moved to Macc 2. 

Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks. .		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/13/25		Engineers alerted. Test scans performed after first kV drop - kV acquisition working, given the go ahead to acquire 3D image again.  kV drop occurred again on a second patient. Engineers alerted again - kV acquisition capability removed from use on the affected machine as a kV tube replacement is required.		Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks.		Network Services

		I17078		10/9/25		18:30		10/9/25		Bloods sent as urgent for patient- FBC, co-ag, christie profile, magnesium and crp at 17:40.  These were podded to the lab immediately.
At 18:25 we phoned the lab as the FBC result was available however the biochem was not even pending.  We were told that they had not received that sample despite it being sent in the same bag as the FBC.  We explained that it had definitely been sent, however were told it had not reached the lab and we would have to re-bleed her.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Edgington,  James		Finally approved		No Harm		No harm		10/28/25		The lab phoned back as we were attending the patient to re-bleed her to say the sample had been found.  I am unsure where the sample had been in this time				Christie Pathology Partnership

		I17079		10/9/25		10:00		10/9/25		suspected cat one to right big toe - identified 
? friction / pressure from end of bed frame		Information added to ward huddle regarding patients need for 2 hourly repositioning due to pressure ulcer risk and current DTI
Ward staff educated on the indications for when to update PurposeT pressure ulcer risk assessment and care plans
TVN link nurses and Ward 10 CPE to facilitate ward teaching and update TVN education board to promote good practice in pressure area care.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Dale,  Emma		Finally approved		No Harm		Low harm		10/13/25		identified 
escalated to nurse incharge 
photograph completed 
dressing applied 
to support with repositioning / pressure relieving 

TVN comment-DTI resolved on the 17/10/2025		PurposeT pressure ulcer risk assessment to be updated when clinically indicated, in the event of a patients mobility deteriorating, PurposeT risk assessment should be updated to reflect the increased risk of the development of pressure ulcers. 
Patient should be repositioned 2 hourly due to pressure ulcer risk, pressure areas should be assessed at each repositioning.
Patients feet should not be touching end of bed frame, they should be repositioned to not slide down the bed or a bed extension/additional mattress block to be used. 
Mattress pump to be used to aid pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I17080		10/9/25		22:45		10/9/25		Patient admitted to the ward and initial skin check completed. Healing MASD found to both sides of buttocks. Patient and partner aware of this, have been caring for it at home with barrier cream.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		All of skin is vulnerable so mattress pump attached to air mattress. Barrier ointment provided. For regular skin checks as has diarrhoea and is vulnerable. For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I17071		10/9/25		09:00		10/9/25		oxycodone long acting given in error when oxycodone instant release capsules prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		escalated, doctor informed, patient reviewed - not symptomatic. supportive care referral sent. pharmacist aware - prescription reviewed				Clinical Support and Specialist Surgery (CSSS)

		I17072		10/9/25		13:30		10/9/25		TSRT9 / EL3 / 13Z / CF1a CF1c / MoD 13I / SB 13HH
Touch guard engaged on treatment head by couch bar during kV image acquisition causing kV panel drop.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Engineers contacted, bar moved.
Additional image authorised by superintendent.
Additional dose of ~1.5mGy. Not reportable.

Radiographers reminded to perform full clearance check.
Note added to treatment beams to ensure clearance checked daily.				Network Services

		I17073		10/9/25		14:30		10/9/25		Pharmacy tech noticed that probenecid was in drawer. Patient then mentioned to myself that she doesn't believe she had her doses post cidofovir on Tuesday.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Finally approved		No Harm		No harm		10/20/25		Checked Iqemo and probenecid not signed for. Discussed with haem reg and pharmacist and as renal function stable there is no benefit to having probenecid now. plan to monitor kidney function and electrolytes and replace as required. Dip urine which was +protein- pharmacist aware. Patient fully aware of plan to monitor and to look into why drug was not given		Discussed with JB. No medications handed over as being needed. Reiterated to her the importance of checking iqemo for every patient regardless of what has been handed over.		Network Services

		I17074		10/9/25		14:00		10/9/25		Leakage noticed from the filter on the A line during a 30-minute flush.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Flush was stopped immediately and the PFS in the unit was informed. As the incident occurred mid-flush and the packaging had already been discarded while hanging the line, the lot number could not be checked. The line was discarded.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		Network Services

		I17075		10/9/25		16:50		10/9/25		I read the vetting of the ct scan of this patient as a thorax abdomen and pelvis instead of thorax and abdomen. Therefore the pelvis was scanned unnecessarily.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		Manager informed, datix and radiation incident form completed.				Clinical Support and Specialist Surgery (CSSS)

		I17063		10/9/25		12:45		10/9/25		531mls of oxaliplatin had gone through, Patient pressed her busser alerting that they cannot breath and  throat feels weird. struggling to breath.		See above		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped obs done, heat pack given and a warm drink. 
obs okay explained everything to the pt and the relative. 
Symptoms did not resolves so gave 100mcg of hydrocortisone to good effect. 
ACP came to review who advised not to give the rest of treatment due to duration of time it took for them to recover. 
Treatment discarded of as per policy
Pt happy with this. 
Email sent to team and chemo apps to change oxli to be given over 4 hours instead of 2hours for future appts		Observations taken only once - NEWS-2 score - 2 and observations not repeated before discharge. Plan to discuss with nurse.		Network Services

		I17064		10/9/25		12:50		10/9/25		TSRT9
Patients arm triggered OMRON mid CBCT.
The image acquisition was not able to be resumed with MCR guidance.
Multiple attempts to resume and reconstruct under the advice of MCR and B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/20/25		Patient reassured and maintained informed.
Eventually the imaging systems had to be rebooted and complete re-image, authorised by B7

*There wasn't a note on the imaging document to state a clearance check was required prior to CBCT acquisition. It is felt for this particular # the patients arms were in a slightly different position (extended further laterally). Therefore this is deemed operator error opposed to patient compliance*				Network Services

		I17055		10/9/25		10:40		10/9/25		Extravasation of contrast media during out patient CT scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/14/25		SOP followed.  Arm elevated. Attempted aspiration.  Applied cool pack.  Area drawn around. Photo requested.  Patient advised how to manage.				Clinical Support and Specialist Surgery (CSSS)

		I17056		10/9/25		11:00		10/9/25		Deviation: Patient started LD chemotherapy for CAR T on Thu 09/10. Kite unable to ship cells until the day of cell infusion (14/10) due to not having enough temperature logs of the new tanks in the stem cell lab.		Discussed with lab manager. To close incident as a deviation		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/28/25		Consultant informed, stem cell informed, patient informed of deviation.				Christie Pathology Partnership

		I17057		10/9/25		11:15		10/9/25		Patient reported feeling hot, appeared red faced and complained of lower back pain on receiving C1 Paclitaxel.		SACT stopped. Hypersensitivity protocol followed. 
Hydrocortisone 200mg, administered under PGD
Other, IV paracetamol for back pain 

SACT restarted at slower rate. Observations stable throughout.

Doctor reviewed and Team emailed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		C1 Paclitaxel stopped. Hypersensitivity protocol followed. Observations recorded. Regime to be restarted at slow rate as per protocol. Team to be emailed and desensitising medication prescribed for next cycle		SACT update - written regarding reaction could have been more detailed. Extra information like what volume of Paclitaxel went through before patient reacted.		Network Services

		I17058		10/9/25		11:20		10/9/25		Patient assisted to floor of bathroom with wife and myself when trying to mobilise to toilet. Did not hit head or cause any injury.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Observations complete and charted. BM 13.9 taken and charted.  Assisted back to chair by physios and staff. Medics reviewed. Falls care plan activated. Lying and standing BP outstanding. NOK at event.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I17059		10/9/25		09:10		10/9/25		Patient felt faint, hot, appeared vacant, sweaty. 
Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		ORTC doctor reviewed.

-attends for C2 Gemzar 

-did not have good night sleep this week; unclear the reason, not on any regular steroid, apart from two days course with chemo

-felt sick this morning, but did not vomit, and managed to have breakfast

-has had likely vasovagal episode , while cannulation

-recovered quickly from it

-nil recent infection

-G1 nausea, for about two days, after the last cycle

-seen in clinic two days ago, and recent blood results look satisfactory

Plan:

1. sleep hygiene measures advised for now; may consider for a short course of low dose sleeping tablets, if it does not help

2. can proceed with today's treatment, if nil other concern		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		Deemed as a vasovagal episode not a reaction to treatment. Patient stable following review by doctor and went ahead with treatment.

Observations need to be recorded on CWP in NEWS2 section but were recorded within doc		Network Services

		I17251		10/10/25		00:17		10/16/25		Confirmed yesterday that patient has been buying methadone pre-admission which was then prescribed when she was admitted on 10.10.25.  
Meds rec 10.10.25 and prescription screened 13.10.25. Noted in SCT handover that no details of community methadone prescription in medical notes or EPMA. 
**Note that Datix  I17247 15.10.25 relates to same patient- suspicious substance found in belongings.** [incidents have been linked - MSO]				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		15.10.25- contacted CGL, Manchester who closed her file in July 2025. GP confirmed they don't supply methadone. Pt has also admitted to buying other controlled medications previously, including pregabalin/MST. CGL advised pt must be obtaining methadone supply illicitly as she was admitted from home and not another hospital. Pt often away from bedside so ward pharmacy team confirmed that this was the case when patient present on the ward. Unable to clarify how regularly she has been taking methadone pre-admission.

CGL said to refer to local methadone policy for ongoing management. As we don't have a Trust policy for methadone in patients with opioid misuse, they suggested obtaining a local Trusts guidance- a  colleague kindly sent me the SRFT guideline. CGL also advised they couldn't give clinical advice as pt not under their service, however if she is discharged on methadone she needs to be referred to them for community prescribing. 

As patient had received 6 x inpatient methadone doses I discussed with SCT cons and pharmacy colleague with experience of working in substance misuse, who agreed that it was appropriate to continue methadone at dose of 40mg/day, but not for further titration and requires close monitoring for toxicity as it can take several days or more to reach steady state- we don't know what other substances patient is taking or her methadone Hx pre-admission as per Datix I17247.

Oncology and pharmacy teams updated. Methadone prescription annotated to contact CGL on discharge. Requires single point of prescribing. Ongoing SCT input.				Clinical Support and Specialist Surgery (CSSS)

		I17214		10/10/25		15:00		10/15/25		Patient contacted CNS Via email on Sunday 12/10 to say how unhappy she was with her transport home after her first cycle of treatment on Friday. "On my way home the taxi driver wasn't nice to me at tall took the p*** out of me blasting is windows while open going down the motorway told me to chill, Asked him to close is windows ect and he wouldn't said to it was hot...and to chill out, This as really got to me and really upset me and because my voice is gone. I don't want to come again"		Advised Department that should this happen again then to direct the patient towards the transport department where a complaints form can be passed on for the patient to make a complaint 

Escalated to NWAS to investigate 

Advised as per outcome of the meeting to put a datix to NWAS so that it can be dealt with at a higher level		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/28/25		Once I read patients email on Monday I called to offer reassurance and to ask further questions, I gained permission to take this further. 
I emailed PALS and transport department asking how I should escalate this ; PALS promptly told me that as this was not internal it would be transport may be best placed to help with this not them. 
Reply from transport on Tuesday PM asking for DATIX to be completed so that this can be investigated further and escalated to the transport provider.		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17203		10/10/25		14:20		10/14/25		TSRT9 13CC SB3i MD13CC CF3a

Additional image #15 due to machine fault prior to initiating treatment, after acquisition of CBCT. Engineers requested the patient to be brought off the bed to allow for the fault to be investigated. B7 approved additional image, additional concomitant dose to patient 0.8mGy (Fast H&N S20).		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Fault occurred, would not allow treatment to be delivered. Called engineers who requested patient be brought down so they could investigate and fix the fault, B7 contacted to approve additional image. Patient moved onto another suite, rescanned and treated.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I17187		10/10/25		00:00		10/14/25		Haematology support secretary has identified that several patients have had incorrect blood results added to EPRO by Haematology registrar. The registrar has dictated clinic letters but has manually inputted incorrect blood results into the EPRO letters.		discussed with SpR- reminded of correct practice and not to copy and paste
Secretary informed not to amend results herself
improvements to local inductions		The Christie NHS Foundation Trust / Network Services / Haematology Governance						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		Low Harm		No harm		10/29/25		Secretary identified and informed Service Manager and consultants. 
Letters corrected and checked to ensure all letters have correct information. 
Datix submitted. 
Trainee's educational supervisor notified.		Improvement on local induction processes for resident drs.		Network Services

		I17392		10/10/25		09:00		10/21/25		Postal return of High cost medication which can not be used so will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Contacted team to inform them and received reply				Network Services

		I17519		10/10/25		18:48		10/24/25		Patient passed away on the ward on 10/10/25. Patient was marked as "deceased" on Care Flow but was not marked as "Fully Deceased", meaning their appointments remained booked. Consultant noticed the patient was booked into an upcoming clinic, and flagged to me.		Awaiting		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Incident referred to DPSIG		No Harm		No harm				Turned off communication preferences so patient's relatives would not receive a text about the appointment cancellation.
Marked patient as fully deceased on Care Flow, and closed down the open referrals in the process.

At time of writing, there are 858 other patients who have passed away in the last 180 days who have not been fully deceased on Care Flow. Screenshot attached.

27/10 -CSSS Governance; RAPID REVIEW NOT REQUIRED -  I have flagged this for DPSIG 27/10 just for a mention so Team Leaders can disseminate this issue down to staff.		Awaiting		Digital Services

		I17081		10/10/25		03:50		10/10/25		Patient assisted with Zimmer frame by another Nurse  to transfer to commode
Patients legs gave way and assisted to the ground				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to sit		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Myself and a colleague assisted Patient from sit to stand position onto commode

13/10 - CSSS Governance; just need to check M&H assessment was updated after this near miss				Clinical Support and Specialist Surgery (CSSS)

		I17104		10/10/25		14:00		10/10/25		Upon entering transfusion room when transfusion was completed it was noticed that cannual dressing had come away and cannula shaft was bent at right angle in arm. Upon removing there was a swollen area above cannula suggesting infiltration.		Patient was informed of infiltration as he had not noticed until the nurse pointed it out. Aware that there will be bruising due to being a blood product. Patient safety netted with the correct advise.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Transfusion incident		Equipment		Equipment failure in clinic area		Aremia,  Laura		Finally approved		Low Harm		No harm		10/17/25		Patient informed that an unknown quantity of his transfusion had gone into his arm and he would likely have a bruise. Safety netted signs of compartment syndrome and what to do in the event of these.				Network Services

		I17101		10/10/25		15:12		10/10/25		After finishing paclitaxel and flush - noticed slight swelling and slight redness		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/16/25		No treatment was infusing at the time - treated as extravasation although, reviewed by Dr. Clement and was unsure if it was skin/vein irritation or extravasation. Re-cannulated for the next treatment in the regime.		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		Network Services

		I17098		10/10/25		12:30		10/10/25		TSRT9 / EL3 / 13Z / CF 1B / MoD 13I / SB 13AA SB13I
#6/20 prior to switching on for image it was noted that the image preset length was longer than required. 
Jaws indicate M20 but when measured only required an M10.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Escalated to B7 immediately, agreed.
Filter changed to M10 prior then image taken.
Image suitable therefore changed in imaging beam for future #'s.

Additional 7.0mGy delivered. Not reportable.
Feedback given to radiographer that completed image prep.
Feedback also given to staff that had imaged #1-5 to highlight for their awareness to check the preset is appropriate.				Network Services

		I17095		10/10/25		08:20		10/10/25		Planned apheresis today, patient went straight on machine for day 2 collection, CD34 count results 12 today. Deviation as their cell count does not meet minimum threshold.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Myers,  Nicola		Finally approved		No Harm		No harm		10/27/25		Dr Kulkarni has reviewed and and approved the plan for this patient with yesterday results. To continue with apheresis today.				Network Services

		I17113		10/10/25		16:50		10/10/25		17:50 patient tripped over her feet and fell onto the floor. She was receiving SACT through her port at the time and the drip stand fell to the floor as well. 
HCA saw the fall from afar, shouted out for help. the HCA confirmed she did not hit her head.		Incident managed appropriately, patient did not report any further issues after her trip.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		Observations done as charted and NEWs 0. 
Patient said she felt completely fine and had just tripped over her own feet. She confirmed she wasn't in any pain. 
nil issues with the SACT on the drip stand, this continued as normal. 
nil further actions required, she was helped back to her chair. repeat observations taken.		Incident managed appropriately, patient did not report any further issues after her trip.		Network Services

		I17114		10/10/25		10:30		10/10/25		Reviewed my patients pressure areas, she had broken skin to sacrum, very red. diagnosed as DTI.		Care applied as per TVN plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		dressing applied, mattress upgraded, pressure ulcer care plan updated and skin bundle, referred and reviewed by TVN and DTI dressed, also had medical illustration.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17115		10/10/25		16:00		10/10/25		TSRT9
Patient attended for fraction 4 out of 5 radiotherapy vsim plan, before getting patient in the room rad noticed post pin value given on plan was measured on PLO beam (measured diagonally through the civco and bed). Plan PDF did not provide a post pin measurement from directly under the couch. Alerted B7				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		11A Verification of patient ID, orientation and data entry format to include all patient data, imaging etc		Saunders,  Jane		Finally approved		Low Harm		No harm		10/17/25		B7 spoke to pre-treatment rads in vsim and asked them to provide a measurement for under the treatment couch to be able to calculate post pin to back of bed. This screenshot was added to patients plan and new post pin calculated by B6 & B7 treatment rads. Patient did not manage treatment due to pain so rescheduled.		n/a		Network Services

		I17116		10/10/25		20:00		10/10/25		Patient told he could go home late this afternoon 
TTOS completed however not handed to pharmacy so no TTOS dispensed 
This wasn't realised by nursing staff until late when pharmacy was closed. Agency nurse looking after patient 
Patient said he would go home with the medications in his draw and receive back the CDS that he brought in with him 
CDS were left on ward 2, not transferred up to ward 4 with him. these were discarded by pharmacy today so now patient has no CDS
Patient refusing to				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		continued.... wait overnight for TTOS to be dispensed from pharmacy 
Noted TTOS were also incorrect as Dr prescribed 100mg instead of 10mg of Zomorph, this has now been changed 
Apologised to patient and explained situation 
Escalated to oncall DR- has now spoken to patient 
TTOS changed and printed ready to give to pharmacy tomorrow 
Added to handover to NIC on the 11th to ring patient when TTOS on the ward- Note patient lives alone so difficult for him to get in- escalate any concerns to duty manger tomorrow 
Night time zomorph given to patient before he left. Has enough regular medications in his draw,				Clinical Support and Specialist Surgery (CSSS)

		I17117		10/10/25		19:40		10/10/25		take over patient at 6 pm , at the end of treatment when i was about to put the flush , noticed swelling above the cannula dressing and on her fingers , treatment was finished , explained to patient about extravasation ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/13/25		tried to aspirate from cannula but nothing was there  . removed cannula , marked site , provide heat pack and elevated hand , took a photo on patient phone to compare , provided hydrocortisone to apply if any inflammation , advised to use heat pack 20 mts 4 times a day for 1 to 2 , advised to move hand and elevate for 48 hours , made a note on diary to follow up , waiting on call to review ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		Network Services

		I17118		10/10/25		10:00		10/10/25		HCA had buzzed for assistance with getting Leslie into commode. Leslie was struggling to stand straight and unable to listen to instructions. Managed to get onto commode with Ax2 with great effort. When trying to stand to clean Leslie up, he was not able to stand on his own. Was sat at edge of commode so I advised the HCA to assist Leslie to the floor to prevent him falling. We assisted patient safely to the floor. I asked the HCA to stay, and I will get some help.		No further action needed		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		I went out to ask for help. I had come across OT, and asked whether he would be able to help me get the patient back into bed. Physio, and senior colleague came in to assist me and the HCA.		Great team work by staff		Network Services

		I17138		10/10/25		12:46		10/13/25		Incorrect NHS number on the sample.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested via phone at 15:00.				Network Services

		I17710		10/10/25		17:40		10/31/25		Patient scheduled for contrast MR scan of Head for staging; contrast injection not given due to difficult cannulation; scan completed without contrast (For a Brain scan, a scan without contrast for Grade 4 tumour) that has potential effect on diagnostic quality.
Patient need to visit again for the scan, clinically he is not well and needs an urgent scan, still awaiting for a date.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Whelehan,  Sarah		Finally approved		No Harm		No harm		11/3/25		Repeat scan as urgent requested on 21/10/25, as scan Radiologist can't comment on the disease status for the scan without contrast, but awaiting date.				Clinical Support and Specialist Surgery (CSSS)

		I17211		10/11/25		07:40		10/15/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number:  G095 625 407 446 A		To monitor and discuss at IRM		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS		Proper communication between the ward and transfusion lab for blood products ordered		Network Services

		I17143		10/11/25		11:41		10/13/25		First name spelt wrong on the sample.		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive.		sample should be properly labelled before sending to the lab		Network Services

		I17250		10/11/25		16:31		10/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17267		10/11/25		09:00		10/16/25		BP reading monitoring required daily from cycle 1 day 1. Unclear in protocol when to start BP readings at home, from Schedule of events appears starts from cycle 2. However upon clarification the bp review is from cycle 2 day 1, but daily blood pressure readings needed from cycle 1 day 1. 

Due to this error patient missed 4 days of blood pressure readings				The Christie NHS Foundation Trust / Research and Innovation						Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		Patient called and was able to obtain and BP machine at home. Bloods pressure readings normal. 
Medical team aware. 
Patient is coming in on Friday where an at home blood pressure machine will be provided with a blood pressure dairy. 
Daily blood pressure monitoring added to prompt sheets. 
For discussion in risk meeting. 
Clarification about this from sponsor.				Research and Innovation

		I17130		10/11/25		22:00		10/12/25		Rn on night shift missed a long acting CD for a patient		Discussed with named nurse. Advice/support given for learning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		NIC aware, datix				Clinical Support and Specialist Surgery (CSSS)

		I17132		10/11/25		16:40		10/12/25		night nurse didn't handover or escalate news - 6 to day nurse. Pt became very SOB and agitation @11:20 , RN looking after pt escalated to dr, reg, ccot on call. REG + dr reviewed, stated not concerned and doesn't think its a chest infection so gave the go ahead for chemo. high resps and agitation when administered pre chemo meds, escalated to dr and RN looking after pt that I'm concerned. DR was happy with reg plan. pt had cardiac arrest 20 mins later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Bushell,  Lyn		Learning response required		Death						CCOT informed about escalation concerns with dr and reg. NIC aware, email sent to ward manager 

SKB moved to CSSS but SKB will support via Parent team.				Clinical Support and Specialist Surgery (CSSS)

		I17133		10/11/25		10:00		10/12/25		pt stated that RN's throughout the day have been disconnecting pts TPN from CVAD and reconnecting the same line/TPN back to patient. pt was agitated due to saying we cannot disconnect when its running as RN's have been doing so for the week while he's been IP.		WM conducted full investigation. CPE discussed with the patient to determine details and to apologise for policy not being followed. Incident discussed with all of nursing team and healthcare assistants. Added to handover and discussed in huddle.

audits implemented.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		explained to the pt why we don't disconnect TPN, stated rn's disconnect when changing t-shirt every day and reconnect him. no one told him that this cant happen. explained and advised that this shouldnt happen but he stated 'im dying anyway and to just do it' and said 'we too young to understand' . NIC aware. managed to put tpn through his shirt and was happy with this. updated on handover to remind people of correct protocol				Clinical Support and Specialist Surgery (CSSS)

		I17119		10/11/25		05:00		10/11/25		patient required 2 units RBC 
1unit given 
on request of second unit - documents showed that 2nd unit has been collected 
escalated to blood bank - who did not disclose information if 2nd unit has been collected 
Unable to given 2nd unit due to records				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Escalated to NIC 
Requested new prescription 
contacted porters / blood bank/ security - no information provided regarding collection of 2nds unit				Clinical Support and Specialist Surgery (CSSS)

		I17120		10/11/25		01:30		10/11/25		Following suspected infiltration - escalation for reinsertion of new cannula required to administer 1 unit RCB 
8 attempts to re-cannulate with successful insertion to left jugular - not practise we often see ward level 
Concerns raised by peers regarding technique as same needle was used for multiple attempts on patient who has positive blood cultures for infection 
Cannula only secured with dressing to neck - high risk of displacement in this area 
No documentation of attempts / completed		The CCU on call team including the on call registrars will be informed that the use of External Juglar venous approach should be discouraged except in life-threatening/ resuscitation scenarios. If further training in Ultrasound guided venous access is needed the doctors should contact their educational supervisor to facilitate it.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Seth,  Rajan		Finally approved		No Harm		No harm		10/28/25		Escalated to duty manager 
cannula inserted in left hand early am 
to review patency of cannula in left hand prior to removal of line in jugular 
inspected attempted insertion sites 
conversation held with patient to help alleviate stress		After a detailed discussion we agreed that the CCu registrar should have documented the events on CWP which would have provided some guidance to the nursing staff on how to use this line. Also for future we agreed that External Juglar access is not the recommended access route in current clinical practice and alternative approaches like ultrasound guided venous access or in emergency Intraosseous access should be practiced.		Clinical Support and Specialist Surgery (CSSS)

		I17122		10/11/25		02:59		10/11/25		Phosphate Polyfusor infusion possibly prescribed wrongly and given wrongly.
500ml over 10hours, clinically indicated for low phosphate		Findings fed back to medical management

Clinical Based Educator and Ward Manager on AAU have highlighted findings to nursing staff. 
New electrolyte derangement policy highlighted in newsletter. Hypophosphatemia algorithm poster in treatment room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		Infusion stopped		No harm to patient 
New clinical guidance on management of hypophosphatemia (July 2025) may have contributed to prescribing and administering error  
More education and awareness required to both medical and nursing teams of new trust guidelines on electrolyte management		Clinical Support and Specialist Surgery (CSSS)

		I17123		10/11/25		11:00		10/11/25		Patient received C2D1 Weekly Paclitaxel. 
After 26.1mls patient visibly flushed and mentioned experiencing some back pain
Treatment immediately stopped. colleagues and ACP made aware of reaction.		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication.
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain.
This then settled and patient continued with treatment over slower rate, tolerated well

Team emailed but no clinic appointment booked as patient had just seen the doctor prior to this cycle. Communication with Team via e-mail is to ensure script highlights slow rate for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication. 
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain. 
This then settled and patient continued with treatment over slower rate, tolerated well		Documented that observations were recorded but no actual results of observations were documented on CWP so unclear how many sets of observations completed and what was the NEWS2 score.
Will email the nurse that reported the incident to highlight this and identify learning.		Network Services

		I17124		10/11/25		10:00		10/11/25		Administered 50mg pregablin instead of 25mg pregablin in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		-informed ward Dr
- informed nurse in charge
-informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17127		10/11/25		16:51		10/12/25		Patient had a cardiac arrest on the ward
CPR for 6 minutes, 2 rounds of CPR.
ROSC achieved.
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Caporn,  Alice		Incident referred to DPSIG		No Harm		Death				ALS algorithm followed
Intubated on the ward.
Transferred to CCU intubated.
Later found AaND from Macclesfield on a purple form in the notes from 3rd October - no acknowledgement of this on any CWP documentation from parent team or clerking.				Clinical Support and Specialist Surgery (CSSS)

		I17166		10/12/25		14:00		10/13/25		Patient on TPN. Firstly N4 on Friday 10th October which was dispensed on ward level/communicated with TCP. Then patient to be commenced on N9 for the weekend 11th and 12th. Two bags of N9 was requested on EPMA to send up on Friday 10th. Patient had one bag N9 on 11th however no bag was administered on the 12th therefore missed a TPN feed. Bag not found in fridge.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Dietician aware		Staff reminded to ensure using correctly named/dated bag for TPN		Clinical Support and Specialist Surgery (CSSS)

		I17300		10/12/25		14:48		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17128		10/12/25		09:05		10/12/25		Cardiac arrest on the ward
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Clinical Oncology		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Incident being managed locally		No Harm		Death				No issues during cardiac arrest
ALS followed
No reversible causes, likely cardiac given history
Good team work throughout
Hot debrief undertaken				Clinical Support and Specialist Surgery (CSSS)

		I17134		10/12/25		20:00		10/13/25		Poor recording of fluid balance:
Patients Fluid balance had not been recorded from 00:00 12/10/25 till 10:00. 
Patient scored highly in the evening with low sats. Was handed over that an additional stat dose of furosemide was given  when spiked a temp in the evening. Already on BD furosemide. This has not been signed for on EMPA in PRN section of chart.		13/10 - lack of documentation - nurse involved to be spoken to. MT to find out when frusemide was given/what dose.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Brennan,  Naomi		Finally approved		No Harm		No harm		10/13/25		Temp spike from 17:00, with no paracetamol given till night staff on shift. 
Calculated fluid balance		Accurate documentation		Network Services

		I17308		10/13/25		08:00		10/17/25		Ordercoms number 9380525 :  Re-used virology label from the 12/10/2025  Requested by Kiah Singleton.		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged and sample sent to MRI in the hope that they would process it using one of their own numbers.		One label should be used for one sample.		Network Services

		I17309		10/13/25		08:00		10/17/25		Virology sample received in pink photophoresis bag.- These bags are specifically used for the test photophoresis.  Requested by Cesarina Goncalves Leite
(Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could ended up in the wrong department as it had been put in the wrong bag.)		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged, booked in and sample sent to MRI with a delay due to it going to the wrong department as it was in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17310		10/13/25		08:00		10/17/25		Ordercoms numer Patient 1: - 9380981 Virology in with biochemistry samples in clear bag. - requested by Shauna Docherty, label printed by Harriett Nicholls.  Patient 2 - 9381217 - Requested by Nicola Hewitt   (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample was delayed getting to MRI as it had been put in the wrong bag. )		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged booked in and sample sent to MRI with a delay due to being in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17311		10/13/25		12:00		10/17/25		Ordercoms number 9381115 - Virology sample in biochemistry bag.  Requested by Cesarina Goncalves Leite.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This ample was delayed getting to MRI as it had been put in the wrong bag.)		To continue monitoring ordercom incidents		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Network Services

		I17314		10/13/25		14:39		10/17/25		Patient referral received 13/10/2025, dated 04 08/2025. Was on CWP, but appears not received by New Referrals at that time.		- Referral processed as urgent due to delay.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Triaged urgently to Consultant.		- Do not send referrals via post.
- Always send to the-christie.new.referrals@nhs.net		Network Services

		I17315		10/13/25		00:00		10/17/25		Two cases for biomarker analysis were mislabelled on receipt. 
Error was detected at analysis stage.
Case B25-53008 was identified as analysed and reported following protocol. Case B25-53009 had not been reported and was rectified prior to reporting and sending according to internal QC processes.
The report was retrieved and amended before dissemination to patient resulting in a near miss incident.		See Actions tab for details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Billington,  Catherine		Finally approved		No Harm		No harm		10/17/25		Stoke hospital was contacted to inform of error and report was destroyed pending release of correct authorised report. Correct results were re-issued and electronically distributed on authorisation. Stoke contacted and confirmed receipt of the correct report.		To maintain a quiet environment with no distraction to ensure the protocol can be followed and QC checks are not missed		Christie Pathology Partnership

		I17415		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/24/25		Medicine return logged by TCP
Medicine return log reviewed by Homecare Pharmacy Technician
Datix completed where applicable 
Pharmacy Homecare team have checked CWP for any relevant background and CMM to establish if the patients medication has been re-dispensed.
Email sent to team and reply received.				Network Services

		I17418		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil - all actions taken by reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician
Datix completed where applicable 
Pharmacy Homecare Team has checked CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Patient has had further cycles dispensed since 
He usually collects				Network Services

		I17212		10/13/25		12:30		10/15/25		Patient began deteriorating in clinic - escalated to the team and outreach. Bed requested on the AAU at 12:27 by doctor. Two research nurses and a healthcare assistant waited with the patient until we were able to transfer them at 19:00. During these 6 1/2 hours the patient was scoring on the NEWS2 between 6 and 10. Outreach came to review - sepsis was suspected but were unable to complete sepsis 6 within the hour as there was not a clear plan from the medical team that reviewed the patient.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Calvert,  Sarah		Finally approved		No Harm		No harm		10/23/25		As the patient was waiting for a bed in the outpatients department (department 1) we alerted the CRF NIC regarding the incident as if an emergency were to happen it would be more safe to have the patient on the CRF rather than the outpatient department. We were advised by the NIC to remain in the outpatient department as they believed it would be unsafe to transfer the patient upstairs and were told to ring up if we needed help.				Research and Innovation

		I17186		10/13/25		11:00		10/14/25		Patient gave informed consent to V5 of PIS, however had previously been provided with V4 PIS prior to a recruitment freeze. Patient was verbally updated on the changes to the PIS over the phone when asking if he would like to join the trial, however new PIS was not provided prior to randomisation.
Patient has been randomised to the active monitoring group prior to identification of the error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Taylor,  Claire		Incident being managed locally		No Harm						Apologised to the patient. Contacted patient and made aware of the changes to the PIS, new PIS emailed to patient to read. Plan to reconsent in clinic on next visit.				Research and Innovation

		I17200		10/13/25		11:00		10/14/25		Completed pharmacy part of discharge for patient on 13/10/25, not known to me as first day covering ward. Checked medicines reconciliation on admission against current drug chart and TTO, identified pre-admission was on sodium valproate EC 500mg tablets (Epilim GR), 1g OM and 1.5g ON but was prescribed sodium valproate MR 500mg tablets (Epilim Chrono) 1g OM and 1.5g ON on admission on 02/10/25		staff reminded via email		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Seth,  Rajan		Finally approved		No Harm		No harm		10/30/25		Explained error to patient and apologised for error. Able to supply correct formulation of sodium valproate (Epilim GR) on discharge		Importance for nursing staff to ensure the correct medication is being given in relation to the prescription - ie modified release etc		Clinical Support and Specialist Surgery (CSSS)

		I17184		10/13/25		17:00		10/14/25		Patient had MR scan of spine finishing around 0820. Scan was checked with radiologist covering list who said confirmed MSCC and patient should be log rolled on to MR trolley and kept in the department. Staff were brought from CT to help and the patient was logrolled onto the trolley and put in the anaesthetic bay with his wife around 0830.  The radiologist contacted the med onc reg who agreed to see the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						When the med onc reg arrived, they also had to assess a patient who had been found to have brain mets. This patient became unwell requiring further treatment from the outreach team and the med onc reg.  After this had been dealt with, the MSCC patient was assessed and the med onc doctor would request a bed for the patient. 
The patient was made as comfortable as possible through the day, and provided with sandwiches, and water and kept lying flat. 
Patient flow was checked with throughout the day and evening but the bed for the patient did not become available until 1850.  The patient was put on Teletracking at this point. 
Shortly after this the patient pressed the call buzzer which was answered immediately by a staff member who found the patient had turned on his side and was vomiting heavily. The patient was assisted  and left lying on his side. We attempted contact with the porters to ask for the patient to be taken to the ward immediately but there was no answer at the porter's lodge. 
As soon as 2 MR staff members were available, the patient was taken to the ward . They met the porters on the way, so the patient was taken by them.				Clinical Support and Specialist Surgery (CSSS)

		I17167		10/13/25		15:45		10/13/25		patient was sat on edge of bed and fell forward onto floor (unwitnessed) - reports didn't hit head just hurt his side as he fell down.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		emergency buzzer pressed (found by hca) obs taken with no concerns, bm taken within range. ward doctor checked over, supported to stand. No apparent injuries				Clinical Support and Specialist Surgery (CSSS)

		I17179		10/13/25		16:00		10/14/25		ASU prepared Mifamurtide SOC in the AM session with 4 hours expiry allocated. Confirmation of required time given by ward to ASU coordinator. Notified at 16:00 that treatment had not administered in time and the product had now expired, patient was unable to receive treatment on the required day. Ward request for ASU to make treatment the following day, uncertain of whether they will be able to receive due to other therapy on the same day (MTX).		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed.
Service Manager has sent comms out to medics re pathway with iqemo permissions. See evidence in documentation section.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		ASU agreement to remake treatment the following day should it be required.		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed - to reallocate to HS for review and input		Network Services

		I17164		10/13/25		12:00		10/13/25		Patient A was booked for a chest aspiration that resulted in a chest drain. Patient A was not vetted or booked for a IPU recovery space. Patient need last minute space in recovery after drain was inserted. Was communicated to IPU team after drain inserted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Royle,  Gregory		Incident being managed locally		No Harm						Space created for patient. 
Emergency admission done. 
Bed booked for patient.				Clinical Support and Specialist Surgery (CSSS)

		I17165		10/13/25		13:00		10/13/25		MDT Notes left in ORTC seminar room, containing detailed information about 9 patients. Approximately 10 copies left in the room of the info.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Rees,  Amanda		Finally approved		No Harm		No harm		10/24/25		Copies removed and put into confidential waste immediately. Unclear how many members of staff used the room between MDT meeting and meeting at 1pm when sheets were disposed of.				Research and Innovation

		I17157		10/13/25		11:15		10/13/25		Bed 5 (2 missing line label) 
Bed 8 (2 Missing line label)
Bed 9 ( 2 missing line label)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Information fed back to nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17169		10/13/25		11:45		10/13/25		Patient attended for C1D8 paclitaxel. Received 23mls and reported feeling hot and flushed with a "pain in her kidneys" and appeared drowsy. Treatment stopped, observations checked, two doses of hydrocortisone given. Oxygen administered as patient was desaturating on RA. Became hypotensive so 250mls bolus given. Patient then started to stridor and adrenaline was given.  ECG done, VBG sent and blood cultures. Lactate 2.6, blood cultures taken and repeat bloods. Monitored patient until became stable.		Actions and result of actions taken	

Oxygen, hydrocortisone, metoclopramide, adrenaline given.
VBG taken, meropenem given, ECG done.
IV fluids administered. Blood cultures and repeat bloods taken.
Observations recorded. NEWS2 initially scoring - 6. then increased to 8. Reviewed by Critical Care Outreach Team.

ACP reviewed on unit -  see above annotation 
Details and reason for admission	
Taxol reaction on ORTC this morning. Seen by outreach and requires 24 hour monitoring. BP unstable. Please could she be admitted to AAU ASAP? 
Patient monitored closely.

Handed over to AACU.
Team emailed to inform of situation.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/15/25		Treatment stopped, O2 given, hydrocort administered, adrenaline given		Critical care outreach review was important in confirming treatment plan.

Most recent NEWS2 score	3
Outreach comments	
Responded to urgent clinical request following Paclitaxel reaction. 

CCU Consultant Dr Vidya & SpR Dr Mo also in attendance. 

Mary had become very flushed, hot & was complaining of back pain around 24mls into infusion. 

Infusion stopped immediately by nursing team. 

0.5mg 1:1000 Adrenaline administered s/c by nursing team due to significant wheeze, desaturation & hypotension. 

2 x 100g Hydrocortisone IV administered 

4mg Chlorphenamine administered as pre med

On arrival: 

All symptoms appear to have resolved. Observations stable and within normal range. 

No audible wheeze, chest clear on auscultation. 

Agreed for plan to admit to AAU for further monitoring. 

1L NaCl in situ. 

No further concerns at present. Team aware to re-escalate any time with any worries or concerns.		Network Services

		I17170		10/13/25		16:00		10/13/25		paclitaxel reaction immediately after start of chemo,
10 ml of chemo in, started feeling breathless, seeing lights in front of eyes, felt like dying, red face, 1 episode of loose stool, 1 episode of vomiting
 doctor alerted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		stop therapy, doctor made aware, obs check, reaction box taken and used drug as per doctors advise given, re started therapy after 30 mins in slower rates, patient tolerated well , email sent to consultant.				Clinical Support and Specialist Surgery (CSSS)

		I17171		10/13/25		11:00		10/13/25		Patient on MATrix chemo regime.
Patient confused during admission, issues with using urine bottles to measure accurate urine output. 
Documented by medics on 09/10, "Urinary catheter short term to facilitate urinary pH and output monitoring whilst clearing methotrexate, urine pH 8 or above and urine output 100ml/hr or above". 
Not done until overnight 12/10/25 whilst documented on fluid balance "incontinent". Missing urine pHs on fluid balance and U/O<100mls hr and not escalated over weekend.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Catheter now insitu. 
Medical team aware of AKI. 
Now having 2 hourly urine dips documented on fluid balance.		16/10 - Lymphoma Drs will need to be aware of how to get messages for actions to the staff undertaking actions.		Network Services

		I17172		10/13/25		12:00		10/13/25		PGD 1 hour breach. Difficult Venous access resulted in a 1/2 hour window to administer antibiotics. PGD criteria met and Tazocin and Gentamicin commenced on EPMA. Medication given late due to nurse-related confusion over which antibiotic was required and near miss with administering the wrong antibiotic (Not myself). This near miss incident will be documented separately.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Clarke,  Catherine		Incident being managed locally		Low Harm						Clinical review on admission from ANPs. Aware of delay in antibiotic administration. 
Conversation with administering nurse about error and reflection advised.				Clinical Support and Specialist Surgery (CSSS)

		I17173		10/13/25		19:30		10/13/25		Patient having a shower with 2x HC, had vasovagel epsiode.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Emergency bell pulled. 
Outreach contacted. 
Observations, BMs taken. 
Escalated to Dr to review.		Reviewed by crash team and outreach. Patient had vaso-vagal and seizures.
All appropriate actions taken at time of review		Clinical Support and Specialist Surgery (CSSS)

		I17144		10/13/25		07:00		10/13/25		Feedback externally patient was discharged home with MASD and no district nurse referral.
Patient went on to develop cat 3 and admitted to hospice
Rapid Review requested by Associate Chief Nurse				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Patient discharged home with completed discharge checklist
Stairs assessment completed by physio				Clinical Support and Specialist Surgery (CSSS)

		I17150		10/13/25		12:50		10/13/25		referral received via post, sent to us by the secretary.  referral was dated 09/09/2025 and emailed 08/10/2025 to us.

**Awaiting email reply 17/10/25**		- Referring trust was contacted and advised on the correct process to submit referrals.
- Referral was actioned as urgent due to the delay.
- Datix was submitted per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		added the referral as urgent and emailed the referring organisation to send future referrals to us by email to avoid delay in possible treatment.		- External referral must be sent to the referrals inbox only.		Network Services

		I17153		10/13/25		14:00		10/13/25		Email referral Stepping hill. referral is dated 27/06/2025. we received it on 13/10/2025.		- Secretary sent to the NR team asap.
- Processed as urgent due to delay.
- NR team queried referring trust as to why it was delayed - yet to respond.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		i have added the referral on as urgent and let the secretary know. I have also asked the referring hospital why it was sent so late as well as additional reports.		- Do not send referrals via post.
- All external referral should be submitted via the-christie.new.referrals@nhs.net		Network Services

		I17154		10/13/25		13:45		10/13/25		patient tests booked in under incorrect patient.		To monitor incident category		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		test request deleted and correctly booked in		To book test under correct patients name by crosschecking the request and label on sample bottle		Christie Pathology Partnership

		I17155		10/13/25		12:50		10/13/25		TSRT9
Treatment radiographers noted when patient on treatment couch and when speaking to patient that fractionation had changed due to including a SIB from 23# to 25#. Pt unaware of change. Not highlighted at prep or during FDC.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		Alerted to B7. Dr contacted to speak to patient in department over the telephone. Pt happy with this. Updated annotation given by clinician. Feedback given to radiographers involved in incident.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		Network Services

		I17161		10/13/25		13:00		10/13/25		Lab numbers (1) 2662315 & (2) 2662386.  Handwritten blood request form was booked in incorrectly.  The hospital number looked like 2014 when in fact it was 2019.  Results had gone over to CWP -to Patient 2's records (deceased 2015).		All incidents are discussed during daily huddles with the reception team.  The team have been reminded to double check that the number put in matches the sample to avoid any mistakes occurring when labelling, and to ensure that checks are completed against the computer and request form during the booking in process.
A trust wide digital solution such as Ordercomms, would help to reduce this error as the clinical team will request tests via CWP and label the samples before they reach the laboratory.
Space is limited within the laboratory and no capacity to move the computer to another area that is less distraction but within range of reception.  The trust ASICS project will result in a pathology decant and as part of this the new reception area can be modelled to reduce distraction as much as possible.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Abbas,  Madihah		Finally approved		No Harm		No harm		10/24/25		Samples re-labelled, comment put in on synergy to ignore results as they had been booked in in errory		The reception section is small within pathology and distractions can lead to errors being made.		Christie Pathology Partnership

		I17162		10/13/25		13:40		10/13/25		TSRT9
Patient was set up by the treatment team with a CIVCO mattress mistakenly in place and a scan was taken. The immobilisation equipment readout procedure was completed as per protocol in the room but the CIVCO was not removed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/14/25		A superintendent radiographer was immediately informed. The treatment team informed the patient of the mistake made, and re-set up without the CIVCO mattress in place. An additional scan was authorised.				Network Services

		I17258		10/13/25		15:08		10/16/25		Incorrect DOB on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 16:20.				Clinical Support and Specialist Surgery (CSSS)

		I17259		10/13/25		07:43		10/16/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 11:12.				Clinical Support and Specialist Surgery (CSSS)

		I17260		10/13/25		14:39		10/16/25		First name spelt wrong on the sample.		Reminded team to check cross match before send sample to labs. Samples to be checked by second person.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		New sample requested via phone at 15:30.		Coordinator to check sample before sent to labs and document on notebook about blood components requested		Network Services

		I17256		10/13/25		15:15		10/16/25		No date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		New sample requested via Alertive.				Clinical Support and Specialist Surgery (CSSS)

		I17205		10/13/25		19:14		10/14/25		Red blood cell unit transfused over 1 hour instead of 3 hours as prescribed on CWP.		Transfusion Practitioner - Reported externally to SHOT 2025/010/016/HV3/010
Contacted ward Sister for further information on 16/10/2025, and ward manager on 21/10/2025, awaiting replies.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Learning response required		No Harm		No harm		10/15/25		NIC made aware. 
Asked RN caring for patient to complete duty of candour and also asked RN to escalate to the medical doctor on call. 
Observations post transfusion completed. 
No harm to patient made. No adverse symptoms identified. 
RN whom made error was open and honest and highlighted the error as soon as it was noticed.				Clinical Support and Specialist Surgery (CSSS)

		I17224		10/13/25		10:30		10/15/25		Patient had USS + FNA request for Neck + Axilla

Message sent on the 10th October to radiology on CWP to explain USS axilla no longer required but to proceed with USS FNA Neck . 
Attended for appointment both axilla and Neck USS done but no FNA to the neck.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Royle,  Gregory		Finally approved		Low Harm		Low harm		10/23/25		Contacted patient to check which area he has had a biopsy to . He confirmed only his axilla , even though he did raise the question that he was supposed to be having his neck biopsied . 

Contacted radiologist via email to ask reason neck was not biopsied. 
Spoke directly to radiologist following day , who confirmed message sent on the 10th October was not noted , and that the neck nodes were amendable to biopsy , and to book patient back in for this.				Clinical Support and Specialist Surgery (CSSS)

		I17239		10/13/25		10:20		10/15/25		An expired suture was used on a patient for wound closure. Surgeon was informed on identification of the error. Surgeon confirmed no harm to patient as the suture was expired less than 2 weeks time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Equipment incident		Medical		Damaged equipment		Wilson,  Kay		Incident being managed locally		Low Harm						Co ordinator was informed.
Escalated to band7.
Added on to the morning huddle to make aware of the staff ,the potential risks and harm of not checking the expiry before opening any consumables for the surgery .
Inspected the theatre for any other expired items.
Discarded the items.				Clinical Support and Specialist Surgery (CSSS)

		I17499		10/13/25		13:14		10/23/25		Tsrt9 
No cma moves available during image matching unsure if it was due to rejecting image?
Unable to send cma pt in pain therefore band 7 approved under protocol an additional image after manual applying bed moves in room, therefore re imaged to ensure correct moves applied
This was first incidence where additional concomitant image due to error- resulting in additional dose of 424ugy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Ensum,  Hannah		Incident being managed locally		No Harm						Band 7 informed and additional concomitant image approved				Network Services

		I17477		10/13/25		15:00		10/23/25		Ordercoms number 9380092 requested by Sandra Johns (1342)  Biochemistry urine sent in a microbiology bag.  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and sample processed with a delay as it had been put in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17454		10/13/25		12:00		10/23/25		Patient was in an emotionally difficult mood when attending clinic 13/10/2025 and MRSA swabs missed by nurse prior to his port insertion.
Identified 17/10/2025 - manager informed via email.
Port was implanted as planned 20/10/2025.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Turner,  James		Finally approved		No Harm		No harm		10/23/25		Contact made with IPU, there was a negative result from July 2025 and he was starting his eradication treatment as planned prior to procedure.  
IPU confirmed swabs will be taken prior to the port insertion.  
Also, handed over how the patient can present when he is anxious – in case he presented like this when attending.				Research and Innovation

		I17140		10/13/25		09:00		10/13/25		Student Nurse borrowed a Trust laptop and found a patient's ECG tracing, with their ID sticker, folded in half and on top of the keys.		Knowledge Services Manager made aware of the issue identified and potential risk. Subsequently understood that the issuing lapsafe was not in the library but elsewhere in the Trust.

To be followed up with Digital Lead by Friday Knight in relation to notices on other Lapsafes across the Trust.		The Christie NHS Foundation Trust / School of Oncology / Library and Learning Zone						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Knight,  Friday		Incident being managed locally		No Harm		No harm				Datix raised, informed DCSGO and Digital Matron.		Health care professional who left the information on the laptop should not have done so.
Notice to be placed on the Lapsafe in the library outlining confidentiality issues.
Student Nurse followed process correctly.		School of Oncology

		I17483		10/14/25		12:00		10/23/25		for the same patient: Ordercoms 9383162 - Virology sample sent in microbiology bag, ordercoms number 9383161 - Microbiology sample sent in virology bag - both requested by Kathleen Winter (3926).  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  These samples could have ended up going to wrong hospitals due to being in wrong bag.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Errors logged, booked in and samples sent to the correct hospitals.				Network Services

		I17500		10/14/25		14:49		10/23/25		TSRT9 Level 1 13BB md16g sb13aa cf1c
additional concomitant exposures not added into notes and not highlighted to band 7 that further authorisation needed for additional concomitant exposures
-Patient already had additional image on #3 which was recorded in nav
-However offline review after #3 decision was to repeat #4/5 but was not recorded as additional exposures as per protocol, and therefore at that point should of been highlighted to a band 7 as further authorisation from a practitioner was needed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Thompson,  Aimi		Incident referred to DPSIG		No Harm		No harm				This was picked up during end of treatment checks via additional imaging summary 
-band 7 informed				Network Services

		I17480		10/14/25		12:00		10/23/25		Ordercoms number 9382880 Req by Joshua Lentink & 9382916 (TFT) requested by Rachel Brown 2 barcoded on 1 sample. Handwritten not on the label - only one brown top bottle ?? add thyroid function on afterwards.  Two barcodes on one sample is not possible.  Analyser cannot read two barcodes.		Ordercoms training organised by the IT team and Lab team. Training video sent to area lead to cascade to staff.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		error logged, booked in both labels but added the TFT on to the 9382880 and booked the other one in with a comment stating that TFT was added to the previous number.		One barcode should be used for one sample		Network Services

		I17236		10/14/25		13:50		10/15/25		Patient confirmed they attended BCTH Bury Hospice for bloods on 14/10 at 13:50pm. Came to review her via nurse led oral sact 15/10, however no bloods on the system? Unsure where or if they have been mislocated. Apologies provided to patient and rebooked for tomorrow 16/10.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Datix completed to highlight error
Apologies provided to the patient				Network Services

		I17223		10/14/25		15:40		10/15/25		Patient complained of new severe back pain during C2 Odualag treatment.		Actions and result of actions taken	

Treatment stopped.
Medications given - pain settled.
Treatment recommenced at 1/2 rate as per ANP advice.
Who was involved or informed of the event	Chemotherapy nurse
Reasons responsible medical team not informed	ANP Jenny B involved.
Team emailed to inform as will need slow rate next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped. 
Observations taken. 
100mg IV Hydrocortisone and 10mg IV chlorphenamine given. 
Pain settled. 
Treatment recommenced at 1/2				Network Services

		I17215		10/14/25		12:40		10/15/25		Date of birth incorrect on Sample for Group and Save request.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		11/3/25		Ward informed and new sample requested				Network Services

		I17219		10/14/25		18:00		10/15/25		Pt for 1 unit red blood cells. Unit arrived to ward and G0 number wrong - taken back to lab. Next unit came and prescription said 'irradiated blood not required' however when clicking on 'view prescription' it said 'Lifelong irradiated blood required'		15/10/2025 - Transfusion practitioner discussed with the prescribing Dr who advised that when completing the special requirements checklist, it stated 'no special requirements'. Ticket placed with Tech Bar for further review.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/16/25		Called the lab to explain the error. Unit not given to patient. Informed doctor and lab who confirmed pt does not need irradiated blood. Unit of blood that we had on the ward not irradiated. 

Doctor confirmed unit can be given to patient (see anno)
All observations in RN anno on CWP. 
Explained to pt the delay.				Clinical Support and Specialist Surgery (CSSS)

		I17262		10/14/25		10:30		10/16/25		TSRT9/ level 5/ 13J/SB13F/MOD13G/CF3A
Noted prior to #4 that there were no inf isocentre marks on vacbag.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		Escalated to superintendent radiographer
inf isocentre marked on vacbag during treatment #4.				Network Services

		I17264		10/14/25		13:47		10/16/25		Sample mislabelled.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		New sample requested via phone.		To ensure samples are labelled properly		Network Services

		I17180		10/14/25		08:30		10/14/25		The date dictd is on 9 Sep 2025 on the referral letter, but our secretary received the letter on 13 Oct 2025.		- New Referrals team actioned accordingly.
- Requested amended referral letter.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Marked referral as urgent and asking referrer the reason of delay referral		- Proof read letters before signing off and sending out.		Network Services

		I17175		10/14/25		07:00		10/14/25		Unwitnessed fall in bathroom- patient found sat on floor after calling for help.
Patient states his conveen fell off whilst on the toilet, tried to pick it up off the floor but right leg gave way and he slipped off the toilet and onto the floor.
Did not hit head- able to recall event.
Patient usually mobile with zimmer- did not take zimmer frame and mobilised independently to toilet.
Safe footwear in place- hospital grip socks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations and BM checked immediately- stable, HR was elevated but patient was anxious.
Skin check- all areas appeared intact, nil visible injuries.
ward doctor and ccot alerted- ward doctor reviewed patient, see CWP.
Assisted with 2 off the floor- wheeled back to bed on commode. 
Call bell given to patient- advised to use for assistance.
Already known to PT/OT- was due stairs assessment today.
Handover updated.
Will update moving and handling care plan when lying and standing BP taken- will handover to day staff because patient has only just got back into bed.
Patient adamant he did not want us to update his NOK- happy to update her himself.				Clinical Support and Specialist Surgery (CSSS)

		I17196		10/14/25		11:30		10/14/25		Churchill Unit. Patient receiving 2nd cycle of Docetaxel. 5 minutes into infusion - started to feel very sick - also had severe back pain and looked flushed.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Obs taken - stable. Hydrocortisone and Chlorphenamine given as per hypersensitivity protocol. Symptoms dissappeared almost instantly. Re-started Docetaxel at slower hypersensitivity reaction rate - no further reactions.				Network Services

		I17197		10/14/25		15:00		10/14/25		I have just received a phone call regarding this patient`s appointment letter. The lady who called said she has received an appointment letter for this patient for a scan scheduled for the 23rd of October. The lady said that the address on the letter is totally different to the one we have for the patient, and that it is her address which is an M11 Postal address, where as the patient`s is M18. The lady is NOT a patient of the Christie.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Health Records				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/24/25		I asked the lady to destroy the letter, and apologized for the inconvenience, and that we will contact the patient to let them know about their appointment. I also contacted the secretary, and I have messaged the department where the patient is attending their appointment on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I17198		10/14/25		11:20		10/14/25		The patients pump was alarming as infusion had finished. 
I administered the treatment with Super nummary nurse.  I over estimated however I assumed that there was 100mls in the bag rather than 50mls (which was what the treatment was re-constituted in). Super nummary nurse inputted the volume in pump and I thought I had seen 30 minutes on the duration however as the over estimate was wrong, it was administered over 15 minutes instead of  30. Supervised by myself and I did not check correctly.		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/27/25		I completed observations. 
Informed the patient and explained the error. 
ACP Informed and she reviewed patient. 
Patient felt well- and discharged safely and safety-netted to hotline. 
Documentation completed on CWP		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		Network Services

		I17188		10/14/25		11:15		10/14/25		Extravasation of 50 mls of iomeron 350 contrast agent for a CTPA scan.
The patient did not report express that there was any  pain during the injection				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/15/25		attempted to withdraw the contrast with a syringe, canula removed  and applied cool pack. Medical illustration took photo		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17189		10/14/25		10:10		10/14/25		Contacted by paediatric medical team - experiencing increased no of high creatinine results for paediatric patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						identified all samples run on line 1 - shut down enzymatic creatinine on line 1. 
Samples rerun on Line 2 and amended reports issued.				Christie Pathology Partnership

		I17190		10/14/25		13:00		10/14/25		Patient attended for PBT planning scans. Christie profile obtained to check creat prior to IV contrast for planning scan. CWP blood result showed creat result to high for IV contrast so not able to have planning scan. High creat result highlighted to biomedical scientist as didn't fit patient's clinical status. Patient was rebled, creat rechecked, now in normal range. Patient has to reattend for a new appointment for cannula and scans.
5 other paed patient creats high , re analysed, now  normal				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						Patient was assessed to check if creatinine result reflected clinical status. 
High creatinine highlighted to biomedical scientist as querying validity of results.
Patient was rebled via cannula to see if creatinine result was accurate.
Cannula was removed as we were unable to continue with PBT planning scans as IV contrast could not be administered.
Apology given to parents and paediatric patient.
Patients planning scans were rearranged.
Other paediatric patients with higher than expected creatinines also highlighted to biomedical scientist. 
Samples reanalysed and new creatinine results acknowledged on CWP.				Christie Pathology Partnership

		I17191		10/14/25		12:15		10/14/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minutes break as per medical team advice and protocol.		Hydrocortisone 100mg, administered under PGD
Other, metoclopramide 10mg

ACP on unit present for support, Observations taken and NEWS2 score 2 and then decreased to 0.

Patient felt better after 30 minutes and treatment completed successfully.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minuted break as per medical team advice and protocol.		No documentation from ACP. If a review was not needed then documentation would of only been completed by the nurse dealing with the patient.

It was documented that the patient continued the rest of her treatment at a reduced dose when in fact it was a slower rate.

No documentation that team was emailed to ensure slower rate prescribed for next treatment.		Network Services

		I17192		10/14/25		09:00		10/14/25		2 new Gynae Clinical Oncology patients triaged on Thursday 9th October.  On Friday 10th October patients phoned by booking and left a voicemail message for patient to call back for details of Tuesday 14th October new patient appointment.  Patients did not receive message and did not call back.  Bookings team did not chase this, nor did they inform the Gynae team.  Patients did not turn up for appointment.  One category one patient contacted on the day and got a taxi to clinic.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Tuesday 14th October - patients phoned by Gynae team, urgent category 1 patient encouraged patient to attend clinic and team accommodated late arrival.  Other patients appointment rearranged.

RP - Apologised to consultant and investigated with the team.  Will update the incident review with further actions and findings.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		Network Services

		I17193		10/14/25		10:50		10/14/25		The correct consent form was present explaining what the patient were booked for on CWP. The paper consent form was correct but instead of stating 'brachytherapy' it had 'radiotherapy' in small print on the form, which weren't picked up until the WHO Time out.		Escalated on day, DATIX completed.
Ensure correct consent processes followed.
Scrub nurse to be present at sign in in anaesthetic room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Wilson,  Kay		Finally approved		No Harm		No harm		10/28/25		the entire team involved confirmed against the consent form on CWP to ensure it correlates with the paper copy. We all agreed the form provided was the radiotherapy consent form instead of the brachytherapy consent form. 

Correct Consent form was present in CWP (signed back in August)  need to ensure have correct consent form to hand at check in.		Process for brachy theatre patients needs paper consent form. Must be provided on transfer from ward.
Consent form needs to be confirmed and signed each treatment.
Scrub team did not do sign in in anaesthetic room with anaesthetic team - asked to do this in future. 
Correct consent checked in theatre by team but patient spinal and sedation already started.		Clinical Support and Specialist Surgery (CSSS)

		I17201		10/14/25		15:00		10/14/25		TSRT9
2DkV confirmation image shifts applied and additional 2DkV concomitant exposure taken by B6 without approval from band 7, outside scope of practice.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Member of staff involved contacted and  clarification of scope of practice given.				Network Services

		I17202		10/14/25		12:00		10/14/25		Patient noticed 15minutes after her scan that she felt itchy around her inner right thigh. She called the attention of a Radiographer aide who called me to assess the patient. 
She consented for me to view the area, where I noted some hives. She also said that she felt flush and noted a possible rash on her left side too. Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction. Reaction form filled and alarms put on CWP and CRIS.				Clinical Support and Specialist Surgery (CSSS)

		I17213		10/14/25		09:28		10/15/25		TSRT9 / EL4 / 13GG / CF1c / MoD13HH / SB13CC 13HH
Noted on #2 that a treatment history check (CLOCK) had not been completed after #1.
Team treating chose to read through all of the treatment/machine data as protocol on #1 without the treatment history checked being completed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13GG Recording of additional information		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Band 7 was informed.
Treatment history check was completed after #2. All data was correct.

Uncertain which B7 was informed however have discussed with the treatment team who acknowledged they should have completed the CLOCK prior to treating #2 rather than after as the patient was not in pain & the delay would have been minimal. Reminded staff of importance of checking fractionation & if #2 checking prior to taking the patient in for treatment that CLOCK has been completed on QCL & assessments tab.				Network Services

		I17422		10/14/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician 
Datix completed where applicable
Pharmacy Homecare team has checked CWP for any relevant background and CMM to establish if patient has had their medicines re-dispensed.
Team aware and further supply has been made ready for collection.		nil		Network Services

		I17318		10/14/25		12:00		10/17/25		TSRT9

S2 patient - Patient activity  was in as lung for Oesophagus patient - IRMER site states diagnosis Oesophagus and site as mediastinum/scf. 
Preset fast lung M10 was used, noticed after patient was scanned #10 by s11.  Discussed with B7 who advised chest M10 should have been used,  resulting in more exposure than intended by protocol.  4mGy total over 10 #'s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Feedback to s2 staff				Network Services

		I17675		10/14/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC : 1 unit of platelet was requested on the 13/10/2025 @ 09 :57 AM, and it reflected on the laboratory result as pending, meaning request was received by the laboratory. On duty resumption today(14/10/2025), a call was placed to the blood bank via the ward intercom to inquire about the time when platelet would be issued. The laboratory personnel, stated on phone, that it would be ready by 15 :30hours because they were low in stock. (CONT)				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						@ Exactly 15:30hours, I rang the blood bank requesting to know when it would be issued as its still not reflected on the system as issued, then I was informed that a request form wasn't sent which was quite unusual as the RMO on shift stated he did send a request form. He however prepared another form, which I sent to the laboratory. I called for the third time to inquire when it would be ready and a staff confirmed that the previous form might be somewhere.

The above however caused a lot of distress and anxiety to my patient including the team.  Platelet was however issued late, and patient left late with partner who is to drive long distance to Scotland				Christie Pathology Partnership

		I17645		10/14/25		13:20		10/29/25		TSRT9 
During data input it was noticed that immobilisation devices used at RTP were missing from site set up, B7 alerted, able to determine no civco mattress used and nothing under knees, any poly can be used depending on patient preference. Note added to Navigator, this information was added to Site Set Up following confirmation of appropriate position on #1 CBCT scan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						Able to determine immobilisation used.
Note added to Nav.
Site set up amended following CBCT confirmation of appropriate position.				Network Services

		I17329		10/15/25		15:30		10/17/25		IQemo prescription for 15/10 Carboplatin and oral Etoposide C2 D1.
- Carboplatin given as prescribed.
- Etoposide missed. PO tablets were supplied by pharmacy that day- pharmacist handed over to NIC that the SACT tablets were present on the ward.
- Etoposide not prescribed on CWP. Was supposed to be given at the same time as Carboplatin. One dose on Day 1, 2 and 3.
- Missed Day 1 and Day 2 of Etoposide.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Issue raised by ward pharmacist. Team doctor informed. Ward doctor informed team registrar as was unsure. Reg advised to re-prescribe for today to start day 1 and continue regime. Filgrastim to be prescribed 24 hours after last PO SACT. 
Team doctor informed patient for duty of candour.				Clinical Support and Specialist Surgery (CSSS)

		I17320		10/15/25		15:30		10/17/25		TSRT9

Incorrect image preset used #1-3. Small FOV preset used despite isocentre being greater than 13.5 cm away from lateral aspect of GTV/CTV.

Identified on #3 online image as unable to visualise full GTV/CTV - escalate to B7.

Additional dose to pt = 3.2mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Escalated to B7 online #3.

B7 justified additional image using Medium FOV preset to ensure GTV/CTV captured within XVI reconstruction.

Images not escalated previously (#1/#2) - unable to retrospectively assess coverage as image acquisition not adequate.

Preset changed offline for future #s.				Network Services

		I17301		10/15/25		16:05		10/17/25		Unit of platelets was collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.		Discussed incident with individual concerned who advised that there were no issues with the computer and they were adamant that they used CWP to collect.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Able to confirm traceability using the corresponding laboratory compatibility form.
Collected on 15/10/25 at 16:05.				Capital, Estates and Facilities

		I17295		10/15/25		22:40		10/17/25		Patient received a unit of RBC’s and the pre transfusion vital signs completed one hour and 25 minutes prior to its commencement.
NEWS not completed within the timeframe for transfusion vital signs.		Staff reminded to ensure		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Transfusion practitioners informed		Staff to ensure observations taken within 60 minutes of starting a transfusion and that this is documented in CWP prescription.		Clinical Support and Specialist Surgery (CSSS)

		I17296		10/15/25		14:50		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17413		10/15/25		22:30		10/22/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly as G095 562 542 313 7 on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 423 137 *				Clinical Support and Specialist Surgery (CSSS)

		I17263		10/15/25		12:21		10/16/25		Crossmatch sample mislabelled.		Scan for safety to help ensure proper documentation
Ward managers to documentation of crossmatch at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		New sample requested via Alertive.		To  accurately document cross matched sample for the benefit of patient safety.		Network Services

		I17255		10/15/25		21:00		10/16/25		Insufficient sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Tried to request new samples, no answer from the ward.				Clinical Support and Specialist Surgery (CSSS)

		I17270		10/15/25		13:00		10/16/25		set opened, set checked, on the instrument checklist 6 hiess, 7 heiss in the tray, tray used, note made  on the checklist, counts correct, set sent back with 7 heiss
CHR00000020, 299377237,		Issue reported to Steris.
Discussions had with team and at the staff meeting on process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Wilson,  Kay		Finally approved		No Harm		No harm		10/27/25		tssu staff informed coordinator the next day, coordinator escalated to TSSU band 7 and TSSU lead, datix completed		ensure that all instrumentation matches tray sheet before use as part of operation count.		Clinical Support and Specialist Surgery (CSSS)

		I17272		10/15/25		12:23		10/16/25		Patient was admitted to the CRF Unit, completed C1D1 on 14th of October. Patient still an inpatient for C1D2 trial procedures. As per protocol, patient is to skip the morning dose of trial treatment and to not be dosed until after 36hr post-dose assessments completed. Reviewing Dr notified that patient had been incorrectly dosed at the 24hr point with trial drug. This occurred prior to 24hr post-dose assessments were completed. As a result, the 24hr and 36hr post-dose assessments will be invalid				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Finally approved		No Harm		No harm		10/23/25		PI of the trial informed, patient reviewed by the doctors to assess if any AEs had occurred. Sponsor informed via email. Dosing at the 36hr mark had been withheld so that patient only dosed the once on C1D2. Patient informed of error as part of duty of candour. DATIX completed. To be escalated in monthly RISK meeting.				Research and Innovation

		I17273		10/15/25		12:00		10/16/25		TSRT 9

Picked up at #1/20 during cross check of iso move directions in the room that CMA move had been input into site setup incorrectly. Post move so should have been +2.2 but input as -2.2.		- Corrected error. 
- Discussion with staff involved. 
- Documented.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Ensum,  Hannah		Finally approved		No Harm		No harm		10/30/25		- Band 7 informed. 
- Cross checked plan and amended CMA moves. 
- Patient aligned to tattoos again and CMA moves reapplied. 
- Cross checked move directions against plan and correct. 
- Proceeded to image which was acceptable. 
- Treatment completed as planned.
- DATIX submitted.				Network Services

		I17286		10/15/25		13:11		10/16/25		Patient reacted to Carboplatin, volume infused 360mls.
Eaction grade 2:
Itchy palms, swollen fingers, rash on face and neck, slight rash and tingling around mouth.		The correct procedure was followed- carboplatin hypersensitivity protocol followed. 
Patient will continue treatment but on a de-sensitising regimen		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		Moderate Harm		No harm		10/17/25		Stopped the treatment, IV Hydrocortisone and IV Chlorphenamine  administered. Recovering within 10min., swelling settled within 30min.
Escalated to the consultant. Patient for  Carboplatin de-sensitisation.				Network Services

		I17220		10/15/25		09:05		10/15/25		There are 2 consent forms in the patient notes. The latest date is the correct consent form which matches the list. This was used at check in by  the waiting area A/R prac. and the anaesthetic practitioner for T1. However, in the anaesthetic room the old consent was shown to the scrub nurse and signed by the anaesthetic prac. The patient had correctly verbally consented, on checking in.  It was identified in time out that the old consent form had been used in the anaesthetic room check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Jones,  Tracey		Incident being managed locally		No Harm						Spoke to the surgeon at the table and queried removing the old form however he said to retain it as a record of conversation.  Carried on the time out using the correct consent form. Asked line manager how to proceed,  who checked the check-in consent , which established the patient had verbally consented as per the correct form. NB Team commented that It did not help that the list order changed last minute, as the scrub  team were already prepped to carry out SLNB on the original first patient, so may have had that foremost in mind. SLNB was the procedure on the incorrect consent form.				Clinical Support and Specialist Surgery (CSSS)

		I17221		10/15/25		00:00		10/15/25		I have on two recent occasions (details below) identified radiology reports that show my name as one of the reporters on a scan when I have had nothing whatsoever to do with that scan or its report. This is a result of a setting in SECTRA PACS that auto-populates additional names on reports unintentionally. It is hard to detect the scans that have inaccurate author details. This represents a risk to the patients, reporters and to the trust - insufficient character allowance to explain				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		PACS manager and consultant PACS experts within department informed. Raised issue at consultant meeting with departmental leads present. Requested that reports be corrected - at time of writing my name is still erroneously recorded against the affected reports.
 
The functionality that introduces the risk is built into our computer systems and as such is very difficult to eliminate. It is also very hard to detect when it has happened - both the reporter and the person erroneously named as reporter can be unaware. I have only detected these cases by chance and we have no way of telling how many patients are affected across the department.

There is risk to patients because referrers can be falsely led to believe there has been consultant review of scans when there has not. 
There is risk to consultants who could be falsely held responsible for errors in radiology reports that they have had absolutely no input in.
There is risk to trust as this false documentation of reporters undermines their ability to investigate incidents and patients complaints involving radiology reports.

Scan reports that I know to have been affected (and still have inaccurate author details) are:
RBV202107068 FDG PET-CT dated 6/9/25
RBV202310044 XR Chest dated 30/9/25
RBV202502082 XR Chest dated 30/9/25
RBV202502185 XR Chest dated 30/9/25
RBV201914656 XR Chest dated 30/9/25				Clinical Support and Specialist Surgery (CSSS)

		I17222		10/15/25		10:40		10/15/25		Multiple interlocks including Layer switch error, Generator time out, emergency stop etc )during the middle of second beam of SUP isocentre. Lost couch compensation. Informed MCR and Superintendent.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Compensated couch and additional 2D taken.				Network Services

		I17216		10/15/25		10:10		10/15/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Team took the image, proceeded to open the 2D online image review workspace which opened behind tabs on a different computer screen. Engineers were called and refreshed each individual screen to try and open the workspace on the correct computer. Engineers restarted the CCP and Band 7 authorised another image.  2nd Image taken and matched well.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Band 7 and engineers informed. Patient wanted to sit up so radiographers went into the rooms to help. Engineers restarted the CCP and Band 7 authorised another image.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		Network Services

		I17217		10/15/25		11:05		10/15/25		HCAs found a DTI on pt's buttocks. Have made nurse in charge and nurse aware.		HCA Away Day in December focus on pressure area prevention and care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		No Harm		No harm		10/22/25		Medical illustration came up for her but she declined. 
TVN referral done. 
To update SSKIN bundle. On regular turns. 
Datix done.		All correct actions at time of finding DTI 
Ensure consistent and regular pressure area care given prior to DTI		Clinical Support and Specialist Surgery (CSSS)

		I17218		10/15/25		10:40		10/15/25		it was C1 D1 administering paclitaxel, 300 mg in 1 hour. after administering 205mg  patient felt hot and flush. so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Nurse that made the drug error had administered the 3 hour paclitaxel over 1 hour and has been open and honest about their mistake and emailed the team. 
The team stated - 
Thank you for updating us.
Please can you complete a DATIX just for learning purposes? (which has been done)

I don't think we need to make changes to her iQemo script at this point,  as her reaction was due to a mistake in her paclitaxel rate in this instance. 

Very best wishes from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Take time when administering chemotherapy. Ensure correct route, dose and rate. If unsure always check with another member of staff or an educator.		Network Services

		I17225		10/15/25		12:45		10/15/25		patient bone marrow request scanned onto wrong patient on cwp		scan removed
discussed with staff member to check correct patient record identified.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Broomhead,  Jan		Finally approved		No Harm		No harm		10/31/25		bone marrow request scanned onto correct document				Network Services

		I17234		10/15/25		13:10		10/15/25		On the 3rd reduced rate of paclitaxel pt complained of chest discomfort, flushing to the face, tickly cough.		Note  from review by SpR MedOnc on call

Alerted to review patient due to ?paclitaxel reaction despite rechallenge with desensitisation pre meds and slower rate

Part way through reduced rate of paclitaxel patient suffered a new cough, left sided chest pain, mildly tachypnoeic on obs

Received 200mg IV hydrocortisone in all 

On attending, obs normal, pain and cough resolved

ECG - AF (known AF), rate controlled, nil ischaemia

O/E

HS dual

Chest clear

No tongue/lip swelling

No rash

Imp

Grade 2 Hypersensitivity to rechallenge paclitaxel

Plan

1. Informed clinical oncology team

2. Not for further paclitaxel today; for carboplatin today		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Infusion stopped immediately.
Asked for help.
NEWS2 completed.
IV 100mg Hydrocortisone given under PDG by Sister on ORTC.
As symptoms still persistent after the first bolus of hydrocortisone, second 100mg IV Hydrocortisone administered under PDG by Sister with a good effect.
IV 1g of paracetamol administered for pain by Sister as per IQEMO.
Concerns escalated to clin onc who came to review pt. 
ECG completed. 
Pt reports feeling better, pt not for re-challenge of paclitaxel as per clin onc		Message from patients medical Team 

Many thanks for reviewing pt.

Patient had a taxane reaction G2 on C2 and was re-challenged as per protocol for C3 (today), unfortunately he had another G2 reaction so will continue carboplatin and paclitaxel discontinued. He is very well and I agree to continue carboplatin today.

I have discussed this with other members of the team not for further paclitaxel and continue single agent carboplatin. Wil amend script to reflect above.		Network Services

		I17235		10/15/25		00:00		10/15/25		Hospital letter scanned on incorrect date 24.10.2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/17/25		Scanned on correct to correct date 24.09.25				Clinical Support and Specialist Surgery (CSSS)

		I17230		10/15/25		10:03		10/15/25		Patient  had Paclitaxel in 3 hours but by mistake I started it at 1 hour. after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		Low harm		10/20/25		after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		Network Services

		I17231		10/15/25		14:20		10/15/25		Transport failed to collect patient for her treatment. Was arranged with transport managers with less than 24 hours notice due to the patient being treated at a different site and reassured this was ok. Transport failed to collect patient resulting in the patient missing RT. Transport contacted and mentioned that it is not possible to arrange with less than 24 hours noticed and that this should never have been booked in.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		18B Transport issues		Scott,  Andrea		Incident being managed locally		No Harm						Patients radiotherapy was cancelled for today. Patient contacted via phone and informed that an appointment will be added on to the end. As a result of this transport failed, this additional appointment has cause issues with capacity.				Network Services

		I17232		10/15/25		11:00		10/15/25		IPU outpatient plastic clinic lead by SHCA who had patients ready to be seen at 08.50 (start time 09.00). Delayed start with the surgical team not seeing patients until 09.20am. Clinic delayed through the morning as a result. At 11.00am, 4 x (1 new, 3 f/up) patients. 24 pts in total experienced a delay ranging from 20minutes to 90mins.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Smith,  Lydia		Incident being managed locally		No Harm						IPU co-ordinator apologised and informed patient of delay on behalf of the plastic surgeons and clinical nurse specialists as clinic progressed. Refreshments offered with explanation. Datix submitted.				Clinical Support and Specialist Surgery (CSSS)

		I17240		10/15/25		14:00		10/15/25		I have noticed that paclitaxel infusing through a filter line that was not changed after pembrolizumab upon administration by my colleague.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		Infusion paused. 
Advise sought from CPEF who advised me to attach another line on the 3-way tap and re-start the paclitaxel that way without disconnecting the line to prevent leakage of chemotherapy. Pt aware that 17mls in the line of the treatment will be lost as we are not able to give treatment through the line used for pembrolizumab. Pt upset about it. Pt tells me that ''I had no problems in blue team last time, my son doctor is not going to be happy about this''. Conversation witnessed by Sister on ORTC. Re-assurance and apologies made again to the pt.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		Network Services

		I17241		10/15/25		14:50		10/15/25		Patient received a platelet transfusion. End observations not completed. Patient sent home without end observations.		Action created on the action section of this record. 
Incident to be closed		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Patient contacted to check that they feel well as has previously reacted to platelets. Discussed with staff member who forgot to complete end observations.				Network Services

		I17242		10/15/25		14:11		10/15/25		Phone call from Salford labs patient AFB positive. Awaiting further sputum samples.
Medical annotation 14/10/25 13:23 'given Quantiferon +ve, will send sputum samples t test fr TB - indicates exposure '.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Perry,  Liz		Incident being managed locally		No Harm		No harm				Alertive sent to nurse in charge on ward 4, ward manager, patient flow and Medical doctor in charge of care. Patient isolated. Patient contacts noted for Surveillance on IPC tracker. On call microbiologist informed. On call microbiologist to contact Salford microbiology due to cover day shift tomorrow. Ward 4 matron and Lead nurse contacted to inform. Ward manager contacted to compile Staff exposure list. Occupational health contacted. Spoke to medical doctor via alertive more samples to be sent and to be reported to UKHSA.				Clinical Support and Specialist Surgery (CSSS)

		I17243		10/15/25		16:42		10/15/25		After 25.5mls patient started to feel unwell, flushed and chest pain. 
Observations checked 
BP 148/79
HR 66
SATS 94%
RR 27
TEMP 37.2

3L via nasal specs to help 02 recover to 100%		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	

Treatment stopped immediately, colleagues made aware.
100mg hydrocortisone administered and 10mg chlorphenamine given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware

Medical team emailed to follow up		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped immediately, colleagues made aware. 
 100mg hydrocortisone administered and 10mg chlorphenamine  given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware				Network Services

		I17244		10/15/25		07:30		10/15/25		Patient seen on AACU 14/10/25 for attempted NG tube insertion (head and neck ca). Patient declined to stay overnight for NG insertion 15/10/25 mane. Patient returned to Christies 15/10/25 mane but was unfortunately taken to outpatients instead of IPU, where the staff member sent him home as no o/p appt on system. Bolton Hospice liaised with IR co-ordinator on patient's return and made decision to blue light back to IPU for NG insertion due to low blood sugars and no way of feeding patient.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Berman,  Danielle		Incident being managed locally		Low Harm						IPU co-ordinator phoned outpatients where member of staff confirmed they turned pt away earlier today. IR team attempted further NG tube insertion on return to Christie - IPU where they were unsuccessful. Patient refused further NG insertion attempt. In line with patient's request and consultant radiologist aware, patient transferred back with same ambulance crew to hospice where he will reattend for an outpatient appointment mane 16.10.25. Parent team consultant messaged on CWP. Attempted to message team/CNS via Alertive, however at this time it was 16.30pm - OOH. Handover given by IR team to hospice.				Network Services

		I17245		10/15/25		17:30		10/15/25		Started on rechallenge caelyx
After 13mls complained of slight 'twinge' in lower back.
Infusion stopped and pain resolved. After discussion with senior nurses treatment restarted.
After 17.9mls back pain returned. Still very mild.		Then following above situation - Patient appeared flushed and red after 96mls of Caelyx total
Infusion stopped and 100mg hydrocortisone administered under PGD
Obs documented and improving
Currently on 4l oxygen nasal cannula
To be reviewed by Junior Dr before deciding to go home
to email team

Doctor documented - Carbo/Caelyx on hold - requested clinic FU on 28/10 as had x2 reactions to caelyx despite changes made to script and pre med chlorphenamine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		infusion stopped and contacted on call Akhlaq Maan who advised likely grade 1 reaction, and that given back pain now resolved can give 100mg hydrocortisone and rechallenge. To stop and not rechallenge if back pain reoccurring.
Hydrocortisone given under PGD at 18.10
Restarted treatment at 18.30
So far no recurrence of symptoms
To email team		Always confirm plan with doctors if outside of protocol.		Network Services

		I17246		10/15/25		08:30		10/15/25		Patient fell off toilet, landed onto knees with zimmer frame holding upper body up. NIL head injury. Emergency buzzer pulled, assisted back from fall to bedside chair via commode. Patients observations recorded and fine, doctors aware and assessed patient for further injury. NIL further treatment needed related to fall		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I17247		10/15/25		19:00		10/15/25		Patient went off ward. 
Came back with porter and seemed unconscious. 
Porter reported she was found on side of road. 
Taken back to bed. 
Patient not making sense. 
Not able to communicate. 
Observations taken. BP low. Asked Dr to prescribe stat dose of fluids. 
Bms stable. 
When helping patient to bed found substance in a packet. Looked green and brown and finely chopped. 
Gave to NIC. Locked in DC cupboard. 
Patient safe in bed. 
Will continue to monitor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations taken. 
Bms taken. 
Reported to NIC and Doctor. 
 [incident I17251 has been linked to this record as it involves the same patient - MSO]				Clinical Support and Specialist Surgery (CSSS)

		I17484		10/15/25		08:00		10/23/25		Ordercoms numbers 9383243 and 9383241 requested  (3778) - CPW samples sent for virology testing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and comment added in synergy.				Clinical Support and Specialist Surgery (CSSS)

		I17485		10/16/25		08:00		10/23/25		Ordercoms number 9384727 requested by Jessed Oliver Ext 1197 -  MRSA swabs in virology bag. (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and samples sent to Salford.				Clinical Support and Specialist Surgery (CSSS)

		I17457		10/16/25		14:33		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17458		10/16/25		12:00		10/23/25		Addressograph cut off on request form for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17248		10/16/25		01:45		10/16/25		POCT VBG 15/10/25 at 5.45am and POCT VBG at 01.45 16/10/25, patient on 2 litres O2 and FiO2 should be 28% but is 21% on VBG- RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				Clinical Support and Specialist Surgery (CSSS)

		I17287		10/16/25		13:00		10/16/25		TSRT9/level 5/ 13i /CF1c/CF2c/MD13i/SB13i

#3 DIBH 3 field breast
Radiographers imaged TP but omitted SCF image. Realised after delivering 80mu.
Paused beam and escalated to B7		reminder to staff to follow protocol		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		As beam had been partially treated decision made to deliver beam.
Daily imaging
SGRT used for monitoring
TP in tol, SCF in tol previous 2 #s
Staff reminded of importance of making sure following protocol.		follow protocol		Network Services

		I17288		10/16/25		15:50		10/16/25		C1D15 Paclitaxel
18mL has gone through
patient appeared red in colour
chest tightness and back pain		Medication given for drug reaction	
Oxygen as saturations were lower than normal threshold. And patient had chest tightness.
Hydrocortisone 200mg, administered under PGD
Actions  taken - followed the hypersensitivity protocol
Patient tolerated slow rate and completed the dose.
Emailed- Responsible medical team

medical team documented in notes - 	
Emailed about recent hypersensitivity to paclitaxel. I have added in dexamethasone pre-med and asked for slower rate of paclitaxel.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Stopped infusion
called for help
Obs taken
Dr on duty informed
Hypersensitivity protocol followed
Patient felt ok within 15-20 mins		Cannot see on CWP that observations taken or documented. Will clarify with nurse who submitted datix.

Spoken with nurse who as present at reaction - email sent from her states - 

Apologies, I didn’t realise that I hadn’t documented the observations on CWP . However, I remember that the patients Spo2 dropped to 93-92 and the patient reported experiencing chest tightness. Oxygen was applied for approximately 10-15 mins after which the patient Spo2 maintained within normal range on room air .Other vital signs were within normal limits. Restarted the treatment after 30 mins on slow rate and patient completed the infusion without any issues.		Network Services

		I17289		10/16/25		16:00		10/16/25		Bone marrow transfusion brought to the ward at 4pm with 1.8 litres to be infused. It was not possible to infuse it all with hours.		Discussed with the lab team:
A reminder to think about dilution factors.
For future BMH, if this happens again, to prioritise issuing this above other transplants / workload.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Bone marrow infusion given with consent from medical team.				Network Services

		I17290		10/16/25		19:25		10/16/25		Patient had completed third desensitizing bag of carboplatin, returned from the toilet reported she felt very warm, appeared slightly flushed, also mentioned itching around abdomen and down arms.		Team emailed to inform them 
They will need clinic review to consider future treatment.

NEWS2 score initially 4 then decreased to 1. Safely discharged.

Consultant documented -
Reacted to carboplatin on de-sensitisation protocol after approx 1/8 of the dose.

Stop carbo, continue with SA paclitaxel		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		Treatment stopped, piriton and hydrocortisone given under PGD, observations recorded and stable. Resolved quickly, patient discharged.		Patient safely discharged and communication sent to team.		Network Services

		I17291		10/16/25		15:00		10/16/25		Pt has increasingly become more confused today. Pt was very agitated that she has been flailing and writhing that she had 2x witnessed falls assisted to the ground from her recliner chair, we have used a hoist to get her back in bed. Pt was very frightened and unable to reason with. Emergency buzzer was pulled both times.
On 1:1 supervision. Aw capacity assessment for DOLS.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Drs made aware and reviewed. 
Needs a capacity assessment
Pt did not hit her head. No evidence of lacerations
Pt currently very confused, Lying and standing blood pressure inappropriate at the moment. 
CSU taken.		Difficult and complex situation, rapid disease progression 
NOK updated regularly throughout last week of life. All MDT involved to best support patient		Clinical Support and Specialist Surgery (CSSS)

		I17274		10/16/25		14:30		10/16/25		Patient referred for PICC line insertion as previous PICC removed due to ?infection.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team stated this would be done.
On arrival to ward, patient states only used eradication wash once and was told by her RN to only wash her arms so full body wash not done and full eradication not completed.		Contact IPU for information/posters regarding eradication treatment and disseminate to the teams. Introduce this to Induction of new staff.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		NIC of ward informed.
Patient informed and advised of reason for eradication therapy and advised to recommence full eradication while IP on ward.		Ensure staff are aware that eradication treatment pre line insertion is for 2 days and full body coverage. In urgent situations staff must speak IPU for clear guidance		Network Services

		I17275		10/16/25		10:00		10/16/25		Patient referred for PICC line insertion.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team happy to proceed on 1 day eradication only due to urgent clinical need.
On arrival to IPU, patient states only wash his left arm with eradication wash as advised by his RN that morning.		Discuss the procedure of pre line insertion eradication treatment on induction of new staff. Ask IPU for information or poster they may have for the clinical areas		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		Patient's right arm washed on IPU with Octenisan wipes, as PICC line was due to be inserted on right arm. Advised patient of importance and reason behind eradication therapy and advised to continue with full body wash whilst remains an IP.
NIC of ward informed.		Increase awareness within the clinical areas of the pre line insertion eradication process.		Network Services

		I17276		10/16/25		15:15		10/16/25		TSRT9 13CC SB3i MD13CC CF3a
machine fault after XVI review 
patient off the bed and taken to another machine, resulting in an additional image		MLC not ready - Y1 8 not moving - Replaced - Shape test 2x completed - SC completed lightfiled		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Raisbeck,  James		Finally approved		No Harm		No harm		10/20/25		MLC fault 
engineers called and patient taken off the bed 
moved to another machine with an additional image authorised by band 7 
Additional image 0.8mgy delivered		Leaf key failiure.		Network Services

		I17271		10/16/25		13:30		10/16/25		Patient was due Irinotecan today. It is prescribed over 30 minutes, however she has for awhile required an Atropine injection prior to administration due to cholinergic symptoms. The Irinotecan was administered over 30 minutes rather than 1hr 30 min despite the Atropine being given prior.
Patient complained of further cholinergic symptoms including excess saliva production and mild stomach cramps so a second dose of Atropine was prescribed and administered.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/27/25		Senior nurse discovered that the Irinotecan was given over an incorrect time, it was given over 30 minutes instead of 90 minutes. The patient was informed and apologised to. The ANP on unit was informed. Observations taken and patient monitored. Nurse who administered the chemotherapy was informed as well.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		Network Services

		I17268		10/16/25		10:00		10/16/25		Ptt had robotic total hysterectomy on 9.10.25. Sent home with catheter and TWOC appt for 16.10.25 on IPU. 
Pt called on 15.10.25 and not attending due to travel issues. When asked if a DN referral was sent, as requested by pt on d/c, pt informed no referral was sent. Pt then stated that she would remove it herself. IPU scheduler documented this on CWP, however, did not escalate this verbally to any senior medical team member. Upon calling the pt on 16.10.25, pt has removed it herself.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hibbert,  Caroline		Finally approved		No Harm		No harm		10/30/25		Called patient to ask if she was okay. No answer. Called mother, who confirmed the patient had "cut out" her catheter. Passed coordinator number to mum to pass to patient. 
DN referral completed in hopes they can go out today she assess patient is well.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		Clinical Support and Specialist Surgery (CSSS)

		I17269		10/16/25		00:00		10/16/25		Wrong Oncotype result in notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Datix filled in so that I can request IT to remove it. Correct Oncotype report requested.				Network Services

		I17252		10/16/25		08:40		10/16/25		i have scanned documents for the wrong date. 

the 2 documents are:

histopathology -- scanned in on 15/10
mr scan -- scanned in on 14/08

i was informed by the proton mdt team				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Bryan,  Dwain		Finally approved		No Harm		No harm		10/21/25		i called them to clarify which documents they wanted me to remove as it wasn't straight forward. they advised which ones to remove. i have asked techbar to remove these documents				Network Services

		I17265		10/16/25		09:00		10/16/25		TSRT9 / LEvel 5 / 11V / SB11t / CF7a MD12l
Plan not ready in timely manner. Not exported to radiotherapy prep with enough time to ready it for patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/31/25		Pt due #1 @ 10am 15/10/25. Plan had dose verif evening of 15/10/25. Needed final check 16/10/25 am. Finally exported to prep @9am 16/10/25 giving 1 hour for input/check/image prep process to take place. Noted at prep that intent to treat annotation was inadequate so needed to contact Dr to do this further slowing this process.

Further investigation
Late export from treatment planning had been accepted by prep room, owning to the DV requirement it wasn't possible to export any earlier. 
Delay re Intent treat annotation is a separate from treatment planning delay.				Network Services

		I17412		10/16/25		13:35		10/22/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Documented as G095 625 382 732 9
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 382 739 K				External Other Trust

		I17297		10/16/25		13:00		10/17/25		Document accidentally uploaded under 'date received' rather than 'clinically relevant date'				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Put a ticket into techbar requesting the document to be removed, so that it can be re-uploaded under correct date. Request - INC-117849 - document has been removed.				Network Services

		I17293		10/16/25		20:30		10/17/25		MASD to skin under both breasts, lower stomach and groin areas. Present on admission, has been using barrier creams at home, due to perspiration not incontinence.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		TVN referral, barrier spray applied and given to patient. NIC informed.				Clinical Support and Specialist Surgery (CSSS)

		I17294		10/16/25		21:00		10/17/25		CD was taken out for patient at the right time - no access was available so cd was wasted but EPMA wasn't updated so the reminder was gone. CD ended up not being given as by the time I realised it was too late and would have disrupted future doses - dr made aware - pt states no pain but will monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Informed dr, wrote datix and will inform ward manager when on ward				Clinical Support and Specialist Surgery (CSSS)

		I17282		10/16/25		15:40		10/16/25		patient had an extravasation while on the scanner, first flush of cannula was fine. pt. confirmed no discomfort then .checked on pt and they confirmed no pain during scan.  however ,  during scan, there was no contrast on image.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		scan was stopped immediately. made sure patient was okay . medical illustrations was contacted . pt. was given an ice pack to apply on area of extravasation and arm was elevated for 5-10mins. 
pt was given follow up instructions on how to manage the extravasation and reassured everything would be okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17280		10/16/25		15:43		10/16/25		CT scan was needed to be done of this patient's thorax, abdomen and pelvis. Test bolus injection  of 10mls of Saline given at 2mls/sec. This went through fine. Patient injected with iomeron iodinated contrast agent. 19.7mls went in but the patient said she was feeling pain so the injection and the scan was stopped. I went in to check and the contrast has extravasated into the skin. 8 CM X 6CM LUMP - SWOLLEN AREA. RED AND TIGHT SKIN. MASSAGED AREA, ELEVATED WRIST AND ASPIRATED AS MUCH AS POSSIBLE				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		Aspirated as much contrast out of wound as possible. - approx 6mls. Massaged skin, cold compress applied. Limb elevated. Checked with patient that pain had subsided and she said it had.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17321		10/16/25		18:30		10/17/25		I came on to my shift on the morning of the 17/10/25 and noticed that the patient had a bag of saline with 4% glucose running, I queried this with the nurse who had been looking after them overnight and he said he wasn't the one who put it up, looked at the prescription and noticed it was meant to be hartmans running. informed doctors, checked pt blood sugar which was fine. 

had to select diabetic medication as option for saline wasn't available		spoke to nurse who had put up incorrect fluid - asked her to complete a reflection		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		drs informed, bag of fluid taken down, blood sugar checked		importance of checking correct fluid being administered		Clinical Support and Specialist Surgery (CSSS)

		I17313		10/16/25		16:20		10/17/25		Immunotherapy  attached to A line rather than B line in error. Immunotherapy then removed from A line and reattached to B line in blue tray. When attaching B line to pump the clamp was not on and caused a spillage of about 5ml before line was attached to pump. The Spillage went on pump and small amount on the floor. 
None went near the patient.		Spillage discussion had with reporter on the day of incident.  Minimal spillage ? saline ? treatment - reported approx 5mls spilt in try and droplet on floor.  Advised re following spillage policy.  Discussed with NIC.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ingham, Mrs Andrea		Finally approved		No Harm		Low harm		11/5/25		Spillage kit used. Floor cleaned, pump cleaned and domestic was to be made aware to clean floor. 
Pump isolated.
Medical team made aware. 
Ward manager made aware. 
Once first administration was finished new IV line was used. Was deemed correct from medical team to continue with infusion rather than wasting drug		Ensure staff know how to utilise the infusion devices and know how to trouble shoot when something untoward occurs. 
The patient and the nurse remained safe and were supported by other appropriate staff during the incident.
Always ask another treating nurse to supervise / talk through your intended process when dealing with important clinical aspects such as this to ensure safety at all times.		Research and Innovation

		I17335		10/16/25		22:00		10/18/25		Pt was being cleaned and repositioned and a DTI was found on pt buttock which the daughter hadn't noticed before.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		Low Harm						Barrier cream applied and pt repositioned - explained to pt family about pressure areas being relieved.				Clinical Support and Specialist Surgery (CSSS)

		I17357		10/17/25		14:00		10/20/25		TSRT 9
Pregnancy check not completed prior to treatment #1 as per XRT guidelines.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13E Confirmation of pregnancy/fertility status		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Completed prior to #2 exposure. 
Datix submitted and recorded in pt notes.				Network Services

		I17358		10/17/25		17:30		10/20/25		TSRT9
Single fraction T spine patient. Image review carried out by a competent Radiographer (A), independent review carried out by none competent Radiographer (B). After treatment had been delivered B told A that they hadn't carried out their 2D imaging training (training currently on hold waiting for new training package). Radiographer A escalated to treatment band 7.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Retrospective independent review of 2dkV carried out. Online match acceptable.
Radiographer B reminded to let colleague know prior to treating a patient if they are not competent for technique/image review.
Memo sent out to staff group to remind them to discuss with colleagues if they are not competent for technique/image review.				Network Services

		I17347		10/17/25		14:00		10/20/25		TSRT9/level 3/ 13CC/SB3i/ MoD 13CC/ CF3A
RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch. MCR called resetting systems .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Called superintendent who was in contact with MCR throughout. Superintendent approved additional imaging for when Patient back on bed				Network Services

		I17349		10/17/25		13:00		10/20/25		Lab request number 2664844 & (rejected sample 2664764)  Samples for patient initially rejected as incorrect hospital number on the request form - Does not comply with laboratory accetance policy where samples and forms require 3 patient identifiers.  Nurse Cletus ONERHIME came up and asked us to process sample as patient elderly and waiting for treatment.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/20/25		Error logged.  Explained to nurse why sample was rejected.  Spoke to Head of blood sciences who agreed to process this sample on this occasion only as it failed to comply with the acceptance policy but that we would raise a datix.   Sample re-labelled, hospital number on form and sample amended in presence of Deputy reception manager and sample booked in under new lab number and sample processed according to laboratory protocol				Clinical Support and Specialist Surgery (CSSS)

		I17352		10/17/25		15:00		10/20/25		Lab request numbers 2663371 & 2665288:  Blood tests booked in under the incorrect patient and results went over to CWP.		The incident has been discussed with the reception team regarding incidents relating to tests booked in under the wrong patient.  Suggestions have been made of what to do when they are distracted to avoid mistakes which includes double checking before completing work.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Finally approved		No Harm		No harm		10/27/25		Error logged.  Brought to the attention of Duty biochemist.  Results redacted from incorrect patient and inputted into correct patient.  Clinical heads of Haematology and Biochemistry informed.		There are a number of distractions within the pathology reception area which can lead to errors as booking in is a manual process.  Staff should ensure they concentrate when booking in requests and if they are interrupted to start from the beginning or double check to avoid mistakes being made. Staff member associated with booking in this test has now left the organisation.		Christie Pathology Partnership

		I17355		10/17/25		17:10		10/20/25		TSRT9

Clock not completed after #1, error picked up prior to #3. 
Clock ran #1 and #2 verify beam parameters were correct.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Clock check done, Datix completed and recorded in pt notes.				Network Services

		I17330		10/17/25		20:00		10/18/25		A treat and return patient was not happy with her experience.
She states that she arrived from MRI Hospital very early in the morning and then waited around for 2 hours without being informed why.
She was then on W12 awaiting transfer back to MRI which had not been booked by them, they then booked it at approx 19:36 which meant the transport was going to be a 3-4 hour wait.
The patient eventually got collected at 04;30AM on 18.10.25.		W12 manager have sent out Process for Admission Direct to the ward, shared this on our private group and let staff know this is on our MSTeams channel for reference if unsure. Reminded ward staff to contact the parent team when patient arrives for treat and return.

Note from MSCC team- no one had contacted the MSCC team that the patient had arrived.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Mcgough,  Sophia		Incident being managed locally		No Harm		No harm				I was called to speak to the patient at 23:45 as she was in pain and also not very happy about the wait.
I first spoke with the RN at MRI as she was on the phone when I got to the ward- She informed me that the ambulance had not yet been allocated. 
I was given the reference number.
I spoke with the patient to apologise for the delay and explained how the treat and return process usually works.
I apologised on behalf of the trust and explained the complaints procedure to her and advised that we would appreciate any feedback.
She was then clerked by the Dr so that we could administer some pain relief. She also said that she had waited a long time when pressing the call bell, she needed assistance to the toilet.				Clinical Support and Specialist Surgery (CSSS)

		I17319		10/17/25		12:00		10/17/25		Drug reaction to docetaxel at 25ml
Flushed face
breathlessness
back pain		Actions and result of actions taken
Oxygen
Hydrocortisone 200mg, administered under PGD
resolved within 15 minutes		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		Stopped infusion 
Administered PGD hydrocortisone with effect 
Short term Oxygen applied 
resolved and rechallenged with effect				Network Services

		I17317		10/17/25		14:15		10/17/25		Post oxaliplatin patient complained of cramping to hand, slurred speech and cramping in legs.		IV fluids commenced. IV hydrocortisone 100mg given and observations taken.  Patient monitered  for a few hours post infusion to ensure symptoms resolved.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		IV fluids continued and IV hydrocortisone given under PGD criteria. Monitored patient for a few hours post infusion whilst symptoms settled
Observations taken and documented
Team emailed to advise				Network Services

		I17323		10/17/25		15:15		10/17/25		TSRT9/ Level 3/ 13CC/ SB3i/ MoD 13CC/ CF3A

RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch.  Patient needed to be re-set up, this resulted in an addition CBCT and 2DkV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Superintendent in contact with MCR throughout-  informed needed a minimum of 30 mins after 15 mins of downtime- patient removed from couch. Superintendent authorised additional imaging. Incident reported.				Network Services

		I17325		10/17/25		14:45		10/17/25		Patient was receiving Paclitaxel. C/o feeling unwell- felt hot and had body tingles/sore back. 20.2mls of Paclitaxel had been infused.		Infusion stopped
- IV hydrocortisone 100mg administered
- Observations carried out at 14:47:
hr 108, rr 23, bp 155/107, spo2 99%, temp 36.9
- Alerted ACP on ORTC who came to review- advised to recommence paclitaxel at reduced rates as per protocol after half an hour and re-check observations.
Observations at 15:30: rr 18, bp 140/78, spo2 100, hr 88, temp 36.3.
- Datix completed
- Breast team emailed to update and amend script accordingly.

Remain treatment administered with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		- Stopped infusion
- 100mg IV Hydrocortisone given
- Observations taken
- ACP informed
- Recommenced at reduced rates as per protocol
- Email to parent team to update		Team emailed and informed - good communication seen.
Script to be modified- needs reduced rates going forward.		Network Services

		I17326		10/17/25		18:15		10/17/25		Patient had a CT Abdomenpelvis Scan
At the point of bolus tracking no contrast was seen on the monitoring images
Scan was stopped and patient was immediately accessed with the cannula site swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/20/25		The patient was reassure and informed of the situation
Cannula was taken out after trying to pull back for the content
Image of the affected arm was taken with the patients consent
Cold pack was given to the patient and asked to elevate arm
Another cannula was inserted and scan done		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17327		10/17/25		15:00		10/17/25		47.5ml nivolumab infused. Abdul presented with severe lower back pain, leg pain. Felt warm and was flushed. Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.				Network Services

		I17328		10/17/25		17:00		10/17/25		Patient attended for Zoledronic acid, protocol states that patient's should be consented for this treatment. Escalated to reg and advised she was verbally consented over the phone in March. This was not clearly documented and patient had gone through clinic multiple times since then and had not been consented properly.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						On call came to unit to consent patient				Network Services

		I17304		10/17/25		00:00		10/17/25		Consultant noticed that per CWP Outcome form 28/08/25, 2 month fup has not been booked.		- Highlighted to secretary to book next available.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Emailed sec to book patient to next available fup.		- Book FU's as per EOF's.
- If this is not possible then query with relevant team.		Network Services

		I17305		10/17/25		09:58		10/17/25		MR request for patient with a pacemaker - referrer had selected no to implant. Upon investigation, this was the third request for a MR scan for this patient. The team were informed each time that the patient cannot be scanned at the Christie as the patient's pacemaker does not fit our safety guidelines. There is no alert on CWP to inform any staff member that this patient has a pacemaker.		Mr Grecu has added an alert to CWP for this particular patient. I will have a wider conversation in the plastics diary meting regarding the importance of adding alerts to CWP for pt safety		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Smith,  Lydia		Finally approved		No Harm		No harm		11/3/25		A message was sent to the referrer to explain that we cannot scan the patient here and could they please put an alert on CWP to prevent another request being placed. 

17/10 - CSSS Governance; A plastics patient. The plastics team don't seem to be grasping that Pt intelligible for MRI within the Trust.				Clinical Support and Specialist Surgery (CSSS)

		I17409		10/17/25		14:00		10/22/25		Patient received a unit of RBC's and the 15 minute vital signs not recorded. 

NEWS not completed.		Transfusion practitioner completed prescription on CWP and provided evidence for traceability. Staff reminded to complete and record NEWS within timescale for transfusion vital signs.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		Staff Nurse competent in blood transfusion to follow the policy and complete end observations .		Network Services

		I17445		10/17/25		17:00		10/22/25		TSRT9 5k level 3 SB 13aa, MD 13GG, CF 1b,1c,2c
Patient imaged #1-#5 due to images being out of tolerances. Additional 2 images not authorised by superintendent radiographer in imaging notes, was authorised retrospectively				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		N/A				Network Services

		I17292		10/17/25		01:00		10/17/25		Patient has been found outside by security over the past couple of nights. Security confirm they witnessed her smoking/inhaling something ?illicit substances. Her behaviour is then subsequently altered in line with some sort of drug abuse. 
I have sensitively approach this issue with her overnight but she denies taking any substances. She does however seem very impaired, drowsy, altered gait, slurred speech. She needed escorting back to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Finally approved		No Harm		No harm		11/4/25		Security escorted her back, I have spoken to her and raised my concerns about her well being. I am concerned that this will escalate as her treatment will last for weeks. We need a plan to manage this behaviour and understand the expectation of the clinical staff, in hours and out of hours. 
Stage 1 written warning issued
Verbal conversation with WM on breach of hospital policy and documented in notes				Clinical Support and Specialist Surgery (CSSS)

		I17521		10/17/25		14:00		10/24/25		BB7611: Bone marrow CD34 cell dose calculated incorrectly initially due to multiplying the WBC by 10, as is standard practice. Bone Marrow samples are neat and do not require a dilution. The initial CD34 cell dose reported was 10 x higher than the actual value. Emailed Consultants with the incorrect cell dose. There was no Collection report available from the Centre (NMDP donor).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Wilson,  Sarah		Incident being managed locally		No Harm						Double checked all calculations in Synergy by performing manual calculations. Sought advice from Lab Manager who advised check the dilution factor. Once results were rectified and verified, emailed the Consultant with apologies and informed them of the correct cell dose. 4 bags of marrow were transplanted 1.8L with no incident.				Christie Pathology Partnership

		I17711		10/17/25		12:00		10/31/25		Ordercoms number 9385329  two Fluid electrolyte samples received for the same patient - one in a microbiology bag. Requested by Claire Edwards ext 7519  (Please note that Biochem/haem samples go in the clear bag and are processed here. Microbiology samples go in the blue bag and are processed at Salford.  Virology samples go in the red bag and are processed at MRI.) One of these samples could have gone to Salford in error as it was in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Incident being managed locally		No Harm						Error logged, booked in and both samples processed here				Clinical Support and Specialist Surgery (CSSS)

		I17712		10/17/25		12:00		10/31/25		Ordercoms number 9386141- Christie profile and magnesium, 9386144 - CRP - Two labels on 1 sample.  Requested by  ext 1081.   Please note that two labels on one sample cannot be read by the analyser.		To escalate to IT 
The Haematology team will visit the lab on Pathology day to understand the process of the lab and how error affect the workflow of the lab.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/31/25		Error logged, booked in and Christie profile and magnesium were added to lab number 9386144		To always use one label for one sample as analyser will not be able to read 2 labels on one sample		Network Services

		I17713		10/17/25		12:00		10/31/25		Ordercoms number 9386016 Requested by Leah Parrott ext 1557.  2 x Samples received (1 Serum and 1 EDTA) with the same lab number for Christie profile.		All HCA's		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		11/5/25		Error logged, booked in, the serum sample was booked in and processed.  The EDTA sample was put in the spares rack.		Nurse involved informed of mistake for learning		Clinical Support and Specialist Surgery (CSSS)

		I17582		10/17/25		10:11		10/27/25		Staphylococcus aureus, Klebsiella pneumoniae and Enterococcus faecalis  in peripheral blood culture 17/10/25.  previous overnight stay on AAU, discharged 19/9/25. Within 28 days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				reported to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17381		10/18/25		10:00		10/21/25		Pt attended for Goserelin injection on 18/10/25- pt was administered ward stock 3.6 mg instead of the named and labelled 10.8mg from main pharmacy.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Team informed via email.
Tried to call pt to inform her of the error- unable to get through.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		Network Services

		I17366		10/18/25		06:45		10/20/25		Reviewed patient on Monday after being cared for by an agency nurse over the weekend. Noticed that patient spiked a temperature on 18/10/2025 6:45 am. No documentation of escalation. No cultures were taken or paracetamol given at the time. Patient was not seen by a doctor and thus not assessed for infection.				The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Incident being managed locally		No Harm						Reviewed patient, obs and infection markers over the weekend. Fortunately no harm was caused to patient and clinically remained stable. No infection developed				Corporate

		I17331		10/18/25		10:35		10/18/25		After 1/4 rate completed, 19mls, pt's wife alerted staff with above.		Stopped tx immediately. Administered 100mg hydrocortisone. 
Obs taken, NEWS as charted- NEWS2 initially 2.
 Reviewed by ACP on ORTC. Symptoms resolved.
Repeat obs taken - NEWS2 - 1.
 Reported feeling well. 
ACP happy for pt to go home. treatment stopped as reacted on a rechallenge at a slow rate.. Safety netted with hotline. Emailed team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken, NEWS as chartered. Reviewed by ACP Sarah Wellsby on ortc. Symptoms resolved. Repeat obs taken. Reported feeling well. Sarah happy for pt to go. Safety netted with hotline. Emailed team.		Team documented - 
Reaction at reduced rate paclitaxel. 
Will need clinic for consent to nab-paclitaxel.

Clinic planned and patient booked in for nab-paclitaxel.		Network Services

		I17332		10/18/25		12:00		10/18/25		HCAs assisting patient with a wash this morning. Noticed broken skin ?C2 to patients inner thigh.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral sent. Datix completed. PurT completed. 
Added to the handover for medical illustration to be completed Monday. (Found on a saturday and med illustration do not work weekends.)

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for ?pressure damage to inner thigh.  

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own clothing, and hospital incontinence pad. Needed assistance x1-2 to move in bed and remove/replace clothing in order to enable examination.

Superficial area of healing skin damage 0.6cm x 0.8cm to inner area of her R thigh. Wound bed is almost entirely epithelializing tissue with small area of red granulating tissue to centre. Surrounding skin normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage – all skin and surrounding skin is blanching, and no mechanism can be identified through which pressure would have been present to this particular area.

Patient and family unsure how wound occurred, neither do nursing staff know aetiology of the wound.

Medical illustration obtained during consultation, please also refer to photographs. 

Plan of care:

To small healing wound on inner R thigh:

Clean with normal saline

Apply Kliniderm foam border dressing

Change each 3-4 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17333		10/18/25		18:50		10/18/25		Absconded patient. 
Patient transferred to W14 17/10 1700pm. Left ward around 1815pm. Informed HCA staff was returning books and would return to ward. Has not returned still, now 18:55 18/10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Discharge		Self discharge/ against advice		Caporn,  Alice		Incident being managed locally		No Harm						Duty manager and security contacted and made aware by day and night staff. 
Night nurse rang pt - no answer. Rang partner around 22:10 - 'she said she had been discharged, at the bus stop now bringing her back'. 
Night nurse tried partner again 1am - no answer. 
Escalated again day of 18/10 as pt still not back. Duty managers have being ringing pt and partner today - no answer and no sign of patient. 
DM rang police on 101 (LOG NUMBER: 1391 of the 18.10.25): 'who advised that they will not attend Michaela's property as we cannot confirm if she is going to be there. They advised that we go to the property to see if she is there and if she isn't then we can report her as missing to 101 or via the GMP website. I explained that we cannot leave the hospital to attend her house as there is a safety issue for the staff and we are busy caring for our current in-patients.'

DM advised that she still cannot get in contact with pt/partner. To pack up patients belongings and place them in a locked office (in Educators office on w14). 
If she is to come back she is to go through hotline.				Clinical Support and Specialist Surgery (CSSS)

		I17334		10/18/25		08:55		10/18/25		Patient admitted to AACU for repeat bloods.
On arrival blood sugar 18.1.  Patient had not brought his regular insulin with him, so prescribed a stat dose on EMPA of Trurapi 8units at 08:55.
Nursing staff contacted on call pharmacist as unable to source from wards.
At 12:00 insulin still not received from pharmacy.  Phoned and informed that vials had been requested and only stock pens, so awaiting this to be changed by pharmacist.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Stent,  Sue		Finally approved		No Harm		No harm		10/31/25		Had to prescribe pen on an outpatient prescription in order to source for stat dose.  Received on unit at 1pm, and dose given.  Delay of 4hrs

TCP - dispensed the OP Rx as above. No stock of vials as requested on EPMA and waited for ward pharmacist advice as mentioned in datix above to amend the Rx to insulin pen. Ended up dispensing the OP Rx and the EPMA Rx was still waiting to be changed.				Network Services

		I17336		10/18/25		20:30		10/18/25		Patient admitted to ward skin checked and found MASD to buttocks and Cat 3 to sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/20/25		Skin cleaned dressing applied to sacrum skin bundle completed informed patient Datix informed sister in charge of the ward

TVN assessment on the 20/10/25- found to have Moisture lesion to the natal cleft .No evidence of pressure damage.  ward manager to be informed and incident requires changing.				Clinical Support and Specialist Surgery (CSSS)

		I17337		10/18/25		22:00		10/19/25		Pt presented with Grade 2 to the sacral area.		Pressure ulcer present on admission. Nil action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		10/24/25		Air mattress
Drssing
Regular Turns
TVN referal
Datix

20/10/2025 Tissue viability service assessment 

Referral received due to query cat 2/MASD  to sacral area Present on admission.

On assessment there is an area of 2 cm x 1.4 cm,  Category 2 pressure ulcer to the natal cleft, He has originally started as MASD to the natal cleft due to location and now appears to be a combination of moisture and pressure which Allan informed, he had not been moving around as much,  He has had this at home.

No sign of infection to the area

Allan can mobilise but due to feeling poorly is also resting on the bed.

Mattress in place with Hybrid pump now switched on.

Plan of care.

1) Put a pressure relieving cushion on the armchair.

2) ensure mattress and pump are checked and working correctly.

3) Dressing advice

Cleanse with Medi derma s PH Cleansing spray

apply Flaminal forte to the area, apply a thick layer, this can be applied following personal care or episodes of incontinence.( ensure applied at least twice a day  morning and evening)

4) 2 hourly repositioning advised and discuss with Allan 

5) update wound care plan and wound care chart

6) update purpose T and Nutritional assessment.

7) Referral to the dietician

Ensure the area is monitored for signs of infection or deterioration, if this occurs escalate to medical team and swab the area for c and s.

8) On discharge home, please ensure, medical illustrations is taken and referral to district nurses for wound care- pressure area management.

Refer back to tvn team if any concerns.		Pressure ulcer present on admission
Assessment complete in a timely manner and appropriate care delivered.		Clinical Support and Specialist Surgery (CSSS)

		I17338		10/18/25		22:00		10/19/25		Checked patient's skin and on checking, MASD was on the patient's buttocks. Barrier ointment applied and encouraged the patient to reposition regularly. TVN referral sent and awaiting Medical illustrations. DATIX completed within 48 hours.		All correct actions taken at time of incident.
Staff reminded to check that bed pumps are insitu and working		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Barrier ointment applied.
TVN referral sent.
A/W medical illustrations
Datix done within 48 hours.  

20/10/2025 Tissue Viability Nurse

Referral received for MASD to buttocks.

Visited Ward 12 to review patient. TVN Helen Meakin also present during review. Handed over verbally to W12 RN India. 

On examination: 

In bed on her back, mattress pump in situ though switched off. Pillow beneath her bottom. Wearing her own clothing. Not able to roll onto her side for examination due to discomfort from abdo drain, but was able to get out of bed easily and stand at bedside for assessment. Has pressure cushion on bedside chair for when she sits out. 

Patient reports mattress pump not working therefore had been switched off. She dislikes mattress and prefers to sit on the pillow because this feels softer to her. Explained that mattress is intended to be in contact with the patient and it will not work to redistribute pressure effectively if pillow etc is placed between patient and mattress. Discussed that the most effective way to protect from pressure damage is regular movement, if she is not able to lie side to side she can elevate each hip in turn using pillow beneath sheet to a 30deg tilt, and also she needs to regularly spend time out of the bed either walking around or sitting out in chair on pressure cushion.  

To the inside of both buttocks, she has red excoriated skin with some superficial areas of skin loss, appearance of MASD. Surrounding skin is normal in appearance and texture. No signs of infection. 

Patient reports when she was unwell in previous few weeks she had problems with urinary incontinence where she was unable to reach bathroom quickly enough. Not a current issue for her, she is continent and has been able to get to the bathroom. Using barrier cream currently and applying each day. 

Plan of care: 

To MASD at buttocks: 

Apply Mediderma barrier ointment each day after washing and drying skin

Reapply after cleaning and drying skin following any episode of incontinence. 

Nursing care:

Please obtain working mattress and pump for her bed and utilise these

Continue with regular skin checks and repositioning and document on SSKIN bundle

Please refer to DN on discharge for ongoing skin assessment and care		Staff to check and ensure that bed pumps are working.		Clinical Support and Specialist Surgery (CSSS)

		I17339		10/18/25		14:00		10/19/25		On attempt to disconnect TPN line from PICC - Component of IVI line A broken within lumen - preventing further access and sterile appliance of a green chlorhexidine bung				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		out of hours services - unable to contact procedures team 
Unable to manipulate component out of lumen 
Secured lumen within sterile pack 
Cannulation for ivi access 
Request team to step down TPN management to reduce risk of infection 
For removal of PIcc 
? disconnection technique		staff reminded to ensure PICC line is accessed correctly		Clinical Support and Specialist Surgery (CSSS)

		I17340		10/18/25		15:00		10/19/25		Medical bank nurse supporting ward on early shift
Whilst by the bedside I overheard the patient's family report concerns of new oxygen demand, confusion and RR to nurse, Who was unsure the reason for this. Est time 15:00pm
I escalated this to clinical fellow and review of News - 11:00am observations not escalated ( News 5 / 3 - in one parameter)		action was taken at the time by the nurse in charge who spoke to the nurse - reminded her of the correct escalation process		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Asked individual why this was not escalated - expressed that they thought escalation was only required if a news of 6 
reminded staff of correct escalation 
- review of bloods / fluid balance / bladder scan/ CBG/ medications ? opioids / confusion screen				Clinical Support and Specialist Surgery (CSSS)

		I17341		10/18/25		13:00		10/19/25		Pt admitted to AAU by ANP, no senior review completed (or documented), discharged same day, no discharge summary				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Finally approved		No Harm		No harm		10/29/25		Discussion with treating consultant

20/10 - CSSS Governance; A Med-Onc Pancreatic patient. Incident referred to NWS HPB service manager ?why Pt didn't get a senior review.

Im closing this incident as patient was a self discharge with the agreement that they returned the following day, this was overseen by Consultant on call as it was a weekend admission.  Patient would not at this stage require a discharge summary as patient returned as agreed and is still an inpatient receiving treatment.		None identified		Network Services

		I17360		10/18/25		05:30		10/20/25		INCIDENT REPORTED BY MFT: - Patient was for emergency radiotherapy on 17/10/2025 in Christies hospital for the 1st slot 
- Patient booked for transport early in the morning and left unit with CSW staff escort at 06:30 in the morning. 
- She was transferred to a ward after reaching Christies
- The radiotherapy has taken place only around 17:00 and throughout the day patient had to wait in Christies during this time. 
- At 19:00 CSW staff called ward to say Christies will not book transport				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hawkes,  Iain		Finally approved		No Harm		Low harm		10/21/25		- Transport booked by ward staff promptly in the morning and for return
- Delay in treatment and transport has caused severe distress for patient and family and when returned on ward had to have PRN medications for symptom management				Network Services

		I17565		10/18/25		09:00		10/27/25		Platelet unit ordered for the patient, not used and wasted.

Donation number: G072 425 046 769 K		to monitor incidents for any other issues		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Unit discarded.		Alertive to always be used between the lab and ward team		Network Services

		I17676		10/18/25		00:00		10/30/25		INCIDENT REPORTED BY TCPC : 
Patient returned from CCU without any clinical handover doctor to doctor.
Information pieced together from drug chart, nursing handover.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						datix submitted				Clinical Support and Specialist Surgery (CSSS)

		I17342		10/19/25		00:00		10/19/25		it was handed over thar pt has C2 from old soft set which has been removed and there is dressing on it.  family member showed me the picture 0f it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral done and is for 20/10/2025. is for MEDD ILL for tomorrow. 

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for wound to abdomen following removal of SoftSet for routine replacement.

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own nightwear. Needed minimal assistance to move in bed and remove/replace clothing in order to enable examination.

1cm x 0.5cm irregular shaped wound to her lower L abdomen. Wound bed is entirely white/yellow slough. Surrounding skin is normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage.

Plan of care:

To sloughy wound on lower L abdo:

Clean with normal saline

Apply Flaminal Forte to sloughy area

Apply Kliniderm foam border dressing

Change each 2-3 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17343		10/19/25		12:06		10/19/25		request placed for mscc treat and return, if pt not able to be transferred before 12pm could come following day.
pt arrived in xrt dept just before 12pm, bed on w10.
pt has arrived with no handover from AMU at MRI hospital, no escort and unsure if pt has return journey booked.
W10 will get handover from paramedic crew and ask about a reference number.
tried to call bed manager for repats and tertiaries and also amu at mri but no reply/response.
DMOC informed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Safety,  Patient		Incident being managed locally		No Harm						Christie staff creating transfer request for this patient did specify that the patient should attend with an escort and handover, and stating that transport should be booked by the ward the patient attends from.				Network Services

		I17344		10/19/25		11:21		10/19/25		Due cytarabine BD, no SACT delivered for 20/10 6am dose from trials; changed on IQemo from 'accepted' to 'shipped at 11.21', attempted to ring baxters and trials pharmacy to see if someone present who could help with the issue,  haem reg aware, on call pharmacist contacted for guidance, unable to give cytarabine in accordance to Iqemo prescription, patient aware of large gap between doses,		20/10 - Staff escalated to relevant medical team, pharmacy team made aware so chemos arrival could be prioritised for Monday morning. Ward manager spoke to trial pharmacist and an agreement was made with ward pharmacist that baxters would be asked to provide the Monday morning chemo on a Friday evening in future.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Brennan,  Naomi		Incident being managed locally		No Harm		No harm		10/20/25		On call pharmacist contacted for advice, haem reg and patient made aware				Network Services

		I17345		10/19/25		23:00		10/20/25		At 23:00. Skin assessment conducted. Suspected Deep Tissue Injury (DTI) noted on the bottom.
Assessment: This appears to be a new development; no prior documentation or observation of this condition noted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		No Harm						Escalated to the Senior Nurse in Charge on Ward 14. Patient repositioned safely in line with care plan. Pillow placed under affected area to offload pressure and prevent further skin damage. Patient's pressure-relieving bed pump is being monitored to ensure optimal function.
TVN comment: Not appropriate to review as she is too unwell and on end of life pathway.				Clinical Support and Specialist Surgery (CSSS)

		I17427		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		as per reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if their medicine has been re-dispensed.
Emailed the team and received a reply to say they will contact the patient to review.		Patients do not collect medicines from royal mail collection centre		Network Services

		I17429		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare Team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if the patient has had their medication re-dispensed.
Patient has picked up a further 3 cycles since.  Team made aware		Nil		Network Services

		I17380		10/20/25		12:00		10/21/25		A tumour block transferred to central lab for a clinical trial was not returned and, investigation revealed, has been 'discarded'. There is no evidence available to say that we gave permission for this to occur (at this time).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/21/25		Originating hospital were informed. Internal records updated.				Research and Innovation

		I17391		10/20/25		18:30		10/21/25		TSRT9 level 5 4k cf1d md12i
Radiotherapy prescription dose/# different to that on referral form and OP annotation with no updated information as to rationale of change/confirmation of change in dose/#
Patient attended for treatment (target patient) but no treatment delivered as clarification from clinician could not be sought.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Clinician was contacted at time of data prep when discrepancy between px and referral found and asked for annotation/clarification via email with no response
Patient attended department for first # of radiotherapy. B7 and B8 alerted 
B8 discussed with clinician via switch the issue and to seek clarification of whether to proceed on current plan however unable to confirm. 
B8 updated patient and apologised for delay and to attend the next day following confirmation of treatment plan 10# or 15#				Network Services

		I17367		10/20/25		12:48		10/20/25		21mls drug infusion
Started feeling faint/ 'Stars' in vision
Started coughing as was part way through eating which had now gone down incorrectly.		Actions and result of actions taken	
Infusion stopped
Emergency call bell actioned
Cold cap removed
Colleagues in attendance including Doctor
Hydrocortisone administered
Obs taken and stable
Further obs showed decrease in BP 250ml saline actioned.
all symptoms Settled within a few minutes.
Obs remained stable discussed with ORTC medical team to re-start as per hypersensitivity rates.
Patient fully aware of events, Will inform medical team via email and complete IRF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Drug stopped
Emergency buzzer called
Colleagues in attendance
Cold cap removed
Hydrocortisone given
Obs taken and recorded
Noted BP drop in later obs IVF commenced		Actions taken quickly - patient came to no harm.		Network Services

		I17368		10/20/25		19:00		10/20/25		**extravasation - no option to choose this
Patient had iv thiamine running through cannula to right hand - patient buzzed and reported some pain. Infusion stopped, hand appeared to be swollen around cannula site.		learning identified and to be added to next LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Tried to aspirate with 10ml syringe but unable to aspirate anything. Got extravasation kit and followed protocol. informed NIC, removed cannula. applied cold pack following guidelines, drew around the swelling site. explained to patient what had happened and elevated hand. Informed doctor on call for advise and to come and review.		to maintain good IV access, make sure careplans are being updated to ensure IV access is not being used post 7 days and following extravation protocol.		Clinical Support and Specialist Surgery (CSSS)

		I17369		10/20/25		18:00		10/20/25		2x oxycodone instant release capsules found in a cup on a epma trolley. Notified NIC. Spoke to nurse who had patient taking oxycodone IR capsules, confirmed that was what the capsules were. 
Wasted alongside nurse. Marked in CD book. Count remained correct despite drugs found. Concerned that a) CD drug discovered on ward, b) that potentially patient missed a dose, as count was correct, so drug was signed out and needed to be given to patient but wasn't				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Expiry date - passed/omitted/wrong		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/28/25		Escalated to NIC. Checked that it definitely was the drug. Safely wasted the drug.				Clinical Support and Specialist Surgery (CSSS)

		I17370		10/20/25		19:00		10/20/25		TSRT 9 level 3 13L, SB 13hh, MD13AA, CF1a,1b,1c,2c
Patient was initially set up (brain) with extension on harmony bed, origin position set but then realised after CMA moves loaded but before sent that the patient needed to be set up without extension on bed, patient reset up without extension on bed however the Harmony workflow screen was not reset so when the CMA moves were sent this resulted in an incorrect start position on the software resulting in the scan being taken at an incorrect isocentre position.

This was picked up on XVI scan as notable discrepancy in the sup/inf (longitudinal) direction

Patient reset up and rescanned.Apologised to patient and explained the set up was incorrect. Patient was very understanding				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Staff informed B7.
Repeat image authorised.
Apologised to patient.
Reset up and treated accurately.				Network Services

		I17371		10/20/25		16:30		10/20/25		Verbal abuse to nursing student by patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Abuse to staff from patient		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		NIC witnessed end of situation, patient flung sats probe towards the student, mouthed 'stupid b****' at her. Student said the patient asked her to throw away rubbish from his table then became upset and asked for it back.
NIC asked patient to stop speaking inappropriately and took student away from the situation, immediate debrief and support provided by supervisor and ward team.
Discussed again later on with patient to reiterate this was unacceptable - he apologised and asked to pass the apology on to the student, he stated he felt unwell today.				Clinical Support and Specialist Surgery (CSSS)

		I17372		10/20/25		12:10		10/20/25		Unwitnessed fall, patient fell out of bed, landed on knees. No footwear or socks on. Patient reports to have hit head. Pt safely got up out of bed with assistance of staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Learning response required		No Harm		Death				CBG checked 
NEWS2 checked 
1:1 nursing care put in place 
CBG checked
Medical team notified 
Family aware				Clinical Support and Specialist Surgery (CSSS)

		I17373		10/20/25		22:00		10/21/25		Stat oxycodone prescribed for pain as could not yet a subcutaneous PRN (prescribed 6 hourly). 
Stat oxycodone prescribed as oral, administered the same dose as subcutaneous in error.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Doctor made aware. 
Subsequent doses prescribed as subcutaneous. 
Datixed				Network Services

		I17374		10/20/25		00:00		10/21/25		TSRT 9 

Table compensation loss occurred due to other interlocks. 
Additional 2DkV pair imaging required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR aware, B7 informed and additional imaging authorised prior to exposure.				Network Services

		I17375		10/20/25		13:45		10/21/25		TSRT9 / EL3 / 13Z / CF1C / MoD 13I / SB 12C 13HH
Upon CBCT acquisition, radiographers realised that the incorrect pre-set had been prepped and used for acquisition.
4D M20 Abdo pre-set was used instead of a 3D.
The dose difference between the presets is an additional 0.1mGy. This is non-reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Radiographers escalated to band 7 during acquisition.
Band 7 reviewed image as it was still clinically useable.
The pre-set was immediately corrected afterwards in the imaging field.

Discussed with the treatment radiographers the importance of pausing & checking the image preset prior to initiating acquisition.
Also discussed with the radiographer that completed the image prep, had not intentionally chosen 4D preset & knew standard 3D was correct.				Network Services

		I17376		10/20/25		16:00		10/21/25		Patient due 1 pool plts. Arrived on ward checked with porter nil issues noted. Went to do bedside check with second checker and when we went to hang the bag noted ?small blood clots in bottom of  plt bag. Did not start transfusion (although on CWP care plan could not override this section).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Transfusion incident		Contamination		Component/product contaminated		Stansfield,  Emma		Incident being managed locally		No Harm						Returned pool to lab. Lab did not think any issues but re issued a new pool. Pool transfused with nil issues. Traceability completed on CWP and datix completed. Nil harm to patient and nil products wasted.				Christie Pathology Partnership

		I17346		10/20/25		06:50		10/20/25		Patient expressed discomfort at sacral area upon examination C2 formed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Incident being managed locally		No Harm						dressing applied Purpose T updated

20/10/2025 Tissue Viability Nurse

TVN service review following DATIX submitted reporting PU to buttocks.

Attended Ward 15 to review patient. TVN Helen Meakin also present during consultation, as well as patients spouse who was present throughout at his request.

On examination:

Lying in bed on his back, on a dynaform pro mattress with pump in situ. Wearing his own nightwear. Noted that he was sitting on several folded towels and a stack of dry patient conti wipes – wife explained that this was due to pain in his bottom and they were using these to make it softer for him to sit. Myself and Helen explained that the mattress surface is intended to be in contact with the patient and explained how it works, demonstrated the alternating air cells. Mattress pump switched from ‘firm’ to ‘medium’ which improved his comfort level. They agreed not to put towels etc underneath pressure areas.

NS report that he is continent at present, using urinal bottles/bedpan with assistance.

Initially he had declined an assessment of his skin as he wished only males to do this – escalated to WM Alice who will speak to other wards to facilitate male staff for personal care, skin checks, repositioning throughout today, and will also look at night staffing. Medical Illustration contacted by TVN and will send a male photographer later today as Mr Kamran not happy for female photographer who attended this morning.

As he was uncomfortable and sheets were creased, myself and TVN H Meakin asked if we could reposition him in the bed, which he agreed to. Sheets changed and moved up the bed using a slide sheet. After this, he said that he would be happy for us to see the wound on his bottom, which we examined in presence of his wife.

At the top of his inner buttocks, areas of irregularly shaped superficial skin damage to R and L side, in ‘kissing’ pattern. Appearance of Moisture Associated Skin Damage. No pressure damage visible at buttocks or sacral area. Did not consent to further skin checks at this time so other areas not visualised.

 

Plan of care:

To MASD on buttocks:

After washing and drying skin, apply barrier ointment to area of damage, and to surrounding skin at risk of MASD.

Following any episode of incontinence or if any other additional moisture, clean and dry skin and reapply barrier ointment.

Please obtain medical illustration when possible today, and repeat each 7 days.

Continue to use air pro plus mattress.

Continue with 2-hourly skin checks and repositioning.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17361		10/20/25		15:45		10/20/25		Noticed patient had cuts beneath their chin prior to fitting. 3 point beam directional shell used for treatment. Once shell had been fitted, it was identified that it was the mask potentially causing these cuts. Confirmed this with patient also as they stated they did not harm themselves outside of department. Shell made at Salford				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		10/28/25		Confirmed with treatment superintendent radiographer that mask was cause of the cuts beneath patients chin. Patient was happy to receive treatment at this time with mask in current shape and form and agreed to have mask reshaped and smoothed near affected area of chin to avoid this issue with future treatments.				Network Services

		I17359		10/20/25		08:30		10/20/25		tsrt9 level 5 5a cf1d md11a
Discrepancy noted at radiotherapy planning checks between 3 documents on CWP dated 3.10.25. Incorrect laterality had been highlighted and corrected at a previous stage. However, previous SACT, treatment history and staging were inconsistent with prior CWP entries. Incorrect laterality and treatment history duplicated on Patient Letter entry of the same date. Correct treatment history and laterality for the right breast documented correctly on Outpatient Clinic Outcome note.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5A Completion of referral for treatment (including incomplete referral or insufficient data or failure to communicate referral)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Highlighted the discrepancy to consultant's secretary via email and asked for correct documentation to  added to CWP - Outpatient annotation and Patient Letter entry to be updated. Christie Clinic patient.				Network Services

		I17363		10/20/25		14:25		10/20/25		Enteral tube type confusion - nil (medical) annotation of xray review.
Ward staff advised treating NGT as NJT - nil indication of Xray or medical review to support this - unclear where or by whom this was communicated.
No NJT monitoring chart at the bedside - NGT monitoring chart has only X1 record documented from 17/10/2025 - despite reference to checking aspirates
Nil evidence in medical notes of review of xray carried out 17/10. No evidence therefore that the tube tip is gastric vs jejunal				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						High risk ward staff have been using a NGT as NJT, not gaining or monitoring aspirates and therefore not monitoring safe gastric position. Could have precipitated a never event.

Patient declining feed, but nurse annotations on 18th/19th/20th clearly state NGT administration of medications - this does not correspond to verbal advice and handover annotation that tube was reviewed as NJT. Nil supporting documentation of aspirate monitoring to state safe to use NGT.

Discussed with PA agreed to treat and manage tube as NGT today, if on going issues to then reconsider need for formal NJT tomorrow.

Ward staff aware of need for bedside NGT monitoring chart and to record every aspirate both failed and successful.

Ward manager has removed reference to NJT in nursing handover.				Clinical Support and Specialist Surgery (CSSS)

		I17364		10/20/25		13:30		10/20/25		Contacted patient to pre-asses prior to chemotherapy tomorrow and she informed me she did not received her desensitising medications that she has to start today prior to her chemotherapy tomorrow. She is unable to collect them and does not have anyone else to do so either. She was told last week on the unit that they had not arrived from pharmacy and they would be posted out to her but they were not. 

PostedMeds (added to enable identification of similar incidents)		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		I apologised to the patient for not receiving them and informed her that unfortunately she would not be able to have her treatment tomorrow without having taken these medications. 
I consulted with pharmacy and a PEF on the unit and the plan was to defer the treatment until the patient had received the medication and had time to take them. The patient has asked to be deferred by 1 week so coincide with a clinic appointment with her team next week. 
I have deferred the script, asked pharmacy to post out the medications using our cost code and emailed the schedulers to give her a new treatment appointment

Pharmacy - as per the attached prescription, the patient was due for treatment on the 14/10, on ward 3. The medication was collected by a member of staff (see attached sign out sheet), at 10.44am (3 hours and 16mins before the patient was due treatment), along with medication for other patients who were due to receive medication on ward 3. 
Was there a reason the patient was not handed the medication then, instead of needing it posted out? Also, the prescription came back down to TCP on the 21/10, to then be posted out. However, the patient should have been given the pre-meds when they attended for treatment on the 14/10, as the were on the ward at the time. Transferred over to handlers at ORTC/W3		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		Network Services

		I17365		10/20/25		15:00		10/20/25		Patient on AACU booked for nephrostomy insertion, blue radiology care plan sent up to ward specifying IV access required for procedure.
Patient brought down to IPU radiology by radiology nurse as no porters available- blue radiology careplan had been left completely blank by ward staff and patient not cannulated. Caused significant delay to start of procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						Pre-procedure checklist completed by radiology nursing staff and US Guided cannula inserted by radiology nurse to allow sedation to be administered during the procedure.				Clinical Support and Specialist Surgery (CSSS)

		I17356		10/20/25		10:30		10/20/25		Wrong Details put onto CWP		Staff member realised this at booking in and re-requested, they asked IT to amend the report.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Asked IT for redaction.				Christie Pathology Partnership

		I17353		10/20/25		12:00		10/20/25		Patient arrived with hickman line not being flushed or bloods taken 3 weeks from the date of today according to him. I rang day unit to ask for advice and manager coordinator Ruth told me to proceed using the line, After following the guidelines and cleaning the area, when took out the dressing I noticed the line was bend so was decided and consent to not put a plaster as it needed to be straight, as I draw back first nothing was coming. However, when I tried to flush the line popped.		HCA referred to OH
Line removed from IPU		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Virology incident		Virology incident		Safety,  Patient		Incident being managed locally		No Harm		No harm				Escalated to Manager Hanna and was told to ring IPU in which I did and they ask to one of the nurses to fill a form so the line could come off. IPU came and clamp the line and after taking bloods peripherally patient went to IPU to get the line removed.
I am not sure if I should get bloods done immediately, I took a shower straight after it happened, it didnt came in my eyes but was in my face slightly, I washed straightaway		30/10 - appropriate steps and precautions taken  IPC measures were in line with policy, and to refer to stoke (Royal Stoke University Hospital) to haem outpatients to review incident and their practice in assessing lines.		Network Services

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities

		I17351		10/20/25		09:59		10/20/25		The patient attended outpatients for their appointment. No Request for a BSL Signer was sent to the interpreters email to request a BSL signer for the appointment. Received a call from the consultant in the department to say that the patient is in the department and awaiting a signer. I checked on Care flow to check whoever made the appointment should have sent a request for a BSL Signer. The member of staff who booked the appointment no longer works at the trust		- Unable to address error as staff member no longer at the trust.
- Reporter acted urgently to arrange a last minute BSL via teams.		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Interpretation issues		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		The consultant asked if we could do it over a video link. I sent a request to our Interpreter providers who came back with a linguist over teams. I let the consultant know in the department, and gave him the link.		- All interpreter request are shown in the outpatient outcomes. It is vital to be vigilant and book as requested for the next appointment to avoid situations such as this.
- Patients have active alerts on Careflow to highlight communication issues.		Network Services

		I17348		10/20/25		05:30		10/20/25		Attended to a noise heard from Janet's room. Found Janet sitting on the floor stating that she had slipped while trying to go to the bathroom. Pt had taken off anti slip socks, these were at the end of her bed. Observations recorded, Blood glucose taken 6.8mmols, GCS 15/15.Medics made aware and attended to bedside within minutes. Janet denies that she had not hit her had and had just slid on to her bottom. Patient denies any issues or pain just wanted to get back bed.		72 hours review completed.
Staff followed SLIPS, TRIPS AND FALLS POLICY. 
Medical reviewed: no head or any injury. 
Actions to come out of falls thematic review.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/21/25		Observations and blood glucose recorded. 
Medical team notified and reviewed.
GCS monitored.
Reassured patient.		Staff followed SLIPS, TRIPS AND FALLS POLICY.  Reviewed by medical team; GCS and NEWS performed; datix completed; care plans including falls and bed rails done.		Network Services

		I17503		10/20/25		17:07		10/24/25		Patient received a unit of RBC’s and the pre transfusion vital signs were completed one hour and 12 minutes prior to its commencement
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.		To escalate with ward manager
To follow up with transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		Reported to transfusion practitioners		NEWS and vital signs are to be completed accurately and on time		Network Services

		I17504		10/20/25		15:15		10/24/25		Patient received a x bottle of Albumin and the request number was documented instead of the batch number. 

Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/24/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04K049411				Clinical Support and Specialist Surgery (CSSS)

		I17459		10/20/25		16:50		10/23/25		Received a referral in the inbox on Monday 20th October from secretary. the email stated "Hi Gerben
This letter was on my desk on my return.  I’m not sure if you’ve already seen it or not, it does not seem to have been Christie registered yet it is a referral.
Please advise what you would like me to do with it."
Letter was dated 11th August and was not added on. Not sure if referrer sent it late or if was seen late.		- Secretary queried with consultant.
- Referral team processed urgently due to delay.
- Datix was submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Registered and actioned the referral as urgent and confrimed to the secretary that it has been added on and a DATIX has been done.		- Do not send referrals to the Christie via post.
- All external referrals should be sent via email to the-christie.new.referrals@nhs.net		Network Services

		I17451		10/20/25		10:50		10/23/25		Patient developed an urticarial rash approximately 10 minutes following the completion of a platelet transfusion.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/23/25		Medical review sought and chlorphenamine administered IV with effect.				External Other Trust

		I17456		10/20/25		12:51		10/23/25		Incorrect DOB on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17470		10/20/25		08:42		10/23/25		This patient's referral was triaged to a consultant in May 2025, and this patient's referral was then discharged from that consultant, and re-directed to another consultant, and this patient referral had still not been accepted, or appointed, nor had their referral been discharged in October 2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Forwarded email from Support Manager to my Deputy Service Manager to investigate and respond

RP - SM for DG1 to review -  It looks like this patient remains unaccepted so in a received state which would mean the patient has been sat on the consultant list without action. Bookings would have only seen this if it was accepted with comments added.
Please can you review ASAP and action. Then a plan on how these are managed going forward.

New Referrals raised datix as requested.				Network Services

		I17721		10/20/25		00:00		10/31/25		TSRT 9 
#8/10 electron
Picked up during switch on that only 1/3 calculations had been completed by a B6+, should be 2 as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11U Identification of responsible staff (appropriate training, competency, entitlement)		Shardlow,  Jemma		Incident being managed locally		No Harm						- B7 informed. 
- Calculation checked and correct.
- Proceeded to treat. 
- PDF document amended. 
- Discussion with staff involved. 
- DATIX submitted.				Network Services

		I17599		10/20/25		11:00		10/28/25		tsrt9 level 5 4i sb4b cf1d
paediatric patient from Ireland referred for CSI radiotherapy. Patient and family asked to attend the christie hospital for pbt planning asap prior to MDT meeting. At consultation family where informed that there was a query regarding weather patient was standard risk or high risk prognostic group. Depending on the grouping this would change treatment pathway. Family consented to pbt prior to MDT. MDT decision high risk so indicated chemotherapy not pbt.				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor / Oesophagogastric Research Team						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4I Choice of other concurrent treatment or interventions and their sequencing or timing (including patient selection criteria or referral criteria not met)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dad informed via phone call in Ireland by consultant after mdt. Arranged to have a meeting with consultant, Irish consultant and Family following day to discuss. Second radiology opinion sought from RMCH who did not agree with MDT decision and on balance of probability patient was to be treated as standard risk. Communicated this to family and planning scans delayed by 1 day.				Network Services

		I17486		10/21/25		10:30		10/23/25		Asked to speak to patients friend /NOK on the phone by IPU admin as she was concerned that patient  hadn’t showed up for her booked pre assessment appointment at 3 pm today to prep for her booked Nephrostomy Procedure on 23.10.2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Cox,  Margaret		Incident being managed locally		No Harm						Patient  was unable to come to the phone. Her friend described her as semi responsive and too unwell to come to hospital anymore. I reassured her friend I will try to get a plan in place and ensure patient  was reviewed. My concern was to establish urgently if this was because of her Hydronephrosis( moderate on discharge 2 days ago) or was she now approaching EOL? I noted Macmillan had tried to speak to Med reg earlier today.

16:47-Rang Consultant to discuss case and ask for advice was asked to ring Med onc Reg on call.
16:48- Allertive sent to Med onc on call -Message sent outlining concern re non attendance of appointment and unresponsiveness. Explained she hasn’t seen her Gp this week has severely deteriorated plus her bloods are trending severely downwards. I asked for advice.
17:30- I then called the GP practice to ask for an urgent visit to establish if we needed to expedite her appointment as the GP hasn’t been to review in approximately one week so I called the practice to request an urgent visit to establish if she needs to come in sooner or indeed focus on comfort measures. I left my mobile number, and they agreed to call me back.
17:39-Telephone call to DN team who know patient well. They said she is now approaching her final hours of life and is no longer appropriate to come to the Christie. Macmillan have called the Christie to discuss pain relief increase. The DN team also agreed to call her GP. DN team attend daily for syringe driver oxycodone. Carers QDS and her friend was staying 24/7.

17:44-Subject: Nephrostomy request message 
Sent To:  to Consultant re all of the above asking if we should cancel her request or not?
17:57-Response from med reg on allertive -explained she had to attend to a poorly patient. Explained she  had spoke to Macmillan this am and that she planned to  review her when she came in today at 3 pm. I then suggested we speak in person as it was urgent. Call initiated – I explained the above situation and the fact I needed to know what to do and unfortunately cwp had no plan outlined re 3pm assessment and nothing was communicated to Radiology. The Doctor explained patient  was not semi-responsive earlier today and she was concerned about her and stated she really needs to come in asap.I was then asked to ring the hotline to arrange admission but I asked if the Doctor could take over at this point. She agreed to ring the hotline to arrange blue light ambulance and admission.
 
18:18 HOTLINE call -called NOK due to altertive from MED onc to say patient needed urgent blue light ambulance arranging for nephrostomy ? ureamic encephalopathy patient semi conscious spoke to GP who was in attendance with Patient doing palliative care home team visit patient deteriorated ? app EOL GP feels comfort measurements are the priority at present GCSF 15 doesn't feel she has ureamic encephalopathy, feels not appropriate for her to come to the Christie patient has community teams in place, macmillan team and DN involved in ensuring comfort goals are met GP is going to discuss with patient and NOK goals for comfort SPR informed and happy with the plan
18:20-Still no reply from her GP at this point.

22.10.2025-7.58-Message response from  Consultant-Subject: RE: Nephrostomy request 
Sent To: Radiology Nurse
 It is very sad to hear of her decline. I believe the procedure should be cancelled for now though I think this query should be redirected to the medical oncology team  since patient  was being considered for 2nd line chemotherapy.
22.10.2025-7:58-Hi Dr ,
 I have been messaged about patients  decline. She was due to come in for nephrostomy change but is too unwell.
Based on this I believe she will not have second line treatment . She was supposed to be going back to med onc clinic on 28th for consideration of this.				Network Services

		I17455		10/21/25		12:34		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Samples should be properly labelled before sending to the lab		Network Services

		I17465		10/21/25		12:00		10/23/25		TSRT9/level 5/13F/CF1c/SB13F/ MD 13f

Left Breast #4/5
Pt for cardiac monitoring.
Radiographers did not wait for Medical team to arrive to monitor pt prior to switching on beam.
1 XRT beam delivered prior to starting monitoring.		monitroing in place for second beam
no harm to patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Pt checked by medical team and monitoring switched on for 2nd beam.
Pt medical review following XRT.
Pt clinically well, no concerns regarding pacemaker.
Medium risk on cardiac risk categorisation 
Radiographers educated on importance of following departmental procedures.		follow policy		Network Services

		I17493		10/21/25		17:50		10/23/25		Patient had a Cholinergic reaction to irinotecan; sweaty and stomach cramps		Symptoms resolved - treatment continued.

Will email team to change duration of treatment to 1hr30mins and to have atropine as default not optional..

Safety netted patient with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped treatment and administrated 0.25mg atropine		Nurses are all taught on UKONS how to treat this reaction.		Network Services

		I17514		10/21/25		15:36		10/24/25		Incorrect patient letter attached to an overseas patients email to request the immigration share code. I have attached the email and attachment to this datix.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Bryan,  Dwain		Finally approved		No Harm		No harm		11/5/25		Raised to management and completed Datix.		To be more careful when attaching files to emails.		Network Services

		I17394		10/21/25		15:40		10/21/25		TSRT9/ EL3 / 13I / CF1a CF1c / MoD13BB / SB13aa SB13ii

Offline review #1-3 stated to repeat imaging for remaining 2#'s.

Resetup required #4.
B7 did not realise resetup #1 meant that more than 2 additional KV images had been acquired over the 4#'s treated currently.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Whilst annotating additional image note B7 realised additional imaging exceeded 2.
Clinician emailed for authorisation.
Ensured annotation input from clinician before next treatment/image due.

Spoke to radiographer that completed offline review. It should have been escalated at the time of offline review that additional imaging due to resetup #1 would exceed 2 over the course of treatment.				Network Services

		I17395		10/21/25		11:50		10/21/25		Whilst checking on the patient it was noticed that his hands and palms were red.  He then reported that he felt hot and nauseous.  On closer examination his chest and upper arms appeared blotchy.		treatment stopped Chlorphenamine 10mg, administered under PGD
Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken
patient reviewed by acp J Booth;

- iv paracetamol and metoclopramide given after rescue medication.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		chemo stopped; clinical observations were taken; rescue medication given ( 10mg piriton and 200mg of hydrocortisone).  Unit acp was notified to review patient and give plan of care.				Network Services

		I17396		10/21/25		15:50		10/21/25		TVN review - classed C2 pressure damage				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Langstaff,  Alexandra		Incident being managed locally		Low Harm		Low harm				Nursing staff referred to TVN on identification of damage blister/C2 to left heel
TVN reviewed and classed as C2 and advised ward staff to datix. 
L heel blister was present on admission - NS state has burst during admission.
Also has blister to R heel and C1 marking to thigh ?from catheter.
Currently hoisted astx3, nursed in bed majority of the time, high BMI, lymphoedema. 
Added to turns chart and nursing handover, heel pro boots in situ, added to SSKIN bundle, medical illustration taken yesterday.				Clinical Support and Specialist Surgery (CSSS)

		I17397		10/21/25		08:20		10/21/25		Patient had a fall by M&S this morning, as I just happened to arrive a nurse was already helping her. I fetched a wheelchair and when the patient felt ready the nurse and I helped her into the chair and I brought her up to radiotherapy. She informed me her legs 'just went' and this has happened before.				The Christie NHS Foundation Trust / Other / Hospital Grounds						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		I passed this information onto the treatment staff on suite 2 and they agreed she needs obs and review as she knocked her head when she fell. The patient was happy with this plan				Other

		I17398		10/21/25		12:43		10/21/25		Patient had had 273mls of docetaxel administered as per hypersensitivity protocol due to previous reaction, complained of abdo pain radiating into back, lightheaded		Treatment stopped, appropriate medications given.  observations recorded, safety of the patient priority.
treatment re started, with further reaction.  treatment stopped 
 reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/22/25		Treatment stopped, observations recorded, 100mgs of hydrocortisone given under PGD, symptoms appeared to settle, pain improved. Reviewed by tACP, 1g paracetamol PO given under PGD.
Around 20minutes later patient reported symptoms returning, pain and nauseous. Further 100mgs IV hydrocortisone given. C/O chest discomfort - ECG completed and reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.				Network Services

		I17399		10/21/25		17:30		10/21/25		evidence of contrast on bolus tracking, scan triggered. Patient did not complain of pain during scan. PV scan suboptimal to checked patients arm after scan and there was evidence of extravasation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/29/25		apologised to patient, drawn around, cold compress given, picture taken, attempt was made to aspirate but very little came out. Checked images with HULA as patient was anxious over the diagnostic quality of the images. HULA assured repeat imaging with a new cannula was not required. 
Camera will be sent to medical illustration tomorrow, and will call patient tomorrow to check on status of swelling. No immediate concerns		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17400		10/21/25		14:00		10/21/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after.		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD
Patients symptoms then eased.

Actions and result of actions taken	
Sister  and staff nurse  first to attend, quickly followed by ACP and other ORTC staff.
Initial NEWS 9 (o2 89% = 3 using O2 = 3) - within minutes this had come down to 1 so outreach not contacted.

Nurse emailed team to prescribe desensitising medications for next treatment. Bloods and clinic booked for next week 27/10/25 so team can review prior to next cycle of chemotherapy.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after		More detail could of been documented regarding how many mls of treatment went though before he reacted and what the plan was regarding 
No updates on Iqemo to say that drug was partially administered.		Network Services

		I17402		10/21/25		19:00		10/21/25		TSRT9 Level 10J 5 SB10l 10J CF1c
Bladder pressure for abdomen belt not provided on scan sheet, assessment tab or patient site set up by pre-treatment staff. The ant Tattoo to belt measurement of 1cm that was provided did not match the 4cm difference on the acetate.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		Issues raised to superintendent.  Clinical judgment used to set bladder pressure with help from partial picture of pressure gauge from pre-treat on site setup.  B7 present for set up after and CBCT.				Network Services

		I17403		10/21/25		20:05		10/21/25		Incorrect Christie number entered on blood gas machine (patient KM). Unable to change number as machine had locked in result. Patient name deleted from test on gas machine- consequently test has not currently appeared on CWP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Digital Services / Transformation				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/30/25		Sample re-entered with correct Christie number (patient MW).

Out-of-Hours labs called. Confirmed they could also not see result on CWP. Not possible to add comment to result as it has nt appeared on CWP.

IRF submitted				Clinical Support and Specialist Surgery (CSSS)

		I17390		10/21/25		13:30		10/21/25		Cannula causing pain, 10 ml flush showed swelling when pushed slowly.		Extravasation managed appropriately, follow up call made, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Chemical		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/27/25		Infusion stopped 
Checked for flashback and flashback seen 
10 Ml flush used to check cannula, small swelling noted
Treatment clamped off and disconnected 
Aspirated cannula, blood seen.
Area marked and photographed with patient consent 
Flow chat D followed 
Heat pack applied for 20 min 
No swelling seen and area not red and patient expressed no pain. 
safety netted patient to contact Hotline A+E  if develops pain/ swelling or is concerned. 
Arranged to contact patient tomorrow AM to check on patient status.		Extravasation managed appropriately, follow up call made, no further issues reported.		Network Services

		I17388		10/21/25		14:00		10/21/25		Patient experienced symptoms like Warm and flushed during the Treatment infusion.		All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.
Treatment given
Medication given for drug reaction
Hydrocortisone 100mg, administered under PGD		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment stopped immediately. Clinical Observations were taken timely. All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.				Network Services

		I17405		10/21/25		14:00		10/22/25		94 year old admitted to IPU at 14:00 for excision of lesion of forehead under LA Plastics list. Known Type 2 on insulin. BM on admission unrecordable - high. Bloods (VBG) taken by IPU nursing team. Escalated to diabetic team (serum osmolarity, Christie Profile HBA1c requested) . Escalated to Plastics team and theatres. Reviewed by Plastics Registrar and 8 units of Novarapid prescribed. 
Second VBG taken - awaiting result. Plastics reg instructed IPU B6 to discharge patient as he "was stable".		Wider work ongoing regarding: who takes responsibility for surgical pts when their presenting issue is medical. Mr Oudit is in communication with Eva and Sekar regarding this. New SOP to be created in regards to the management of surgical patients going to medical.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Smith,  Lydia		Finally approved		No Harm		No harm		11/4/25		IPU B6 team disagreed with management plan and stated they were not discharging the pt.  

No results obtained from 1st VBG - results failure on machine. Escalated to IPU B7 (interviewing at time). 2nd VBG  - lactate 2.2 K+6.2  Glucose recorded as ?. Capillary BM recorded now at 32mmols. Ketones 0.6 on AAU machine. Plastics Reg stated he had consulted Surgical Reg on call and he would review these results. Plastics Reg left duty. Surgical Reg on call unaware of pt after being consulted by IPU B6. Management plan obtained from Surgical Reg on call - escalated to Consultant, escalated to CCU and patient transferred to AAU at 19:45 following further novarapid, calcium gluconate and IV fluids. BM 29.7 on transfer.				Clinical Support and Specialist Surgery (CSSS)

		I17377		10/21/25		08:44		10/21/25		TSRT9/ 13AA/ Level 5/ SB12G/ MoD 13I/ CF1c/
Systematic review not scheduled for after Ph2 #1 as per PR3.69.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 regarding no anno, proceeded to use 2D as per B7 authorisation
Systematic reviews scheduled correctly apart from missing post #1 as Same ISO as Ph1- incorrect process.				Network Services

		I17383		10/21/25		10:45		10/21/25		TSRT9 / EL3 / 13I / CF1B / MoD 13BB / SB12C 13HH
Incorrect image preset selected at treatment prep stage.
Head and neck S20 should have been used, M20 selected.

1.7mGy dose from H+N M20 compared to 0.8mGy for S20, additional dose of 0.9mGy.
This is not reportable		The radiographer that completed the image prep has been involved in a similar incident regarding another image prep. They have been undertaking a lot of treatment preps recently & therefore this should be closely monitored. I have spoken with them about both incidents & educated them on the selection of appropriate image preset selection.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 after #1
Image preset changed in imaging field after assessing treatment volume on CBCT.

Discussed with treatment radiographer the importance of pause & check that appropriate imaging preset selected prior to initiating exposure.
Discussed with radiographer that had completed image prep, they believed an M20 would be better for TV visualisation inferiorly. Reviewed CBCT & discussed that S20 would still have been sufficient. We would standardly select S20 & then review if not sufficient to escalate for consideration of M20.				Network Services

		I17384		10/21/25		11:48		10/21/25		Patient had a rate increase retuxamab infusion. 
Second rate was given @ 692ml/hr instead of 112ml/hr due to human error, I incorrectly put the time in the pump and after correcting this did not double check the rate (which had been changed due to the automotive system on the pump). 
Communicated this to the pt who reported feeling well in self, he was understanding of the situation and was incredibly understanding.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Donovan,  Helen		Incident being managed locally		No Harm						Started treatment at increased rate @ 11:30, noticed incorrect rate @ 11:48. 
Stopped treatment and communicated to pt what happened and apologised. Checked if pt was feeling ok, which he reported he was.  Spoke to NIC TP who advised me to call the research team. Called CRN Joanna who said for me to keep an eye on the pt and repeat obs. Obs repeated and all ok, so go ahead with treatment.
Recorded timings and will record on SACT careplan and IQEMO				Research and Innovation

		I17386		10/21/25		10:00		10/21/25		tsrt9 level 5i cf1d md12a sb5i
PPM not acknowledged on booking form				The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Email to cardiac devices for more information
Phone call to Bolton cardiology for further information and highlight end of treatment check
Pacing dependent therefore treatment site switched to allow for monitoring

Patient Safety - please reassign not for R&B - is for DG1 as clinician would have completed radiothx form?				Network Services

		I17379		10/21/25		09:30		10/21/25		2 x surgical patients discharged from inpatient ward. Both required TWOC appointments on IPU. No booking requests sent and patients just arrived onto IPU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Dale,  Emma		Incident being managed locally		No Harm						Patients clinically required TWOC on the day of arrival onto the Unit and therefore patients had to be added onto the TCI for IPU despite already high activity for that day. TWOCS performed.				Clinical Support and Specialist Surgery (CSSS)

		I17411		10/21/25		16:44		10/22/25		Lab number 2666298. Incorrect hospital number on form. Sample rejected on synergy  accidently put -1 in CEA field.  -1 result wasn't realised until a day later.  Consequence result went over to CWP patient record.   Training error.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Incident being managed locally		No Harm						Error logged.  Fbc already on analyser so results remove from analyser - hadn't gone over to CWP. Serum removed before it went on analyser. Duty biochemist informed.  Results redacted from CWP.				Christie Pathology Partnership

		I17424		10/21/25		12:00		10/22/25		TSRT9/level 3/ 13L/ CF 1C/2C;/MD 13i/ SB 13i

*Patient set up to isocentre using SGRT then moves to isocentre applied again via CMA
*Geographical miss requiring repeat XVI
*Additional dose to pt =5.3mGy
*Non-reportable		corrected prior to treatment

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		*B7 called to review XVI
*Treatment radiographer realised error from imaging
*Repeat XVI approved
*Pt set up again
*Picked up due to daily imaging		staff to be aware and folllow protocol		Network Services

		I17417		10/21/25		13:30		10/22/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Come out of the room to image the patient. Patient in breath hold for CBCT and needed a break mid-scan. Interrupted the beam as normal at 14.6 degrees gantry angle. XVI returned a treatment error and give us the option to review the image as though the entire scan had been acquired (image due to end at 20 degrees). Patient therefore needed another CBCT.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Band 7 and engineers contacted. Engineers photographed error message and closed out of XVI. Chose to do a test scan to see if the same issue happened again. Patient was able to get  back on the bed and had treatment without any further issues.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		Network Services

		I17616		10/21/25		14:30		10/28/25		Had appointment booked on 21/10 14:30 at Macclesfield, was phoned the day before and given the appointment details. Arrived at Macclesfield and there was no appointment on the system to book into as this had been cancelled by the team at main site who had phoned the patient the day before with the appointment but the patient had not since been told this was cancelled.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Incident being managed locally		Low Harm						Macclesfield reception team spoke with the clinical team and the secretaries, explained the situation and they agreed to see the patient in clinic. The patient was very distressed to find out the appointment was not on the system at first so appreciated the Macclesfield team being able to solve the problem and be seen.				Network Services

		I17575		10/21/25		12:00		10/27/25		Endoscopy report had to be edited after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report on CWP- one is correct and one is incorrect and needs redacting. Completing datix for tach bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						Endoscopy manager aware.				Clinical Support and Specialist Surgery (CSSS)

		I17444		10/22/25		17:50		10/22/25		TSRT9 level 5 SB10l10J CF1c
civco matress omitted from RTP site setup information				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		b7 asked to attend setup for patient. #2/10 right knee. Discrepancy in table height from planned height and had to adjust ~1.8cm to set ANT FSD. On review of RTP information and plan it was noted that patient should have been on a civco matress. patient resetup with matress in place and civco added to site setup				Network Services

		I17428		10/22/25		14:30		10/22/25		Seen pt at 15 min checks. Obs stable.  PVC area checked and intact. Pt buzzed around 10 mins later that arm was hurting. Saw pt had a big lump from where it has extravasated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Scott,  Sabrina		Incident being managed locally		Low Harm						Blood stopped. Senior nurse and dr made aware. Area drawn round. Dr reviewed. Blood aspirated by colleague. Transfusions nurses made aware. Advised not to put heat on. Labs and blood bank made aware due to needing another unit.  PVC was inserted by ultrasound guide. IPU called for urgent picc line. Pt being admitted for monitoring. Extravastation careplan completed.				Clinical Support and Specialist Surgery (CSSS)

		I17446		10/22/25		17:45		10/22/25		Dressing around cannula noticed to be wet whilst IV SACT running. IV SACT paused. Slight swelling noticed to round cannula site.		All appropriate actions taken once incident was identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/28/25		IV SACT paused. Informed NIC & ward dr. Extravasation flowchart for specific chemotherapy obtained & followed. On call Dr informed. Attempts to withdraw from cannula with nil output.  Cannula removed and sterile gauze applied and surgical marker pen used to circle area. Cold pack applied as per protocol and will.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17447		10/22/25		16:00		10/22/25		TSRT9 level 5 19a sb19a cf2d md13a
Noticed #1 IRMER dose/# not christie protocol. Dr informed us that the CL3 07 document is just not updated yet and it will soon be protocol, however for now old IRMER voided and new IRMER completed by consultant. This was missed during prep checks. Patient was in the department for 3 hours before getting treated although this was mostly due to waiting for her consent.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1				Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Band 7 informed. Doctor had just consented patient. therefore, amended IRMER appropriately.				Network Services

		I17448		10/22/25		19:00		10/22/25		pt had MASD- unfortunately now developed to c1. doesn't often mobilise as feels ++dizzy when walking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Incident being managed locally		Low Harm						dressing applied. informed NIC. assisted pt to lie on side. informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17449		10/22/25		20:00		10/23/25		Admitted with cat 1 pressure sore x3 2 on left buttock and 1 on right buttock with red sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Informed sister in charge
On an air mattress
Patient declined dressing to be put on
Referred to TVN
Datix				Clinical Support and Specialist Surgery (CSSS)

		I17450		10/22/25		20:30		10/23/25		Patient found on floor in side room, had an unwitnessed fall. Large haematoma to forehead, fractured nose, bleeding from nose, forehead and ex cannula site - cannula fell out during fall. 
Patient reported she had tripped from the bathroom and crawled out to the bedspace. On the floor for approximately 15 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Perry,  Liz		Learning response required		Moderate Harm						Fast bleeped on call doctor for review. Applied pressure to patient's nose and bleeding settled. Observations taken, NEWS2 score 8 at time of fall. Clinical Night Practitioner, On call Dr and nursing staff assisted patient into bed. Neuro obs completed as per policy. CT head and facial bones completed. Confirmed nasal bones fracture. Bloods taken as requested.				Clinical Support and Specialist Surgery (CSSS)

		I17430		10/22/25		12:00		10/22/25		TSRT9/level 3/13R/CF1d/SB13i/MD13i

#18/20 VMAT Prostate M10 filter
Additional dose to pt = 7.9mGy
Blue triangle immobilisation cushion used under knees for XRT set up instead of Orange knee bolster.
Radiographers realised during Image review due to poor XVI match (large corrections)
Escalated to B7

Additional dose to pt = 7.9mGy
First Occurrance - Non-reportable		correct immobilsation used 

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Unable to achieve satisfactory PTV coverage
Site Set up checked - immobilisation incorrect.
Pt re-set up & re-imaged.
Additional XVI approved under protocol.
Treatment delivered correctly.		staff to ensure they use and communicate the use of th ecorrect immobilisation		Network Services

		I17431		10/22/25		11:50		10/22/25		Patient experienced facial and chest flushing 10 minutes into Paclitaxel infusion.
Patient also complained of abdominal discomfort/bloating. 

Incident at Bolton Churchill Unit				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Paclitaxel infusion stopped. Observations checked and satisfactory. 
PGG followed- 10mg chlorphenamine and 100mg hydrocortisone IV administered. 
Patient monitored for half an hour and all symptoms settled and resolved. 
Paclitaxel infusion completed following reaction protocol at titrated slow rate and with no further issues.				Network Services

		I17432		10/22/25		15:32		10/22/25		the patient was on a slow rate docetaxel on his 1/2 rate when he suddenly started feeling hot and became flushed.		Patient reviewed  on ORTC as reacted to slow rate docetaxel, similar to previous reaction he felt hot and became flushed. No pain noted.

Treatment stopped and 100mg of hydrocortisone given, Not for further treatment today. Will need to go back through clinic to see about a change in treatment. Only 5 days of filgrastim given to take home as he only had a small amount of the drug. Not given dexamethasone pre meds to take home.

When symptoms settle can go home. Team and schedulers to be emailed to arrange clinic appointment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		treatment stopped, 
100mg hydrocortisone given 
ANP on unit informed		Processes followed and ANP reviewed on unit swiftly.		Network Services

		I17433		10/22/25		11:50		10/22/25		Patient's partner alerted a nurse walking past that the patient had sudden back pain during SACT infusion.		Reviewed by doctor on the unit - no concerns - rechallenged on hypersensitivity protocol and was stable.

 Team emailed to amend the script for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/31/25		Infusion was stopped and hydrocortisone administered. Observations were taken. Dr was informed and came to review the patient.		Thank You for reporting this incident. All process followed and patient safely finished their treatment. 

Team made aware so changes can be made to script.		Network Services

		I17434		10/22/25		11:00		10/22/25		Discovered DTI located to left heel.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Spooner,  Jennie		Learning response required		No Harm						TVN referral, pressure relief provided. Elevated heels. Patient requires a pump for mattress. Medical illustration done. 
TVN review 22/10/2025
On assessment, she has a small DTI to her left heel, approximately around 1cm circumferential. She herself was positioned on her side during assessment.

Management plan

Elevate the heel on repose wedges/if no repose wedges to use pillows to elevate the heel.

Attach the mattress pump to the mattress 

Medical illustration photo today

Datix the incident as DTI.
29/10/2025: TVN update
Reviewed Photo on PACS from the 27th prior to discharge.
DTI is resolved and downgraded to Cat 1.				Clinical Support and Specialist Surgery (CSSS)

		I17435		10/22/25		14:08		10/22/25		During Paclitaxel infusion, the patient reported he got a little bit hot feeling and light headache after 25.2 ml infused.		Team emailed to change script.

NEWS2 - 0 throughout.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		The infusion was stopped immediately and observations were taken and marked at CWP. hydrocortisone 100mg given on 1409. The patient remained alert and claim.		paclitaxel reaction managed well 

Patient went on to have her next treatment at a slow rate and managed fine.		Network Services

		I17436		10/22/25		13:10		10/22/25		Patient became more flushed than baseline after having 82mls of Docetaxel.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		Low Harm						Patient had arrived flushed as a side effect of steroids. Nonetheless felt she had became more red and when asked said she felt hot but this could sometimes happen even when at home. Infusion stopped, hydrocortisone and chlorphenamine give, observations taken, and patient rechallenged successfully following sensitivity protocol.				Network Services

		I17437		10/22/25		15:45		10/22/25		Contacted by patients sister who claimed her brother had requested pain relief at 9am this morning and had not received any until 1430pm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Scott,  Sabrina		Finally approved		No Harm		No harm		10/23/25		Spoke with nurse who was caring for the patient, who explained that regular medications had not been prescribed, hence why he had waited so long, she had asked for the medications to be prescribed and had asked 3 times before an ANP had prescribed some.				Clinical Support and Specialist Surgery (CSSS)

		I17439		10/22/25		11:30		10/22/25		Called ward at 08:00am  to notify patient’s platelet count was 43 (FBC at 4:54 am). Informed them that patient urgently needs platelet transfusion before procedure and to recheck platelets, as consultant agreed procedure only if platelets >50. Ward confirmed platelet transfusion expected at 10:30 and was advised to start immediately. Later called ward again; patient was being transfused 11:30 but bloods still needed checking. Consultant cancelled procedure as platelets was not stable.		Reallocate to JR		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Robertson,  Jane		Incident being managed locally		No Harm						The ward was contacted to inform them that the procedure was cancelled because the patient was not ready on time and the consultant was occupied during the afternoon session. It was explained that the clinical decision to cancel was made by the consultant and had been previously discussed with the haematology consultant a week earlier regarding platelet requirements. 
The endoscopy manager, nurse, and consultant had all repeatedly emphasised to the ward the importance of completing the platelet transfusion as early as possible on the morning of the procedure day and was consistently following up with the ward throughout the morning of the procedure. 

The ward was advised to speak to the on-call consultant if they wished to proceed with the procedure on the same day, as there was an afternoon list available; however, it was managed by a different endoscopist with other commitments. The on-call consultant later confirmed that no endoscopist was available that afternoon and instructed the ward to submit a new request using the endoscopy booking form.
The ward was reminded of the importance of timely platelet transfusions to avoid similar issues for future scheduled endoscopy lists.		Recommendation - if a specific threshold is required, they not only need to prescribe/hand over to the nursing team, but they need to communicate with blood bank to assure they have the required blood products available on site.		Network Services

		I17440		10/22/25		15:15		10/22/25		Initially pt reported that pins and needles in his arm - heat pack and a warm drink provided.  Then pt told me that pins and needles are spreading to his feet and in the right arm as well as left arm. Another heat pack and warm drink provided. As no effect -Treatment paused at 549mls infused (40mls left).		NEWS2 3 - then decreased to 1 
Registrar from patients team contacted patient following  incident during last treatment. 

Contacted by chemo nurses re symptoms during last treatment.

Reviewed Sx and d/w Consultant - impression is of cold related dysaesthesia and laryngeal dysaesthesia rather than a hypersensitivity reaction. Advised to increase oxaliplatin duration to 4 hours.

D/w patient - explained update as above. He is currently feeling well, managing three meals a day. No skin toxicities from capecitabine. Remains independent with ADLs. Paraesthesiae now only intermittent upon touching cold surfaces. He is aware to wear gloves.

He is aware of his next F2F f/u on 11/11		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Concerns escalated to ACP who came to review pt on ORTC. As per ACP symptoms to be treated with reaction medications. NEW2 completed. At 15:17 Hydrocortisone 100mg IV administered under PGD by RGN. At 15:18 IV Chlorphenamine 10mg administered under PGD by RGN. At 15:24 pt complained of laryngospasm in the neck, tingling in lips.  At 15:25 another IV 100mg Hydrocortisone given under PGD by Sister. Heat pack applied to the neck. Warm drink provided. NEWS2 completed. 
At 16:18 - pt reports that now symptoms have resolved. NEWS2 completed. Please see NEWS2 chart. I have asked ACP to review pt prior to him going home. ACP has also acknowledged the NEWS2, happy for the pt to go home. ACP indicated that pt does not require to stay on the ORTC for any longer. Pt aware and happy to pick up desensitisation medications from the dep 14. Aware to call the hotline if feels unwell.		Thank you for reporting this incident. Patient was followed up and treatment plan made. Patient has clinic appointment on 11/11. Desensitising medications posted out. Team will confirm if patient needs these or not.		Network Services

		I17441		10/22/25		17:30		10/22/25		TSRT9 / EL3 / 13Z / CF1B CF1C / MoD13I / SB13AA
#3 it was noticed M15 would have been sufficient but image was prepped with M20.
Additional dose of 2.4mGy over 3 CBCTs. Not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Image prep changed to M15.

Feedback provided to radiographer that had completed image prep & staff that had treated/imaged #1-3.				Network Services

		I17419		10/22/25		13:00		10/22/25		TSRT9 / EL 2 / 13AA / CF 1C / MoD 13BB / SB 13AA
Escalated to B7, during offline review #1-3, disagreement with match applied #1.
#1 match applied +0.4 on Y.
Offline match -1.7 on Y.
This is a difference of 2cm compared to the correct match.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to physics who advised that as the difference is less than 2.5 times this is not classed as a geographical miss. Therefore not reportable.
Asked radiographer to rematch image and discussed offline.

Clinician informed. Likely to have some clinical impact as the treatment was planned with tight margins, therefore the inf aspect of the TV will not have been included in the treatment field #1.
Clinician will follow-up with the patient as per standard follow-up post treatment. Clinician will inform the patient of error at this appointment as per Duty of Candour.				Network Services

		I17420		10/22/25		08:00		10/22/25		tsrt9 level 5 4j md13a sb4j cf2d
Patient was consented in clinic for radiotherapy on 7/10/25 as annotated in CWP but consent form had not been scanned in. This was noted during treatment prep process and				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Patient was contacted to ask him to bring his copy in. The patient advised that he probably wouldn't be able to find it. Message was sent to the consultant and attempt made to call the secretary who to see if form could be retrieved with no success. Clinical team were contacted on patient arrival and patient was re-consented before #1 commenced				Network Services

		I17425		10/22/25		10:00		10/22/25		tsrt9 level 5 5k md12 sb5k cf1d
During the data input for the patient it was noticed that the annotations on CWP stated 5 fractions of radiotherapy when this was cross referenced with the IRMER there was a mismatch. The IRMER stated 15 fractions this was later clarified with the Dr who confirmed the patient was for 5 fractions however this caused a delay to the patient as they were originally planned for 15 fractions so the treatment had to be replanned.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dr was notified of the mismatch between fractionations, pt plan was replanned for correct dose and fractionation.				Network Services

		I17423		10/22/25		13:00		10/22/25		Fall at lunchtime today, mechanical fall, says he slipped on slippers and lost balance. assisted back onto chair by x3 nursing staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Scott,  Sabrina		Incident being managed locally		Moderate Harm		Low harm				Observations taken. Dr has reviewed. No visible trauma to head or bleeding. Slight bump to R side of head. Alert and orientated, no loss of consciousness, GCS 15/15 PEARL. Attending CT head. To transfuse platelets later this afternoon.				Clinical Support and Specialist Surgery (CSSS)

		I17414		10/22/25		11:42		10/22/25		TSRT9 LEVEL 5 19A sb19a md12g cf2a
At treatment prep- clinical treatment protocol "Wilms"  not evident on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		PX, RTQA forms, annotations are accurate, therefore proceeded to treat.				Network Services

		I17410		10/22/25		10:30		10/22/25		TSRT9

Patient setup on D-Max couch top (should have been KVUE couch top).

Identified partway through XVI acquisition - scan manually interrupted.

Additional dose to pt = 0.7mGy. 46/650 frames delivered.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Image acquisition manually interrupted by treating rads.

Escalated to B7.

Pt resetup.

Additional image justified in MOSAIQ. Pt reimaged + treated correctly.				Network Services

		I17407		10/22/25		03:00		10/22/25		At approximately 03:00, patient was found on the floor beside the bed attached to IV pump, no dislodgment observed  The patient was alert and conscious and seen in a seated position on the floor.  I asked what happened and the patient reported that she had attempted to go to the toilet and had slipped. I accessed and asked patient if in any pain, patient denies pain, observation taken. a commode pan was provided passed urine and patient was assisted back to bed and made comfortable.		learning identified and will be updated on the next LFI.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		A full set of observations was taken and recorded,  NEWS score of 1. The patient denied any pain when questioned. I accessed for signs of bruising or swelling and non observed.  NIC informed of incident. Patient was reminded to use call bell for assistance when needing the toilet.		follow post falls protocol accurately. 
document footwear
check CBG post fall 
Alert medical team for review asap		Clinical Support and Specialist Surgery (CSSS)

		I17408		10/22/25		09:21		10/22/25		I received a phone call from a patient which contained questions that needed to be passed onto the team. I included them correctly as recipients but the patient was also querying his radiotherapy treatment. I CC'ed in the radiotherapy bookings team but accidently miss selected the correct email address and so I CC'ed the radiotherapy bookings team from Royal Marsden rather than the Christie.		I have advised the staff member to help reduce the risk of sending emails to the wrong recipient, staff are encouraged to change their default address book in Outlook from the Global Address List to The Christie. The details of how to do this is on HIVE and i have signposted her to these instructions.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I resent the email including the correct radiotherapy bookings team and urgently emailed the team at Royal Marsden to advise that the email had been sent to them in error and to please disregard it immediately.		to check all email addresses when sending an email.		Network Services

		I17404		10/22/25		03:30		10/22/25		Patient AX1 due to being unsteady on feet. On the way back from the bathroom he held onto the door handle, making the door open quickly, which made him loose his balance. He was assisted the the floor with member of staff assisting him. He landed on his bum, did not hit his head.		Importance of repeating Moving, Handling and Falls risk assessment post fall and completing lying and standing blood pressure on admission to be fed back to all staff on AAU.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		AX3 to get him standing up from the floor, walked back to bed with assistance. 
Skin on back/bum checked, no new damage to skin (Has existing C2)
Drs informed, not concerned - to recheck L/S BP in mane. 
Pt knows to use call bell if he needs assistance.		From findings appears a mechanical fall (accidentally leaning on unlocked door handle) occurs. The patient risk assessment is completed with 6 hours of admission and is deemed a significant falls risk. Previous falls, low sodium, visual impairment, fatigue+++. Patient is nursed in highly visible bed space. Patient required assistance to mobilise across admission and uses the call bell. The patient is supervised at time of incident, no harm to patient. Patient does not hit head and receives a medical review within 12 hours as per Management of an Inpatient following a fall algorithm.  

Learning to be disseminated to AAU staff regarding repeating Moving, Handling and Falls risk assessment post fall. Lying and Standing blood pressure not taken on admission due to fatigue+++ and mobility issues.		Clinical Support and Specialist Surgery (CSSS)

		I17512		10/22/25		15:04		10/24/25		Patient received a transfusion and no 1st or 2nd independent checks, starting information or outcome completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17466		10/22/25		17:45		10/23/25		tsrt9
Mechanical error with the machine. Patient was lying on the bed waiting for the beam for a long period of time, pt was struggling and asked to come off the bed while engineers were sorting error within the machine. Once the error had been fixed patient resumed remaining treatment but this required an additional image. Additional image was authorised by band 7 and image review form was completed - pt completed remaining treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Patient was taken off the bed and allowed to sit up and have pain relief. Once fault was fixed pt resumed remaining treatment with extra imaging authorisation from band 7.				Network Services

		I17467		10/22/25		09:00		10/23/25		Donor letter not completed on 21/10 which was the clearance deadline for the anthony nolan paper work (including letter) to be returned to the registry.
Clinic letter not authorised on 22/10
Clinic letter not ready on CWP until 23/10

NM 27/10/25 this was a medical delay, doctor refusing to complete it when it needed to be done, which requires review.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Robertson,  Jane		Incident being managed locally		No Harm						Apologised to anthony nolan for the delay				Network Services

		I17468		10/22/25		16:00		10/23/25		TSRT9
mechanical issues with the machine, multiple interlocks and no beam available resulting in patient coming off the bed and requiring additional imaging 
(2 x 2D pairs)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		called MCR and requested estimate of timings to resolve the issue, large amount of time provided, B7 informed and patient informed and decision made to get patient off the bed				Network Services

		I17452		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		Low harm		10/23/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17453		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		11/3/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17460		10/22/25		18:00		10/23/25		tsrt9
Breakdown across all gantries - problems with energy? 
Pt off bed as ++time in mask, paed, #3. Had already had CBCT and 2D pair. 2 beams out of 6 delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Assessed need for CBCT as due to be on weekly pathway after #3 however sinus filling etc issues present, opted to repeat both CBCT and 2D w/superintendent. Auth'd by band 7.				Network Services

		I17461		10/22/25		10:35		10/23/25		TSRT9 / Level 3 / 11j / MD13jj / SB11t / CF1b / CF1c
Due to a large lateral shift; the gantry doesn't have clearance to get to the G195 beam. 
Additional 2DkV will be taken each fraction as treatment couch will need to be move to achieve clearance.		Email sent to team on 24/10/25 and to be discussed in physics meeting on 31/10/25 highlighting the importance of considering gantry rotation in isocentre placement.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Planning room (second floor)						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Lowe,  Matthew		Finally approved		No Harm		No harm		10/24/25		Superintendent/ planning informed. Plan of action formed to continue treatment,		Treatment planning staff should be vigilant about gantry rotation when planning treatments with isocentres away form the centre of the patient.		Network Services

		I17462		10/22/25		13:20		10/23/25		TSRT9
Transcribing error on PTP scan record, measurements for setup do not match the patient setup photos. Noted and updated prior to any imaging. #1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		B7 informed, both documents checked and correction made on PTP scan record to match the setup photos, when setting up patient the measurements from the setup photos were used.				Network Services

		I17463		10/22/25		09:00		10/23/25		Clinic letter not ready to send with DKMS donor clearance on 17/10/2025. 
Clinic letter was not available on CWP to send until 22/10/2025				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Robertson,  Jane		Incident being managed locally		No Harm						Consultant asked to complete the letter ASAP
Apologised to DKMS for the delay				Network Services

		I17487		10/22/25		20:20		10/23/25		When calculating Pregabalin dosage this morning for patient (should be 170mg in 8.5ml) I noticed that the previous dose written in the controlled drug book was incorrect and it was written 170mg in 7.5ml. 
Concentration of Pregabalin is 20mg in 1ml hence patient has been given an incorrect dose (less than prescribed).		learning identified and added onto next LFI to ensure RN double check when doing CDs.
conversation carried on with RN who previously gave incorrect dose.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Duty of candour completed. 
Correct dose of Pregabalin administered this morning. 
Spoke to CPE on the ward regarding the medication error.		x2 RN to check dosage properly and to do calculations together.		Clinical Support and Specialist Surgery (CSSS)

		I17489		10/22/25		15:36		10/23/25		Treatment expired prior to administration to patient
Patient reviewed in clinic 09:10
Green hand completed on iqemo @ 09:50
Go ahead given 11:02
Patient handed over to CRF 11:30
Treatment ready at aseptics 12:00
Research team called CRF to highlight treatment ready and 4 hour expiry at 14:45
Call from CRF that treatment had reached expiry 15:36				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Pearson,  Sally		Incident being managed locally		No Harm						Discussed with aseptics to enquire about capacity to make same day - no time available - added to Thursday PM list
Spoke with patient to apologise and arrange rebooking appointment.
New treatment chair and transport arranged. Requested new prescription.
Patient attended 23/10/25 for treatement.
PI notified.				Research and Innovation

		I17471		10/22/25		13:00		10/23/25		Dysphagic patient was discharged from SALT after he opted to 'Eat & Drink at risk'. AAU 
22/10/25 Nurse attempts to re-refer patient to SALT but this was rejected so I emailed SALT team to request they give guidance to ward team on safest textures/feeding strategies & swallow exercises to aid patient's rehabilitation .
SALT declined further input this week & highlight that AAU Doctor is making decisions about Pt's oral intake believing his swallow is safe following his own assessments				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Delay/ failure		Bushell,  Lyn		Incident being managed locally		Moderate Harm		No harm				Lead AAU consultant noted on 22/10/25 CWP:I note SALT team feel little further they can add but support with optimal consistencies and exercise would be beneficial to his care.
SO ongoing review is needed form SALT but their email to me states: Having two separate teams independently completing swallow assessments for a patient and giving contradictory advice does not feel like good (or safe) management for the patient, for the family, or for us as a team when correct processes are not being followed. 
For that reason we made a decision to discharge the patient in order that the AAU doctor can continue to manage his dysphagia. 
We have significant staffing issues in SLT this week with more than half of the team not in work therefore are unable to get back to John until after the weekend. AAU lead Dr has given his advice about oral intake for this patient but if the team wish to follow SLT advice, please see SALT's last entry from 20/10:

23/10 - CSSS Governance; This is not a Moderate Harm incident as no harm has come to the Pt yet; Hence not sent to DPSIG & needs to be downgraded when finalised.				Clinical Support and Specialist Surgery (CSSS)

		I17472		10/22/25		08:54		10/23/25		On fraction 11, a cable was treated through from the general anaesthetic monitoring equipment. 
This was identified at the weekly checks after treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Superintendent and treating radiographers notified.				Network Services

		I17476		10/22/25		10:00		10/23/25		TSRT9 13CC SB3i MD13CC CF3a
XVI scan faulted (partial scan). Escalated to engineers. Patient taken off bed, test scan performed. Test scan OK. Machine handed back over to treating radiographers. Additional image authorised by B7.		Completed 2 x test scan - Tested accidental 'Done' button press theory and found it replicated fault - Handed back - User error determined as fault.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Patient taken off bed, test scan performed.		XVI scan stopped midway through - No error message - Checked logs and found 'Scan terminated by user' - Suspect rads clicked 'Done' button on pop-up when scan is acquiring by mistake		Network Services

		I17554		10/22/25		15:52		10/27/25		Concerns raised by district nurse team.
Patient has TB.
District nursing team requested patient remain a inpatient until they could ensure they had enough staff fit tested and trained to replace the syringe driver.
Patient stayed a additional night.
MDT arranged to discuss discharge.
Ward staff did not attend MDT.
District nursing team still could not facilitate discharge and asked to stay a additional night. Information relayed to IPCT matron.
Despite this ward discharged patient.
cont.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Langstaff,  Alexandra		Incident being managed locally		Low Harm						District nursing team were not aware pt had been discharged.
Therefore they did not attend patient until pts wife contacted the dn team. This resulted in the syringe driver being 6 hours late in being replenished.
Syringe driver contained metoclopramide				Clinical Support and Specialist Surgery (CSSS)

		I17581		10/22/25		13:28		10/27/25		E.coli in peripheral blood culture 22/10/25. Recent discharge from ward 12 29/9/25, COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DVCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I17478		10/23/25		11:30		10/23/25		Abdul attended for C2 rechallenge oxaliplatin.
Had 67mls and started c/o of feeling hot,sick and chest pain.
He also presented with red patches and itchy feeling all over his upper body.
Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV met given also due to feeling sick.
Observations taken, see news 2 chart.
ECG completed and scanned in, dr sue advised patient to go to his GP and ecg shown signs of hypertension.
Treatment discontinued.		Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV metoclopamide given also due to feeling sick.
Observations taken, see news 2 chart. NEWS2 score between 0-1.
ECG completed and scanned in, doctor on unit advised patient to go to his GP and ECG shown signs of hypertension.
Treatment discontinued as already on a rechallenge regime.
Symptoms resolved
Patient sent home and safety netted.

Clinic appointment on the 12/22/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Treatment stopped.
Iv reaction medications given alongside antiemetics.
ECG done for chest pain.
R.V by Doctors.
Monitored until back to baseline.
Sent home and safety netted.		Situation dealt with swiftly and follow up booked.		Network Services

		I17479		10/23/25		09:37		10/23/25		Incorrect date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		10/23/25		New sample requested from department at 09:48 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17490		10/23/25		11:08		10/23/25		Patient due Polatuzumab vedotin on Portal trial on 24/10/25. 
When picking vials it was discovered all vials expired at the end of 09/25.
New drug hadn't been ordered as September end of month IV expiry check hadn't been done.		Discussion with lead technicians about planning end of month checks. Days are now blocked out on the calendar from monitoring visits to enable multiple staff to concentrate on the expiry check. Re-training will take place and a new checklist for staff undertaking the check to ensure all tasks are completed. Incident and outcome will be highlighted in next departmental meeting.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Foden,  Gillian		Finally approved		No Harm		No harm		10/30/25		New supply of drug ordered from the trial sponsor.
Research team informed that patient couldn't be treated on 24/10/25 as drug takes 3-5 working days to arrive.		Expiry checking is a critical task and must be completed on a monthly basis as per SOP without fail. In this instance, human error in a pressurised environment led to a miscommunication and the task being overlooked. The importance of the task needs to be re-iterated to the team and ensure that rotas are completed correctly and staff allocated enough time to complete the task.		Network Services

		I17491		10/23/25		15:45		10/23/25		Gantry unable to all-axis, MCR in room and table lost compensation due to necessary fix by engineers. bed re-compensated and additional 2DKv taken to confirm bed position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Datix submitted				Network Services

		I17492		10/23/25		12:20		10/23/25		Informed by staff nurse that she had found sweets containing marijuana. It was a full packet of four.		correct process followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		We locked them in the controlled drug cupboard. 
Explained to the patient that he is not allowed to bring illegal drugs into the hospital and he also must not take any himself. Asked if he had anymore on him which he denied. He asked if his mum could take them home for him however, I told him that they would need to be destroyed.
Duty manager and matron informed. They advised me to contact pharmacy to have them destroyed and complete a datix. This has now taken place and the datix has been completed.				Clinical Support and Specialist Surgery (CSSS)

		I17469		10/23/25		10:45		10/23/25		Patient due to start Nivolumab and Relatlimab on 24/10/25 request submitted on 09/10/25 for patient to start at macclesfield "The Christie at Macclesfield
Treatment appt requested by prescriber 23-Oct-2025 24-Oct-2025 Group".
The patient had been booking in however had not been consented. Our schedulers had arranged a blood test and SACT chair and informed the patient who attended today for bloods. I had emailed the consultant regarding consent, not due to be consented until 29/10/25.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Whilst prepping it was picked up, informed consultant and asked when they would be consented. The patient is not booked in until 29/10/25 for consent therefore had to be deferred to 03/11/25 due to capacity.  Patient attended for blood test as he had an early app. Explained to patient what had happened, apologised and provided with new appointments. He became anxious worrying the impact waiting for treatment might have and if there was something wrong that's why he wasn't having it tomorrow. Reassured from our perspective we cannot go ahead without consent.				Network Services

		I17528		10/23/25		13:15		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17494		10/23/25		17:20		10/23/25		Patient noted after scan that there was a swelling on their left arm just above the cannula area.
Kim assessed the area and noted that it was most likely an extravasation of about 15mls of contrast. The contrast enhancement in the scan was optimal and triggered as normal.
Kim followed the extravasation protocol, tried to aspirate but nothing came out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/28/25		Area photographed, cannula removed, cold pack placed and skin marked. Aftercare and post care leaflet given to patient		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17495		10/23/25		08:30		10/23/25		TPE requires 6 units of blood ordering as standard. Only 2 were crossmatched.
2nd group and save sample not sent on time. Nurse from dosa came to theatre for a signature at 08:30. the patient is supposed to be in the anaesthetic room by 08:30. delay to start of list				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Ryan,  Kathryn		Learning response required		No Harm						requested the additional units of blood be cross matched and informed blood bank that they were required.				Christie Pathology Partnership

		I17496		10/23/25		15:00		10/23/25		? extravasation pain, colleague reported swelling but none on inspection, still getting flashback		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		treatment stopped 
extrav kit 
protocol followed 
no swelling for medicine
hydrocortisone given for home but not required 
heat pack applied
drawn round 
med illustrations been		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		Network Services

		I17497		10/23/25		12:55		10/23/25		patient had docetaxel infusion running, i noticed patient was red and immediately stopped the infusion, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given. no other concerns during that time, observations stable. flushed and cannula taken out, safety netted with hotline				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Finally approved		No Harm		No harm		11/3/25		infusion stopped and team came to assist with the reaction, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given				Network Services

		I17498		10/23/25		17:15		10/23/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain.		Reaction happened on 23/10/25 
on the 29/10/25 - CWP notes suggest this lady has reacted twice to Paclitaxel. Team emailed and ORTC Nurse in Charge . CC'd in for reply. 
Day staff, please defer this patient until we have heard back form the team 

Team documented on 29/10/25 - patient will need change of treatment. Nab -paclitaxel - cannot start until consented.

30/10/25 - nurse in charge contacted by prep team
Following previous reactions to Paclitaxel, the prep team noted that patient needed switching to Nab Paclitaxel. Due to this only being spotted yesterday, There was limited time to arrange a new prescription, and consent with an interpreter today. There is no capacity for tomorrow.
It has been agreed with the team for her be deferred one week, and go back through clinic for consenting.

Spoken with patient to update her, she fully understands and knows new appointments will be sent out.

I have also spoken Jenna to organise appointments		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain. Treatment stopped and taken down as per protocol. Team informed.		There was no documentation from the nurse who submitted the datix to whether they emailed the team highlighting the incident and the fact that a new regime of treatment would need to be prescribed. This may have caused the delay in new prescription and subsequent appointments being made.		Network Services

		I17481		10/23/25		12:38		10/23/25		C1D1 Docetaxel today
23.5 ml gone through
Patient appeared red in colour
reported dizziness and chest tightness				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
Informed Dr On duty
Followed hypersensitivity protocol
Iv Chlorphenamine 10 mg stat given 
IV hydrocortisone 100 mg stat given
Patient felt better with in 10-15 mins
Obs stable after 30mins- patient re started on tx with slow rate.
 emailed to team to update IQemo for the rest of the cycle				Network Services

		I17506		10/23/25		19:00		10/24/25		TSRT9 Sb3i 13CC CF3a
Incomplete scan acquired. kV long fault after 155/348 frames. Approximate dose 3.0mGy. Additional scan acquired. Total additional dose 3.0mGy.		email shared to engineering team		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Contacted engineers and treatment b7
Fault investigated
Additional scan approved
Complete scan acquired 
Treatment delivered without issue				Network Services

		I17507		10/23/25		00:00		10/24/25		virology results not reported onto CWP causing a delay in donor clearance		To follow up actions re virology risk assessment.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/27/25		emailed virology at MRI to chase results		Risk assessment action plans are ongoing with virology results.		Christie Pathology Partnership

		I17508		10/23/25		19:00		10/24/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a

XVI image taken but image did not reconstruct and accept/review image window did not appear.
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		Network Services

		I17509		10/23/25		09:00		10/24/25		PostedMeds 
Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		McCaughey,  Joanne		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team have checked for any relevant background and CMM to establish if patient had their medication re-dispensed.
Record of datix will be sent to the team to make them aware that cycle 15 was returned by Royal Mail		Nil		Network Services

		I17533		10/23/25		15:00		10/24/25		Incorrect results released		To follow up feedback from NC from lab
Incident grading to be review re feedback		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Finally approved		No Harm		No harm		10/27/25		Results amended and clinical staff informed of result changes.		To identify learning re feedback from NC		Christie Pathology Partnership

		I17652		10/23/25		16:15		10/29/25		Patient reported hot flushes
Face appeared red in colour		Stopped infusion
Followed hypersensitivity protocol

Observations stable - 3 sets of observations done - NEWS2 between 1 and 0.
Patient felt ok with in 10-15 mins
re started on with slow rate after 30 mins
I will email the team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped infusion
called for help
ANP Hilary informed
Followed hypersensitivity protocol
Patient felt better within 10-15 mins				Network Services

		I17569		10/23/25		13:17		10/27/25		TSRT9 LEVEL 3 13AA  
Operator error, mismatch of vertebral level discovered in retrospect on acquired CBCT. 

Initial CBCT acquired, match/ set up appeared not a planned, reset up and reimaged as per superintendent. Second CBCT acquired and mismatch of vertebral level detected, correction applied, treatment delivered as planned. 

Retrospective review of initial CBCT highlighted mistake.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Booth,  Adam		Incident being managed locally		No Harm						Review of set up and processes taken. 
Governance contacted for clarity in regards to additional imaging.   
Decision amongst governance, principal radiographer, superintendent regarding number of images and CQC reportability.
Due to definitions of datasets, and some images were additional for clinical reasons- decision that this is not reportable				Network Services

		I17563		10/23/25		12:09		10/27/25		Transfusion sample not dated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17579		10/23/25		11:25		10/27/25		TSRT9 -
 Bed lateral 16.4. Clearance not checked prior to leaving room, scan interrupted when treatment radiographers realised gantry clearance not possible. B7 bleeped. Reset up, record lateral origin, check clearance, additional image approved by B7.

Additional concomitant exposure of approx 0.2mGy 39/200 slices (Fast H&N S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Q Setting of couch position, angle (including incorrect setting of couch following movement to allow gantry clearance)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Reset up.
Record lateral origin at which adequate clearance could be achieved - added to yellow box in attempt to avoid this happening again.
B7 approved additional image.
Treating radiographers realised and said they know to check clearance.				Network Services

		I17580		10/23/25		05:55		10/27/25		C.diff PCR positive, toxin positive 23.10.25. Previous overnight stay on AAU, discharged 13/10/25. Within 28 day window COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				requested 72 hour review. Medical team aware. Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I17604		10/23/25		12:50		10/28/25		TSRT 9/level 5/9C/
Patient immobilization shell made with large hole over nose when this is the location of primary tumour.  Needed bolus making for area where shell has hole, therefore making process harder and attachment of bolus to shell less secure.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						Width of lower part of bolus slightly increased to increase attachment area / allow marks on shell for bolus placement				Network Services

		I17535		10/24/25		14:08		10/24/25		Patient pressed her buzzer as she became SOB, hot and generally felt unwell. She looked red and described some chest discomfort.

22.3mls of paclitaxel had been given				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped. Called for help from colleagues. Reaction kit obtained and 100mg hydrocortisone given. Already given chlorphenamine as part of pre-meds so this was not given again. Observations taken and BP raised.

Once treatment was stopped and hydrocortisone given, she began feeling better and appeared less red.

We have proceeded with treatment at a reduced rate with no issues. Will send an email to the team to inform them.				Network Services

		I17537		10/24/25		14:00		10/24/25		Told about blanching redness to sacrum- checked skin and skin is broken to sacrum, red but blanching.		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		No harm		10/28/25		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.				Clinical Support and Specialist Surgery (CSSS)

		I17538		10/24/25		09:00		10/24/25		C1/MASD deteriorated to DTI - L heel and coccyx during admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Langstaff,  Alexandra		Incident being managed locally		Low Harm						RN assessed, had MASD natal cleft 23/10, referral to TVN and medical illustration taken 24/10/25.
Patient high risk for pressure damage/deterioration, oedema, limited mobility due to dizziness and low mood, for fast-track discharge prognosis less than 3months, previously declined pump on mattress due to dizziness.
TVN plan actioned, patient now agreed to improved mattress, added to handover for 2 hourly repositioning. 
CDT updated DN referral and ordered improved pressure relieving mattress for use at home post discharge. 
TVN review 25/10/2025:
On assessment, there are 2 areas of DTI to the base of coccyx top of natal cleft area, 1 cm x 0.4 cm and 1 cm x 1 cm area- purple discolouration none blanching, a small slit to natal cleft in keeping with MASD.

New DTI to the right heel 1 cm x 0.5 cm dark purple discolouration. Please Datix

No issues with continence , has nephrostomy bag and informs nurses should he require a bowel movement.

Paula nurse informs David is reluctant to have a hybrid mattress with the pump, Rediscussed with David and will try the pump on the mattress .

Pressure relieving cushion applied to chair today.

I have discussed with David the risk of pressure damage and getting a pressure ulcer which can deteriorate if pressure is not relieved, 2 hourly repositioning discussed and rolling onto the side off the area with 30 degree tilt.

1) Datix new pressure damage DTI to heel and coccyx/natal Cleft area.

2) medical illustrations

3) Monitor the Coccyx and right heel DTI, if the areas breaks down apply a dressing such as kliniderm silicone border dressing review daily and contact TVN team for review if breaks down or concerns.

4) Monitor for signs of infection Escalate to medical team if this occurs and wound swab.

5) Offload pressure to the heel using a pillow to offload.

6) Pressure area management guidelines to be followed- 2 hourly repositioning,  sitting in the chair ensure cushion is in place and stand regularly 1-2 hourly and return to bed to offload pressure to the area.

Ensure skin bundles are updated, Risk Assessment purpose T and updated and wound care plan , wound care chart.

TVN review in 1 week.				Clinical Support and Specialist Surgery (CSSS)

		I17510		10/24/25		09:30		10/24/25		The pre-procedure call took place on 17th October. The patient had already requested an in-person interpreter prior to this call. During the call, the colorectal secretary was notified that the patient would require an in-person interpreter. This was reiterated in a CWP message, emphasising that the interpreter would be needed to assist with signing the consent form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Finally approved		No Harm		No harm		10/27/25		The Endoscopy Manager spoke with the receptionist to explore arranging an interpreter; however, the interpreting service requires at least 24 hours’ notice, and no interpreter was available on the day. Fortunately, a colorectal registrar who spoke a similar language was able to communicate effectively with the patient and complete consent. Otherwise, this would have been a cancellation. 

An email has been sent to the Endoscopy Booking Service Manager, who oversees the secretarial team, requesting that this issue be raised and discussed at the next team meeting to prevent recurrence.
Moving forward, all patients attending for procedures must have an in-person interpreter present to ensure the consent form is signed appropriately and that the risks and benefits of the procedure are fully explained. This is essential for patients to have a clear understanding of what the procedure entails.				Clinical Support and Specialist Surgery (CSSS)

		I17505		10/24/25		05:56		10/24/25		Cardiac arrest call at 05:56. Full crash team in attendance. 
Found in cardiac arrest by nursing staff. Unsure of patient downtime. Nursing staff report patient well before hand. Last checked obs at 01:00am and NEWS 4. Large coffee ground vomit.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Learning response required		Death		Death				Patient remained in Asystole despite 6 rounds of CPR and 3mg of IV Adrenaline administered. Pupils fixed and dilated. Notes reviewed, no clear reversible cause. All team in agreement and decision was made to stop CPR.				Clinical Support and Specialist Surgery (CSSS)

		I17502		10/24/25		00:20		10/24/25		Patient had cannula to Left forearm with Dex and Saline Fluids running, this had caused swelling to her arm, she used her buzzer to inform us		Patient buzzed just after midnight to inform us of swelling Left forearm when fluids running (IVI running - Dex and Saline). Stopped infusion, Informed Dr and Resited cannula to other arm. Elivated arm to help swelling.
Blue cannula now in Rarm (ACF)

All correct actions taken at time of incident. Reviewed by the doctor and for continuing monitoring of site whilst on the ward. Staff have drawn around site to monitor		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/24/25		Stopped infusion, removed cannula, elevated the arm, Informed the Dr, provided verbal information to patient. Added to SKIN bundle and safety huddle. Re cannulated on other arm to recommence infusion safely		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I17529		10/24/25		13:10		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock. 				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17530		10/24/25		11:00		10/24/25		Endoscopist edited endoscopy report after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report of CWP- one is correct and one is incorrect and needs redacting. Completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						New report completed by endoscopist with correct information. Recovery nurses aware of correct report and provided to patient. Tech bar request completed to remove incorrect report.				Clinical Support and Specialist Surgery (CSSS)

		I17531		10/24/25		16:13		10/24/25		SACT reaction after 66.9mls infused of paclitaxel. 
itchy throat, shortness of breath, no chest or back pain, tongue at back of throat slightly swollen, patient airway still patent and able to talk. progressed to wheezing and short sentences with cough in between breaths, shoulder pain, itchy throat and sob.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		Moderate Harm		No harm		11/3/25		SACT stopped. obs taken and recorded
ANP informed and crash team alerted ?anaphylaxsis
100mgs hydrocortisone administered as per pgd at 16.13
further 100mgs hydrocortisone administered as per pgd at 16.15
Adrenaline given as per policy 0.5 IM into right thigh
Adrenaline 0.5 + NaChl given via nebuliser with 5L O2 as per medical advice.
IV fluids 1000ml started as per medical advice for over 4-6hours at 16.32.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		Network Services

		I17532		10/24/25		15:40		10/24/25		TSRT9 level 1 13i cf1c/cf3a md13aa sb3i/sb13hh
- kV drop during 1st scan (570/694 frames, additional concomittant exposure of ~4.8mGy). Additional image approved and acquired. Patient then had coughing episode part way through Arc1 and sat up, additional image approved and acquired. Upon reviewing 3rd image, large anatomical shift was seen, patient scanned at origin position, CMA moves not applied during set up. Decision made to apply shifts in room and repeat image to confirm treatment position. Practioner approval gained, anno added.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm		10/27/25		Engineer attended for kV drop, B7 contacted to authorise additional image following kV drop and then another following coughing episode. B7 present for image review of third scan, set up error noted. , large CMA move needed to achieve acceptable isocentre position and had to be applied manually in the room.  Discussion with fellow B7 and principal radiographer
Call to Practitioner prior to acquisition who provided authorisation and added a note to CWP. Shifts applied and fourth scan acquired, position acceptable. Proceeded to deliver remaining treatment. Total of 4 scans (1 of which not completed) acquired during this # - reportable.				Network Services

		I17527		10/24/25		13:00		10/24/25		Patient admitted to Endocrine dept for 2 unit blood transfusion. Cannula sited and initial observations taken by 09.20. Unit of blood showing as ready for collection, requested via teletracking at approx 09.20. On receiving unit of blood, noted prescription required lifelong irradiated blood. Blood being received noted not to be irradiated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay due to specialised blood required		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Sent porter back to blood bank with unit of non-irradiated blood. Contacted Med onc melanoma reg to inform and seek advice. Informed transfusion practitioner by phone. Spoke to bloodbank  to inform of reason for returning blood. Spoke to blood bank again approx half hour later and was advised that irradiated blood would be ready for collection. Teletracked again, this time another unit of non-irradiated blood was delivered. Sent back to blood bank again. Unit of irradiated blood ready at approx 12.45. Vital signs retaken and blood requested. Commenced transfusion at 13.00, 3.5 hours later than initially planned. Apologised to patient and his wife who were also due to go on holiday later today.				Christie Pathology Partnership

		I17513		10/24/25		12:00		10/24/25		Received a forwarded email from the secretary to add a referral on. the referral letter is dated 09/05/2025. We received the referral on 22/10/2025. The patient was already registered and the referral letter we received was scanned on 14/05/2025, I'm not sure who scanned this. 

I also investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.

The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		-Referral sent to sec to add on on the 09/05/2025 but this wasn't actioned.
-The New Referral team received this on the 22/10/2025.
-Patients referral was originally sent directly to Dr Colaco (with attachment) and then sent to his secretary for 'filing' and ask to pencil the patient in for Wed 11/06.
-Investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.
-The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		11/4/25		I have added the referral on as urgent for the consultant and included the email trail. I will also get in touch with the secretary and ask if she has previously received this.		- All referrals should be sent to the main new referrals inbox.
- All external mail should be stamped/scanned and processed within 24hours of receipt.		Network Services

		I17515		10/24/25		11:50		10/24/25		patient complained of feeling hot, sweating, and nausea. Infusion stopped and atropine administered.		to email team for second atropine dose to be added to script

correction to previous annotation.
10mg metoclopramide from patient TTOs also self administered at time of second atropine dose (12.20PM)
Irinotecan cholinergic reactions are quite normal and usually managed well with atropine		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/3/25		Hot sweats settled. quickly but nausea persisting. After discussion with ANP desk second dose of atropine 0.25mg prescribed and administered. After this symptoms completely resolved. Obs stable. Patient sent home and safety netted to hotline
to email team for second atropine dose to be added to script		Thank you for reporting tis incident.
patient managed well and medication prescribed for next cycle		Network Services

		I17516		10/24/25		12:00		10/24/25		Patient attended medical clinic pre cycle 1 yesterday. Remembers being consented and signing consent form in clinic but did not receive a copy and no digital copy uploaded to CWP. Significant delays to treatment today as patient has waited over 2hours over original appointment time whilst nursing staff attempted to find where the original consent form ended up.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Berman,  Danielle		Incident being managed locally		No Harm						Staff visited clinic area (Main OPD) and spoke to staff present who also could not find the consent form and not present in 'scanning in' folder. Secretary for disease group had also not received a copy to be scanned in.
A member of staff from main OPD found the consent form in the confidential waste bin and brought it back to Oak road treatment centre. 
Patient now treated but extremely frustrated at delays				Network Services

		I17517		10/24/25		08:40		10/24/25		Patient arrived to theatre with an escort nurse from BMRU without a complete consent form. The WHO preoperative  checklist is completed  stating that the consent concurs with operating list. The anaesthetist and anaesthetic practitioner noticed that the patient signature not present on the consent form , the clinician who had assessed/listed  the patient for the procedure has stated that the procedure is explained to the patient over the phone and written consent will be obtained on admission.		relevant action has been taken in terms of raising with the  ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Morgan,  Karen		Finally approved		No Harm		No harm		11/3/25		Advised the ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise. Informed physics team and the radiologist . The radiologist arrived promptly and used the same consent form and obtained the patient's consent. Procedure performed accordingly.		preoperative checklist should be preformed according to policy and protocol and not used as a tick box exercise		Network Services

		I17518		10/24/25		13:30		10/24/25		TSRT9

Band 7 bleeped to review image, SC position out of PRV, opted to reset up, Upon entering the room it was noted that civco was overlapping 5 point board, not abutting as planned, causing shift in SC. Reset up with civco in correct position, additional concomitant exposure approved, rescanned, position now acceptable and proceeded with treatment.

Additional dose of 0.8mGy (Head and Neck S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Approved additional concomitant exposure.
Reset up patient with civco positioned correctly.
Spoke to radiographers treating patient and reminded them civco should be abutting and not on top of civco, unless stated otherwise in site set up.				Network Services

		I17522		10/24/25		12:55		10/24/25		Nurse asked for help with patient who was feeling hot and dizzy and needing the toilet.		ACPs reviewed patient. Email sent to team to alter prescription - needs slow rate for next time as per protocol.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Treatment had been stopped. Obs completed, scribe sheet commenced. Hydrocortisone administered as patient had already had chlorphenamine pre treatment. Patient needed the toilet so I went to get commode, on return patient vomited small amount of clear fluid on the floor. Symptoms then subsided. Described a 'blockage' sensation to her chest. Reviewed by ACPs - for ECG. ECG reviewed by on call - ok to go ahead with reduced rates.		Situation managed well and ACP reviewed and ensured patient safety.		Network Services

		I17523		10/24/25		11:10		10/24/25		Patient attended for her first treatment today. Herceptin and Paclitaxel. Herceptin administered sub cut to L thigh by myself over 5 minutes – no concerns throughout. 2 minutes post Herceptin the patient became unresponsive – eyes rolled back, very red in face.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		Low Harm		No harm		11/4/25		Obs taken BP 91/50, HR 31, Sats 99%, RR 12, Temp 36.6.
10mg Chlorphenamine IV bolus injection & Hydrocortisone 100mg IV bolus injection given – Patient now alert but appears very pale - HR still 34 – very weak – barely able to feel – patient then started to vomit. Called 2222. 500mcg adrenaline given. HR increased to 46. Obs became stable and patient started to feel well - see NEWS for further details. Dr Blake present – decided not to go ahead with paclitaxel today as we have given adrenaline – deferred by 1 week. Sent patient to SDEC for monitoring.				Network Services

		I17524		10/24/25		12:21		10/24/25		Pt came to Tameside very breathless, and upset, sat her in the chair. Observations done: Resps 29 oxygen saturations 87%.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Put on oxygen 15L NRB mask. When stable reduced down to 2 litres nasal got the acute oncology nurses at Tameside to review. Discussed with team at christies recommended a and e, Porter transferred over to A and E with oxygen. Will update team. Treatment deferred				Network Services

		I17525		10/24/25		15:55		10/24/25		Patient had reaction to paclitaxel slow rate. Chemo team documented correctly and informed parent team (UGI).
Patient attended for clinic to consent for nab-paxlitaxel. Dr attempted to change prescription but cannot as DTC form needed to be completed. Dr asked tech bar for access.
The following day, form still hadn't been completed. I emailed doctors to complete. Pharmacy team sent over form. All whilst alertive going on between chemo prep, myself (CNS) and team pharmacy trying to sort (cont).				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pabial,  Suneil		Incident being managed locally		No Harm						(cont) Still not sorted at 2pm (Baxter's cut off time for on hold treatments on a Friday). Script deferred a week.
Call to patient to explain and apologise, extremely unhappy and wanting to complain.
Dr completing form ready for next week, needing a pharmacist's telephone support to do so and taking a considerable time.
Schedulers emailed to contact patient with chemo time for next week.				Network Services

		I17595		10/24/25		15:32		10/28/25		TSRT9 / Level 4 / 13M / SB 13M / MD 13M / CF 3a
Moving from G70 T330 beam parameters to G290 T30 parameters. Using a Go To workflow to move gantry to zero before applying floor twist (Go To method should prevent floor movement) but floor also started moving unexpectedly. Occurred at 15:32 on Gantry 2 on the PTC, for purposes of checking logs.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Incident being managed locally		No Harm						Paused all motion. Cancelled Go To and re-started using all the same parameters: motion enable only moved gantry, as expected, the second time. No additional imaging for bed movement, as imaging required as per protocol after floor twist anyway.				Network Services

		I17574		10/24/25		15:00		10/27/25		TSRT9

Pt mask taken off in error following delivery of first treatment beam (1 arc still remaining).

Additional scan required following resetup.

Additional dose to pt = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Escalated to B7.

Pt resetup; reimaged (additional XVI justified in MOSAIQ) + treatment completed.				Network Services

		I17566		10/24/25		09:00		10/27/25		A platelet unit ordered for the patient, not used and wasted.

Donation number: G095 625 053 577 0				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Safety,  Patient		Incident being managed locally		No Harm						Unit discarded.				Network Services

		I17557		10/24/25		07:01		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17558		10/24/25		10:15		10/27/25		tsrt9
Nozzle fault on PTC before taking 2D GEC. Called MCR, unable to resolve, was instructed to continue until ready for beam and if not cleared by then to call back outside. After initial and re-setup 2D, was about to continue to CBCT but second guessed as interlock was still not cleared, despite being told to continue until beam. Called MCR who ended up needing to go behind the gantry, lost comp. No additional imaging as before CBCT but near miss as ?instructed incorrectly in the first instance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Spoke to superintendent and reported as near miss				Network Services

		I17559		10/24/25		07:01		10/27/25		No year on date on the second sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed and new sample requested via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I17560		10/24/25		00:32		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward to request a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I17561		10/24/25		00:32		10/27/25		No year on date on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward				Clinical Support and Specialist Surgery (CSSS)

		I17562		10/24/25		13:26		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Turner,  James		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Research and Innovation

		I17648		10/24/25		14:00		10/29/25		Consent form in CWP for prostate treatment, patients details on form, however all patient notes indicate patient having Pituitary treatment. 
Patients information printed on consent form in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Shardlow,  Jemma		Incident being managed locally		No Harm						IT contacted to remove consent form from CWP.
Patient contacted has a copy of correct consent form brought it for treatment and correct consent scanned into CWP.				Network Services

		I17641		10/24/25		10:07		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.

On investigation x1 Additional 2d image-Mechanical.
Additional imaging dose imparted to patient.
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional AP image (pre-set HEAD)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational manager- feedback to Varian at TIG.				Network Services

		I17621		10/24/25		22:00		10/28/25		Pt a/w pain
Prescribed Gabapentin 300mg TDS on admission (had been taking previously)
Pt had recently (within the past month) been tapering down and on 100mg TDS by time of admission. 
Continued on 300mg TDS during inpatient stay, pain improved. 
Highlighted by pharmacy team on Monday 27/10 re error - advised by cons on WR to continue on current dose as is effective for pain 
On d/c TTO prepped with Gabapentin 300mg TDS - patient unaware of change on admission, very unhapp				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Discussed with pt - confirmed had been tapering down and wishes to continue on Gabapentin 100mg TDS. Confirmed with pharmacy safe to resume dose immediately. D/C with Gabapentin 100mg TDS				Clinical Support and Specialist Surgery (CSSS)

		I17674		10/24/25		12:00		10/30/25		Patient referral for 2nd opinion from Stoke surgery received dated 10 August 2025 but  was only received by New Referrals on 22/10/2025
Referrals & Bookings clerical officer contacted the referrer regarding the delay (see documents).				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		Moderate Harm						Urgent triage to Consultant and asked referrer re the delay in our receiving this patient referral.

R&B - RP - 04/11 - Patients referral was received into new referral inbox on 24/10 - the new referrals team queried this with the referrer who noted they have sent this on to the incorrect inbox, when we have asked for evidence of this they have provided an email that was sent directly to the secretary MH - New Referrals have added this on and the patient is for triage under Dr AL. I have escalated it to KCD and JPB to action. KCD/JPB - please can you review and complete a rapid review for next Monday 10/11 as requested by the governance team. No delay from R&Bs behalf on this occasion. Patient is still awaiting triage so please raise with the consultant.				Network Services

		I17542		10/25/25		06:20		10/25/25		Patient found struggling to walk out of bathroom in significant pain. Assisted on to chair experienced vacant unresponsive episode. Patient stated experienced a fall in bathroom - toilet seat found to be broken.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		Low Harm		Moderate harm				Assisted to safe position by staff in chair. Vacant episode passed very quickly. Observations checked and recorded. On call Dr informed. Patient in significant pain and analgesia given.  Patient in too much pain to complete lying and standing observations for moving and handling risk assessment. patient refused ECG due to pain. VBG completed. Neuro observations commenced.				Clinical Support and Specialist Surgery (CSSS)

		I17543		10/25/25		11:50		10/25/25		C1D15 Slow rate Paclitaxel
Patient felt Hot flushes and reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
ANP Informed
Followed hypersensitivity protocol 
Patient felt better with  in 10-15 mins
.				Network Services

		I17544		10/25/25		11:30		10/25/25		The patient appeared flushed/red and reported lower back pain. Reported that she felt hot and generally unwell.		Email sent by RN re G2 HSR to paclitaxel

Scripts amended accordingly as per protocol by doctor from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		chemo stopped; clinical observations taken; 100mg of hydrocortisone administered; patient monitored.  Documentation maintained.		documentation could of been clearer in the sense that there was no comment that patient continued on a slow rate and finished the rest of her treatment on that day.
Will feed this back to nurse who completed the incident report.		Network Services

		I17539		10/25/25		03:00		10/25/25		Patient states ringing hotline for advice regarding capecitabine. States that she did have an hour or so post taking the tablets she felt flushed and nauseous so rang hotline to check she had taken tablets at right time. Upon ringing hotline states her one question was not answered and the hotline advisor began to ask questions to which at the time she did feel a little unwell. She was then advised to come for assessment on AAU. When patient arrived she immediately stated feeling a fraud. cont				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Roberts,  Rebecca		Finally approved		No Harm		No harm		11/5/25		cont. as she expressed feeling back to herself, just a little tired as had had IV chemo yesterday. Patient states her norm temp is approx 35.8 as frequently checks due to having chemo before. Advised we would need to take bloods, and a/w review from Dr which could take approx 1 hour. Patient declined to stay stating she felt fine, she didn't want to wait to see a Dr as she felt fine. She states she did not feel listened to on the phone and she does not want to ring hotline again. Apologised for the way she was feeling and explained protocols do have to be followed however, should feel listened to and patients own parameters taken into account. Hotline advice given +++ and explained she must not feel like she does not want to ring as it may be important. Patient left ward. PALs contact offered but declined.		For the hotline nurse to listen to the recording of the call and discuss the call and the datix with hotline team lead. To identify any areas of learning from the datix.		Clinical Support and Specialist Surgery (CSSS)

		I17540		10/25/25		03:40		10/25/25		Patient was assisted into a designated toilet. The nurse waited outside the toilet to allow privacy and hear a noise .The toilet door was locked  and this was opened  by the nursing staff .The patient was found sat on the toilet .
The patient stated that she slipped on on PJ leg which was underfoot on the floor over her left foot she states that she slipped back onto the toilet catching her fungating anal tumour on  the back rim of the toilet .		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		Patient taken back to her bed .Observations were recorded and the area was examined .Blood was noted on the pad but the area was not observed to be actively bleeding .Medical staff informed to review  the patient and the patient was given prn analgesia on returning to her bed .Refused to have lying and standing blood pressure falls risk assessment		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17552		10/25/25		21:00		10/26/25		Pt was admitted at 6pm with pain++ ?SABO no pain relief prescribed. Pt was in 10/10 pain and this was not escalated or acted upon in a timely manner - medication oxycodone was prescribed as an under dose when pt was meant to have 10mg/1ml s/c but was px 2.5mg then  5 mg and pt was in pain this whole time. very distressed and uncomfortable and not happy with the care - medication was then pxd in am and I administered this at start of shift at 0800. and continued strict 4hourly and this settled pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Caroline		Finally approved		No Harm		Low harm		11/3/25		Administered the correct dose once drug available when dr px this after a full shift				Clinical Support and Specialist Surgery (CSSS)

		I17545		10/25/25		14:15		10/25/25		Category 2 discovered by RN to right upper arm. Presented with category 2 on admission, patient reports he had this pressure ulcer in community for weeks and community RN's were aware of this. Patient himself put a plaster over the category 2 in community. 
Category 2 has developed from previous subcutaneous line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Drgas,  Wiktoria		Incident being managed locally		No Harm						Site inspected, cleaned and dressed appropriately- flaminol forte applied and acquacel dressing applied over the top. 
Medical illustrations to be ordered first thing on Monday morning. 
TVN referral completed. 
Handover and huddle updated to reflect category 2 and for RN's to routinely check this site and inspect if pressure damage is healing. 
Duty of candour completed for community nurses. 

Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer to R arm.  Attended Ward 15 where I reviewed Mr Minshall alongside RN Alfi & Student Nurse Shauna. Patient consented to consultation.

On examination:

Sat out in chair at bedside, wearing his own clothing. Able to remove/replace clothing and move around independently in order to enable examination.

Syringe driver running via soft-set to top of his L arm, and a second soft-set just below this to be used for PRN meds. Currently resited each 72hours, or more frequently if sore/dislodged, as per Christie policy. Per patient, at home his subcut infusion sets were resited each 7 days.

To the top of his R arm, covered by a Kliniderm foam silicone border dressing (removed for examination), a small wound measuring 1cm x0.7cm with irregular edges. No depth. Wound bed is dried slough. Surrounding skin is normal in colour and temperature. No exudate. No pain. A lump is palpable beneath the area, and across both arms there are multiple of these lumps, with appearance of lipohypertrophy associated with subcut injection sites, some have associated surface discolouration. Per patient, these are at areas where previous subcut ports were used. Wound does not appear to be pressure damage.

Plan of care:

To wound at top of R arm:
Clean wound and peri-wound area with normal saline & gauze and allow to dry

Apply Flaminal Forte to dry slough area of wound

Apply Kliniderm Foam Silicone border 5x5 or 7.5x7.5 dressing

Change each 3-4 days, or more frequently if dictated by clinical judgement

2. Medical illustration today please for his clinical record

3.To avoid any areas with lumps or discolouration when inserting subcutaneous infusion/injection sets. Monitor these closely and resite at first signs of any pain/lumps/discolouration etc. Continue to change each 72 hours as per Christie protocol, as this has been working well for him so far. Can discuss with Supportive Care Team if issue continues, TVN happy to support with this if needed – please re-refer if further support required.				Clinical Support and Specialist Surgery (CSSS)

		I17547		10/25/25		10:00		10/25/25		Due SACT today, noted alert and CWP anno regarding contact with TB, staying the pt potentially contracting TB. Requiring isolation and maybe medical review				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Other		Outbreak - other		Jones,  Sophie		Incident being managed locally		No Harm						I rang the pt in the morning to see if they were symptomatic of TB, the pt was very confused that I was asking, as no one has mentioned this to them. They were not symptomatic and felt well. 
I contacted the duty manager about this who advised to raise it with the on call. I also messaged the IPC nurse who annotated on CWP asking if this is the correct pt as there has been no mention of this to the pt. 
Informed ACP on the unit who looked and discovered there was contact with someone who is TB positive when on AAU . Explaining where the contact came from. 
I alerted oncall who came and reviewed the pt, confirming okay to go ahead with SACT today as not symptomatic. On call informed pt of the contact on AAU, they understood the information and will let their family know who they has been in contact with.				Corporate

		I17548		10/25/25		11:00		10/25/25		Patient SCSD found to not be infusing at the beginning of the day shift and no checks or documentation to show it was infusing overnight.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Patient SCSD found to not be infusing at the 10am with first driver check. Patient voiced that she dropped SCSD in bathroom previous night at approx 8pm and had buzzed and let nurse know.
Patient was left without SCSD infusing overnight, no checks completed for driver on EPMA or driver form overnight so therefore was not picked up by nursing staff. SCT team aware regarding driver not running overnight and pain 7/10 this morning without any analgesia for 16 hours. 
SCSD replenished this AM and PRN given to ensure pain is controlled until SCSD takes affect.				Network Services

		I17549		10/25/25		17:00		10/25/25		Patient being discharged, therefore medication pod in room opened to check if any of their drugs in there. 1 medication in pod but belonged to previous room occupant, meaning drawer had not been emptied and cleaned after prior patient discharged.		27/10 m- unable to ascertain of patient before had transmissible infection, however all levels of cleaning process on palatine ward require the cleaning and emptying of medication draws, this case will be fed back to the housekeepers and nursing team, 

Band 6 development day scheduled for Thursday 30th and 6th November, during which the band 6 team will create a check list with info to hand over including the cleanliness and reediness of rooms.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Storage		Storage - wrong		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Drug removed and disposed of.				Network Services

		I17555		10/25/25		14:56		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17556		10/25/25		14:56		10/27/25		Transfusion second sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17553		10/26/25		15:00		10/26/25		Right ear scab, right heel ungradable DTI, sacrum grade 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/27/25		cream applied, dressing to heel, cream on sacrum.				Clinical Support and Specialist Surgery (CSSS)

		I17551		10/26/25		15:00		10/26/25		Unwitnessed fall. Was alerted to fall by another patient who heard a loud noise. The patient who had fallen was on the floor next to his bed sat upright. He had been on the commode and stood up by himself. He was attached to 2 IV infusions, reports getting tangled in these and then slipping to the floor, landing on his buttocks. Had non slip socks on at time of fall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Incident being managed locally		Low Harm						Attended with another RN and NIC. Ascertained details of fall. Assisted with hygiene needs and helped back into bed. Observations completed. Reports no LOC and did not hit head. Assessed for visible injury (a patch of redness to back visible at the time of fall, has now formed to a bruise), patient reported some pain upon impact of fall to buttocks and back but non ongoing. Medical team informed, reviewed by ANP. Wife updated over phone. Falls risk assessment repeated including sitting and standing bp. Fall incident form on CWP completed.  Reiterated use of call bell.				Clinical Support and Specialist Surgery (CSSS)

		I17567		10/27/25		08:50		10/27/25		Delivery to Moya Cole hospice of chemotherapy. Cisplatin found in fridge box when the treatment is a room temp.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Patient Safety and Risk Team		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Safety,  Patient		Incident being managed locally		No Harm						Treatment removed from box. Contacted pharmacy who where unsure if it can be used. Contacted Baxter's who where also unsure. Discussed with pharmacy and asked to re-order to be safe. 

Re-ordered treatment and disposed of original. 

Datix completed.				Corporate

		I17571		10/27/25		11:50		10/27/25		J. Kiely is a vulnerable adult who was admitted to Palatine Ward. A family member who has not seen John for 20 years was granted access to the ward and allowed to go into Johns room and sit alone with him. Mum has now found this out as the family member contacted her via facebook to let her know that he had visited John on the ward. Noreen (mum) concerned that he was allowed in the room and he was not a named visitor.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Eboiyehi,  Oseyaede		Incident being managed locally		Low Harm						Mum concerned if it was to happen again and John unable to voice concerns as he is vulnerable adult. Is not wanting to take it any further. I have reassured that we will ensure this does not happen again and investigated appropriately. Escalated to Palatine Managers and Matron. Password now in place. Description of visitor given to Palatine Management. Datix.				Network Services

		I17572		10/27/25		11:00		10/27/25		Endoscopist edited report after it had been sent to CWP therefore incorrect report on CWP completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						endoscopy manager aware and correct report sent to CWP				Clinical Support and Specialist Surgery (CSSS)

		I17573		10/27/25		00:00		10/27/25		TSRT9.
Pt having SCF field treated, beam switched on before portal image was acquired. 11 mu delivered, Beam interrupted and B7 called.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Beam terminated, 
Image acquired and in tol,
complete partial done with 11mu and 5mu for image taken off beam. 
Treated correctly.
Discussion with staff re vigilance when treating.				Network Services

		I17577		10/27/25		12:50		10/27/25		Referral was delayed over 1 month				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added and reported to Datix				Network Services

		I17578		10/27/25		10:00		10/27/25		I accidentally scanned the wrong patient's CT scan results onto a patient's record. The NHS number provided in the email was incorrect and so I scanned the attached document to the wrong person.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record. The document has been removed and added to the correct record.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I have asked for Tech Bar to redact the document on CWP to avoid any confusion. I requested this as soon as I realised the mistake.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record.		Network Services

		I17596		10/27/25		16:51		10/28/25		New patient to blood transfusion. Both G & S sample s takes at the same time.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shepherd,  Sophie		Incident being managed locally		No Harm						New sample requested.				Network Services

		I17597		10/27/25		11:24		10/28/25		G & S sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17584		10/27/25		15:30		10/27/25		Incorrect consent form scanned into incorrect patient's CWP.

When scanning in a radiotherapy consent form, the document was scanned into the wrong patient's CWP. 
Consent form was scanned into Patient A in error, consent form is dated 09/10/2025. The consent form was for Patient B; the document was correctly scanned into said patient's CWP immediately afterwards.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/30/25		IT help desk informed to correct error- for deletion of incorrect consent form
-correct consent form scanned into correct patient in cwp
-Band 7 made aware
-datix completed				Network Services

		I17585		10/27/25		15:33		10/27/25		At 16:10, my colleague queried if patient's treatment had been administrated too fast. I checked iQemo script and according to iQemo script it had not been overtranfused -however, there was a mistake in the script. Irinotecan was prescribed to be administrated over 30 minutes but, patient has had reaction in past and has 0.5mg of atropine to prevent cholinergic reaction from occurring again. Patient said she felt twitchy, flushed and strange taste in mouth.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		Stopped transfusion of rest of Folinic Acid  - checked on patient and completed observation - NEWS 0. Reviewed by doctor on the unit and was advised to wait 30 minutes. Waited 30 minutes and patient was feeling better - symptoms had been relieved. Folinic acid has been continued and patient is still feeling well. Safety netted with hotline.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		Network Services

		I17587		10/27/25		16:00		10/27/25		TSRT9
Administered IV contrast to patient during scan. Patient immediately started sneezing after injection finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						Obs taken and registrar called to review patient.
4mg Chlorphenamine administered via PGD
Patient given hotline number				Network Services

		I17588		10/27/25		14:00		10/27/25		12minutes into Carboplatin infusion
Sudden nausea and vomiting, complaints of scratchy throat and needing water. Bowels opened, diarrhoea. Clammy and flushed. Obs stable.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Drug stopped and medications given as per reaction protocol. After 30minutes symptoms had resolved and rechallenged at 50% rate. Treatment complete without issue at 50% rate. Did not have time to escalate to initial rate.				Network Services

		I17589		10/27/25		11:51		10/27/25		Patient reported heavy breathing, lower back pain. Visibly very flushed		Doctor on unit asked to review. reaction to Paclitaxel on hypersensitivity protocol.

Flushing of face, SPO2 gone down to 80%, chest tightness.

Hydrocortisone given. Slow wean of O2 needed.

Plan:

Team review for changing to abraxane


Lorraine will call hotline if concerned or seek appropriate medical attention. 
Dr on ORTC happy for Lorraine to be discharged.
Team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Drug stopped 
Help called for 
Hydrocortisone 100mg administered
obs taken. 15L o2 via NRB commenced for < Sp02
Dr in attendance.		Reaction managed well, Doctor on unit immediately review and patient safety was maintained.		Network Services

		I17590		10/27/25		17:20		10/27/25		after 10 minutes of caelyx treatment infused, patient reported being unable to breathe and having backache.		Reaction identified and managed appropriately, scripts altered for future treatments.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		treatment stopped, hydrocortisone 100mg given, chlorphenamine 10mg given, team informed.		Reaction identified and managed appropriately, scripts altered for future treatments.		Network Services

		I17591		10/27/25		16:45		10/27/25		Communication failure - DNAR discussion with patient by medical team, not passed on to ward staff, nurse noted AAND on CWP 2.5hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/29/25		Updated nursing handover, communicated verbally to ward team.
Unclear if patient had family present for the discussion, ward nurses not made aware to support patient afterwards if needed.				Clinical Support and Specialist Surgery (CSSS)

		I17592		10/27/25		19:00		10/27/25		Emergency call to patient receiving platelets. ? Reaction.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Learning response required		No Harm						On arrival, platelets just finished. Patient complaining of chest and abdominal pain. Feels like she was struggling to breathe. Temp >38. Bloods taken from PICC. Aspirated from hickman line and flushed afterwards - nil concerns. Not required piriton or hydrocortisone. 

Post transfusion bloods take, Christie profile, FBC and VBG. PLT bag taken down and to be sent back to the labs.

Patient reported afterwards that she felt neglected by the nurse looking after her. Patient does not have a wristband on and patient is aware that she needed one before receiving blood products. When she alerted the nurse to report her symptoms she felt she wasn't taken seriously and her partner had to pull the emergency buzzer.				Network Services

		I17593		10/27/25		12:00		10/27/25		Patient in AKI1 handed over to day team reduced urine output via catheter, increased lac of 5.3, bolus given and IVF running over 6 hour + enhanced fluid balance monitoring
Fluid balance not really filled out during the day except from the first column saying sips and a few numbers on the output side but nothing totalled up
When asking nurse at handover what is the patients fluid balance is she said 'its inaccurate' because she drinks sips, but this was challenged as catheter gives accuracy				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Incident being managed locally		No Harm						cont.. therefore fluid balance had to be totalled up during handover, pt found to be only passing 12mls/ph which is way under target
Informed day nurse to inform doctor straight away, dr reviewed + IVF prescribed 
Repeat bloods taken including VBG and patient now AKI2 and lac 4.7
Doctor informed
Catheter drained 125mls since fluids commenced which is improved (writing this at midnight)				Network Services

		I17594		10/27/25		21:00		10/28/25		Unwitnessed patient fall when she leaned on the bedside table to balance herself, fell backwards query hitting head on cabinet, neighbouring patients say she fell heavily. On arrival there was spilt water, Fortisip and contents of bedside table on the floor with patient on her back				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Outreach nurse visiting another patient responded to calls of help/loud noise, pulled emergency call bell and ward staff responded. 

Obs taken, NEWS 2 with raised tachycardia noted (known tachycardic), CBG taken 4.2mmol/L, assessed head and skin with no obvious signs of injury noted before returning to bed once satisfied Patient was settled

Alertived oncall Dr, ECG taken, VBG taken, peripheral bloods taken

CT Head and Pelvic x-ray taken

encouraged patient to use nurse call bell when needing to stand				Clinical Support and Specialist Surgery (CSSS)

		I17607		10/27/25		00:00		10/28/25		Safeguarding information automatically pulled through to discharge summary. This could have put the patient in danger of further abuse. Ward pharmacist luckily realised this had happened and removed specific detail of the safeguarding concern to prevent any harm to the patient. This is not an incident which I believe is unique to AAU, I understand that it could potentially apply to other ward areas where safeguarding concerns have been raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Breslin,  Deirbhle		Incident being managed locally		No Harm						Ward pharmacist raised concern to safeguarding team to alert them that safeguarding information is automatically pulled through onto discharge summaries. 
Ward pharmacist agreed to take steps to remove specific information on this occasion.				Clinical Support and Specialist Surgery (CSSS)

		I17687		10/27/25		14:30		10/30/25		Request received for diagnostic MR scan.  Referrer had clicked 'no' for implant device, however vetting radiographer noticed that CWP referenced a magnetic port for her breast tissue expander in situ.  Referrer was contacted who provided relevant information, however the port was found to not be MR compatible.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Morgan,  Karen		Incident being managed locally		No Harm						Referrer notified and MR request cancelled.				Network Services

		I17682		10/27/25		18:49		10/30/25		Query transfusion reaction to a unit of platelets. On completion of transfusion, patient stated feeling tight chested, SOB, nausea and mild abdo pain. Temp of 38.7, tachycardic. Crash team called.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Actions taken documented by RN in charge of patient's care, medical team and outreach:
Seen by crash team and stabilised. Reaction samples taken and sent. Sent platelet bag and line to labs. ?For pre-transfusion cover for future units of platelets (eg. chlorphenamine)				Network Services

		I17613		10/27/25		16:00		10/28/25		TSRT9 

Radiographer noticed treatment prep QCLs had not been appended after mark up stage and acetate and bolus had not been sent over to Macclesfield				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						Escalation to B7 who arranged for acetate and bolus to be delivered.				Network Services

		I17614		10/27/25		10:33		10/28/25		No DOB on sample, sample rejected.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed, repeat sample requested at 11am				Clinical Support and Specialist Surgery (CSSS)

		I17632		10/27/25		11:00		10/29/25		Patient transport not booked for Radiotherapy patient (day 1).

Informed by patient that transport hadn't arrived which led to discovering it was never booked - had been waiting since 9am (approx 11am).

Transport dept contacted multiple times (phone + email). Transport not arranged until approx 2pm.

Pt no longer willing to attend due to impact of issues on mental health (anxiety) - extremely distressed.

Treatment delayed by 1 day due to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						Escalated to senior members of staff in Radiotherapy and Transport.

Transport 'rebooked' but pt no longer willing to attend.

Treatment had to be delayed. Clinical team informed.				Network Services

		I17615		10/28/25		11:45		10/28/25		Chollergenic reaction to irinotecan after 186mls infused.

Handed over from colleague - pt presented with dizziness and nausea on way back from bathroom, abdo pain, hot and sweaty.		Reaction managed appropriately, treatment recommenced and completed following atropine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		SACT stopped, patient seated, 0.25 atropine administered as pgd
100mgs hydrocortisone administered
obs taken and recorded on cwp		Reaction managed appropriately, treatment recommenced and completed following atropine.		Network Services

		I17634		10/28/25		16:30		10/29/25		TSRT9

Linac MLC fault following XVI acquisition/review.

Resolved while pt was on bed - approx 15mins; repeat image required due to timeframe since initial XVI acquisition.

Additional dose to pt = 5.9mGy.

3rd additional image due to protocol failure/machine fault over total XRT course.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers/B7.

Fault resolved by engineer.

Additional image justified by B7 due to elapsed time since initial image.

Reimaged + treated correctly.				Network Services

		I17636		10/28/25		08:30		10/29/25		TSRT9
Patient scanned for radiotherapy to the testes with no mould care to elevate the scrotum.
Noted at vsim planning there was a 7cm depth difference between the two testes, therefore unable to plan treatment on this dataset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						At vsim planning consultant decided it was best to rescan, with a mould care, to try to achieve a better elevated position of the scrotal sac to give a more even dose to both testes.
Discussed with scanning radiographers, there was no mould care available at Salford at the time.
Patient's rescan booked for Withington site, no delay to patient treatment start date.				Network Services

		I17622		10/28/25		09:35		10/28/25		People involved : patient, myself and supernumerary nurse and physio
Accidental bolus of noradrenaline < 1ml. see below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Millington,  Kerry		Incident being managed locally		No Harm						I+V patient. Patient was cardiovascularly unstable with large fluid shifts upon mobilisation when BP is significantly affected. Patient had to be mobilised in order to insert CXR plate behind them. To do so required 3 people : 2 people to sit them foreward and 1 x to manage airway. As I was the only ALS provider in room I was on airway. Supernumerary nurse (SPN) and physio sat patient forward. However patient started coughing and became not in sync with ventilator due to body manipulation however also at the same time their BP began dropping also due to the reposition, therefore as I was behind bedspace I asked SPN if propofol can be bolused and if the noradrenaline can be increased.  However they misheard me and accidentally began bolusing 4mg/50ml noradrenaline by the time was noticed <1ml had been infused.
Immediate action: noradrenaline paused, Propofol 2ml bolus given, 2ml alfentanil bolus given, atropine brought to bedspace in case of noradrenaline induced bradycardia. clonidine running at 6ml/hr briefly for less hand 60seconds paused however recommenced to help bring BP down. CCU consultant immediately informed as well as ward manager.  Post these measures BP slowly but gradually trended down to acceptable range. Patient continuously monitored and has constant RN present at bedspace.				Clinical Support and Specialist Surgery (CSSS)

		I17623		10/28/25		09:00		10/28/25		Patient was incorrectly booked for endoscopy on 28/11/2025 instead of 28/10/2025. The colorectal secretary admitted she had confused the months when making the booking and did not notify the nursing team of the addition. This additional patient add on was notice by nursing team who attempted to contact the patient but received no response. During clinical work, the consultant confirmed the booking error with the secretary.  patient contacted who confirmed incorrect booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Incident being managed locally		No Harm						The endoscopist contacted the colorectal secretary to confirm the booking error. The colorectal secretary acknowledged the mistake and confirmed the incorrect booking. The endoscopist instructed the secretary to rebook the patient onto the his next available list. The patient will be rebooked appropriately to ensure the procedure occurs without delay.
An email was sent to the Endoscopy Booking Service Manager to inform the secretaries of the error and prevent recurrence.				Clinical Support and Specialist Surgery (CSSS)

		I17624		10/28/25		17:00		10/28/25		Pt due C1 mitomycin 27/10/25- pt was not informed of any appnt times so DNA. Pt attended for a blood transfusion on 28/10/25. Spoke to endocrine dept on the phone who agreed to take FBC and christie profile upon cannulation. Later found these bloods had not been taken.
Pt then went to radiotherapy asked for them to bleed pt however they were unable to bleed pt. 
Pt then attended ortc post radio @1800- unable to bleed pt due to poor access.
Bloods from 30/09- show HB of 70. Nil further bloods.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Medication incident		Waste		Avoidable waste of medication		Bostock,  Louise		Incident being managed locally		Moderate Harm						Treatment wasted 27/10/25 due to short expiry date as pt went home and was not aware of appnt- then was unable to come back. Date changed script to 28/10- treatment re-ordered. Treatment to expire @2200 28/10, so will also be wasted. 
Not able to bleed pt due to poor venous access- therefore unable to give IV and po treatment today.
Team informed via email.
Apologies given to pt for the miscommunication and lack of communication from the team.

CSSS Governance; Unacceptable comm breakdown + moreso the unreasonable attendances expected of Pt, all over the hospital, with no room for error (ie: missed blood appt), however not a 'moderate harm' incident. Can be downgraded to a 'no harm'				Clinical Support and Specialist Surgery (CSSS)

		I17625		10/28/25		12:00		10/28/25		Bloods done on 17/10/2025. Not pending this am . Pt tells me that definitely had bloods yesterday. Bloods pending from 28/10/2025 @08:44. Pt tells me that has not had them done this am.
Spoken to the labs, who have advised me that bloods cannot be processed from 27/10/2025 because they were left out on the side overnight?				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Berman,  Danielle		Incident being managed locally		No Harm						I have called the pt and explained the situation. Pt aware that needs bloods repeating at dep 35 prior to the treatment. Repeat bloods completed and back within range.				Network Services

		I17627		10/28/25		18:16		10/29/25		RN handed over that IV Mero changed to IV Co-amoxiclav and that dose was due shortly after pm handover.
However - IV Co-amoxiclav was signed for at 18:16pm, Pt adamant that she had not received new ABX.
Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				Clinical Support and Specialist Surgery (CSSS)

		I17640		10/28/25		21:00		10/29/25		Incident submitted on behalf of patients named nurse today due to time pressures of ward 

Cat 3 pressure ulcer to buttock present on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		PURPOSE T complete 
Dressing applied
SKINN bundle maintained 
TVN referral sent and reviewed (29/10/25) 
Medical illustration complete (29/10/25)				Clinical Support and Specialist Surgery (CSSS)

		I17638		10/28/25		12:02		10/29/25		TSRT9

Midway through acquiring a 3d CBCT scan of the patient the machine (linear accelerator) unexpectedly finished scan early (roughly halfway through rotation) producing an image with insufficient image quality to be used clinically.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers and superintendent therapeutic radiographer were contacted. Superintendent therapeutic radiographer agreed image was of insufficient image quality to be used clinically. Patient taken off bed and moved to different machine to be treated. Team on this machine made aware of what happened also. Engineers decision to run test scans on machine which faulted. These came up clear with no issues so machine returned to clinical status once this was confirmed.				Network Services

		I17647		10/28/25		17:57		10/29/25		Received a referral on 28/10/2025, the referral letter was dated 1st august.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Actioned the referral as urgent and then responded to referrer to ask about the delay. have not yet received a response.				Network Services

		I17688		10/28/25		02:10		10/30/25		E.coli in CVBC blood culture. Inpatient since 20/10/25  on Ward 12. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17692		10/28/25		15:30		10/30/25		Reaction to Irinotecan		All appropriate actions taken once reaction was identified. No further actions necessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Administration stopped. 
Observations performed. sc Atropine administered as prescribed. 
Medical review. Bloods including Lactate obtained.
Administration recommenced once symptoms had resolved and completed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17663		10/28/25		14:36		10/30/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD RBC

Donation number: G095625769289W				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I17601		10/28/25		09:00		10/28/25		Delay with referral being sent. clinic date: 18/03/25
Referral received: 28/10/25

Email from secretary: Please note patient cancelled our outpatient’s appointment and was then admitted for some time in hospital.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added referral as urgent and asked secretary if reason for late referral is the one given in email about patient being admitted in hospital for some time (No date given of discharge).				Network Services

		I17602		10/28/25		10:30		10/28/25		Julie reports her eldest daughter has beat her up a few times in the past. Most recently 4-5 years ago, she gave her black eyes. Julie did not report it to anyone.
1 month ago Julie and her eldest daughter had a argument and her daughter told Julie, she wishes she was dead.
Julie tells me her daughter has also askes her for money £30-50 a time every few days to weeks.		Safeguarding referral completed - safeguarding to see patient on 06/11/2025 to offer further assessment and support.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		10/29/25		Discussed with Julie, explained this is physical and financial abuse to her when she in vulnerable for her cancer and other health conditions.
Julie thinks she is unlikely to see her daughter any time soon and her daughter does not have access to her flat.
Julie has agreed to safeguarding referral		Safeguarding referral appropriately completed.		Clinical Support and Specialist Surgery (CSSS)

		I17608		10/28/25		10:30		10/28/25		tsrt9
Incorrect immobilisation setup (vacbag) for patient under general anaesthetic, realised after patient had been transferred to treatment couch. No imaging had been taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Booth,  Adam		Incident being managed locally		No Harm						Patient transferred back to trolley and bed re-setup with correct vacbag/immobilisation. Setup and RBV number crosschecked with PTP scan record to ensure correct vacbag/position used. Proceeded to imaging and treatment.				Network Services

		I17605		10/28/25		08:10		10/28/25		TSRT9 13CC SB3i MD13CC CF3a
MLC leaf stuck prior to treatment delivery. Patient already imaged. Escalated to engineers. Unable to reset in service mode. Patient taken off bed and to another suite for treatment. Additional image authorised by B7 Radiographer.		Confirmed error BMDM all leaves apart form one moved to position, entered service mode and tried driving Y2 76 no movement. patient taken off the bed, identified leaf in Y2 Iso decided to replace bank for speed, leaf had shaved the leaf key and jumped the key. cleaned out bits of the leaf key from the DLG and checked leaf all good. bank fitted, shape test ran both DLG's hunting for several seconds by a couple of mm, DLG drive board replaced, training provided to RK, shape tests re ran and passed, Lightfield QC completed by JW,		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Got patient off bed.  Patient treated as soon as possible on another treatment machine.		natural faliure		Network Services

		I17617		10/28/25		08:00		10/28/25		Patient attended IPU for PORT insertion .Clinical information -haemophilia B . Has been review in the clinic last thursday but unfortunately nothing been arranged for this patient for PORT insertion . Patient need facter IX infusion 30 min before procedure.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Team not prepared this patient for line insertion . Took me 5.5 h for organising one of the doctor from the team to wright request and prescription , checking with the blood bank that the product available and arrange blood transfusion team to administer . 

29/10 - CSSS Governance; A Clin-Onc Colorectal patient; Parent Team should be mitigating the issues above, it is not the responsibility of the radiology/ procedure team to organise, resulting to delays on Endoscopy lists.				Network Services

		I17618		10/28/25		14:00		10/28/25		Cycle 8 TTOs Cabozantinib :
contacted main pharmacy, satellite pharmacy and porter - tablets nowhere to be found  , alertive primary team for a separate stand alone script for this cycle (C8 Cabozantinib only) and done.

Latest update from pharmacy: 
pharmacy staff found the TTO in ward 4 and is sending staff to pick up in ward 4 and supply to patient. Informed prescriber and stand alone script has been cancelled.				The Christie NHS Foundation Trust / Network Services / Ward 3		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		10/30/25		NIC informed. Pharmacy contacted. Explained and apologized to patient. Datix.				Network Services

		I17619		10/28/25		14:30		10/28/25		TSRT9 Sb3i 13CC CF3a
XVI fault during XVI acquisition causing XVI to be terminated, rescan required so additional dose.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		10/31/25		Patient needed to move as uncomfortable, so required a re-setup and				Network Services

		I17620		10/28/25		12:00		10/28/25		During E/C treatment noticed red, blotches to patients' skin. At all times flashback noted on the canula and dripping well. 
Treatment stopped and escalated to NIC. cannula was reviewed and it was okay, not an extravasation as still dripping well, not hard swollen lump to vein and  flashback still noted. 
Discussed with acute oncology nurse who also reviewed. Cannula in vein and not an extravasation, and no pain to patient during infusion.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		No Harm						Patient re-canulated by A but as soon as treatment started the same reaction happened to arm therefore treatment stopped and only partially given recorded on iQemo. Around 30mls of epirubicin given. No cyclophosphamide or pembrolizumab given as I wanted to discuss with team prior to giving any further medications. Patient to be reviewed tomorrow in clinic. Discussed with pharmacist who also agreed not to give any further treatment today and patient does not require GCSF injections to go home with. 
Patient stayed on scalp cooling and when reviewing arm on discharge arm and redness and swelling had completely settled down. 
Team to be emailed and this to be discussed tomorrow at clinic appointment"				Network Services

		I17610		10/28/25		12:30		10/28/25		TSRT9 
At prep stage, radiographers identified the RLAT FSD was no calculated in the yellow box. As the plan is non-orthogonal, the RAO FSD provided on the plan cannot be used.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12 Treatment data entry, data preparation process		Holt,  Daniel		Incident being managed locally		No Harm						The RLAT FSD was calculated in the room and independently checked by 2 radiographers. Escalated from B7 online, happy to proceed as RLAT FSD calculated and checked.				Network Services

		I17612		10/28/25		13:00		10/28/25		Patient admitted to IPU for US guided abdominal aspira. 
During procedure, no fluid present in abdomen. Presence of pleural fluid, chest drain inserted instead. No communication with recovery area if this can be accommodated and no communication to bed managers to confirm if a bed is availability before inserting chest drain. 
DATIX completed at request of bed managers.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Royle,  Gregory		Incident being managed locally		No Harm						Spoke to US and informed them they need to check with bed managers in future if a bed is available before going ahead with procedure.
Patient aware of overnight stay now needed. Could be a long wait and apologised.				Clinical Support and Specialist Surgery (CSSS)

		I17598		10/28/25		09:40		10/28/25		Patient incorrectly booked into another consultant's clinic under my name. As per previous Datix and numerous emails the patients need to be booked under the name of the consultant who's clinic they have been booked into NOT the name of the consultant they have been referred to as that is often inaccurate.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/31/25		Team emailed and this form completed

RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		Network Services

		I17708		10/28/25		18:00		10/31/25		TSRT9 13CC D98 SB3i MD13CC CF3a
Linac MLC fault following XVI acquisition/review.
Pt taken off bed to resolve fault. Repeat XVI required.
Additional dose to pt = 7.9mGy.
1st occurrence - not reportable.		it happened again as Sohaib attended same fault eariler, tried BDMD few times, no luck, beam reloaded but no joy, patient taken off the bed. logged in on service mode, try to load shape in diagnostic windows, no jaw movements. Head PSU recycled and it worked for a second, then failed again. DIA PCB replaced.  (SCS) both jobs combined on this one, 

Perform Shape cycle test and dia shape test going from leaf limit 40*40 to 10*10 and vice versa to check all the possible shapes. 
Light field qc performed by physics afterwards spare part added..		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Escalated to engineers/B7.
Additional image justified.
Engineer resolved linac fault.
Pt reimaged + treated.		Natural Part failure.		Network Services

		I17716		10/28/25		12:00		10/31/25		Patient attended for clinical trial visit and had blood sample taken.
Usual process is to register patient on agreed portal and ship bloods to lab using pre-paid address labels.
After obtaining bloods, found I could not access said portal. Emailed study contacts but no reply and emails bounced back.
Contacted chief investigator who informed me that the company had been bought out by another company but this had not been communicated with the research or admin team.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		McCaul,  Damian		Incident being managed locally		No Harm						PI and CI informed.
Blood sample was discarded.
Managed to contact team at new company and they have given me access to their portal and I am waiting for them to issue new address labels.
Patient will be contacted and asked if they would like to come back to have blood test repeated.				Research and Innovation

		I17657		10/29/25		11:10		10/29/25		Patient called me to her chairside on ORTC as they "didn't feel right". On examination, they were flushed and in clear discomfort, SACT reaction suspected. Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				Network Services

		I17658		10/29/25		16:00		10/29/25		she had a unwitnessed fall this evening at 16:00hrs
she was in the toilet, kneeling down on the floor by holding the commode next to her,as she stated
her bridge of the nose was slightly injured and bleeding
she was desperate to go to the toilet, accidentally tripped and fell
kneeled on her legs by holding commode but her eye glasses got hit on the commode, that injured the bridge of the nose
slightly hurt on chest wound
she urinated on the toilet floor in a rush at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		Low Harm						pulled emergency buzzer
reassurred her
reviewed by the doctors
safely transferred to the bed with A02,as she was able to do it
GCS 15/15 all limbs normal
observations done and charted
CBG 7.9mmols
Moving and handling completed- no postural drop
PURPOSE completed -bridge of the nose slightly injured and bleeding, cleaned ANTT let air dry
Chest wound examined- a tinge of blood noted- redressed under ANTT as per TVN advise
post fall educated
she doesnt want to inform NOK, she stated she will tell when they come in
monitoring GCS				Clinical Support and Specialist Surgery (CSSS)

		I17659		10/29/25		09:19		10/29/25		I gave 500mcg of IV Digoxin instead of 250mcg. Stat dose was Px on EPMA - both doses were visible (500mcg in 2ml above the indicated dose). On the medication box it outlines dose is 250mcg in 1ml, however I withdrew 2ml - this was given in the correct bag and over the correct time. I double checked medusa prior to giving this drug with a second colleague so it was not completed in a rush. I noticed 6hr later (when 2nd dose of 250mcg was Px for as per medusa) that I withdrew 2ml instead of 1ml 

MSO note: Screenshot of prescription from ePMA uploaded to incident record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to medic and informed Pt had been given full dose in morning rather than split across day.				Clinical Support and Specialist Surgery (CSSS)

		I17660		10/29/25		15:00		10/29/25		Started Pembrolizumab as prescribed and noticed a leak on A line: drops of liquid dropping from A line in the "filter" area				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Martinspitacas,  Irina		Incident being managed locally		No Harm		No harm				Stopped the infusion. Changed the A line using ANTT and connected the B line with Pembrolizumab to new A line.		IMP (31.1025) ICU medical rep and Deputy Head of Engineering emailed.		Network Services

		I17661		10/29/25		16:20		10/29/25		hypersensitivity reaction that occurred during a patient’s final carboplatin infusion. The patient had received 285 mL of the drug when she returned from the toilet and reported a red, itchy rash on her right thigh and leg. Upon examination, a similar rash was observed on the left leg as well .		Actions and result of actions taken	

Treatment was stopped immediately.
- Administered **Piriton** (chlorphenamine) and **hydrocortisone**.
- Full set of observations completed. NEWS2 score 1 throughout.
- Informed the ANP.
- Patient was monitored for one hour post-reaction with no further symptoms.
- Patient was discharged with appropriate information and advice.
- The clinical team was informed via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		The infusion was stopped immediately, and the patient was treated with Piriton and hydrocortisone. Observations were completed and remained stable throughout. The Advanced Nurse Practitioner was informed promptly. The patient was monitored closely for one hour following the reaction, during which no further symptoms developed and rashes disappeared . She was discharged with appropriate information and advice regarding the reaction and signs to watch for.

emailed the team as well		Reaction managed well		Network Services

		I17664		10/29/25		12:58		10/30/25		TSRT9
Background: 
Lateral couch shift required daily in order to achieve clearance for G195.
Couch then shifted back to isocentre to perform confirmation 2DkV and delivery of G195.
Incident:
On #6/15, couch not moved back to isocentre position to acquire confirmation 2DkV.
Incorrect patient positioning on 2DkV - image un-usable.
Additional 2DkV pair required as a result (operator error).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Incident being managed locally		No Harm						Additional imaging justified by superintendent and PR2.16 dose limits adhered to.				Network Services

		I17655		10/29/25		14:30		10/29/25		120ml infused. Noticed that Gail appeared pail/grey in complexion. Asked if she felt okay, she said no, said she felt very nauseous and faint. Felt that the room was spinning on her.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Treatment stopped immediately. Called for assistance. 2x 100mg hyrocortisone IV and 10mg metoclopramide IV given before symptoms resolved. Symptoms resolved after half an hour. Treatment recommenced on hypersensitivity rate once settled, no issues during infusion.				Network Services

		I17669		10/29/25		17:22		10/30/25		After SOU pharm tech was informed of switch of TPN for one night only by dietician, tech messaged TCP staff @16:00that TCP are to expect the new script needed for that night and ASA it's on EPMA, will be requested by tech. After doc prescribed, tech requested on EPMA, messaged pharmacist explaining/asking screening & confirming request.@17:22 tech messaged that TCP don't have the request/script. Tech checked on EPMA that is was already dispensed and sent photo with details to TCP, but TPN was delivered NEXT day.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Harm		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		Moderate Harm		Moderate harm		11/6/25		It was only discovered by the pharmacy staff covering SOU the morning 30/10/2025 that the patient did not get the TPN on 29/10/2025, as the bag, which on the EPMA was dispensed at some point before 17:22 on 29/10/2025, was not sent at the correct time to cover the patient from 29 to 30/10/2025. The bag has been delivered by the porters on morning 30/10/2025 and available for the patient from that time.				Network Services

		I17667		10/29/25		19:00		10/30/25		Moisture associated skin damage noted on the sacrum, present on admission
Pt is incontinent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/30/25		Tissue Viability Nurse Referral, ointment in use, encouraged to reposition.				Clinical Support and Specialist Surgery (CSSS)

		I17646		10/29/25		14:18		10/29/25		Referral has been forwarded to referrals and bookings by Christie secretary with the date showing 02/05/25. No referral on careflow but letter has been scanned onto CWP on the 09/05/25.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Roxy who has emailed secretary and added referral as urgent.				Network Services

		I17653		10/29/25		18:00		10/29/25		TSRT9 
#1 xRT booked on 30/10, highlighted during data input that #1 xRT usually occurs on the same day as first GEM X treatment which is on 4/11. B7 alerted. Called Clinician who confirmed patient needs to be delayed until 4/11 to attend #1 xRT after GEM X. Clinician added note to CWP.
Called patient and apologised for the change, patient very understanding and aware of new start date. Change form completed,				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4G Choice of start date		Hudson,  Scott		Incident being managed locally		No Harm						Called clinician
Called patient
Change form submitted				Network Services

		I17650		10/29/25		13:00		10/29/25		Whilst dividing the mesentery during cytoreductive surgy for a Hipec with a Ligasure Maryland the jaw of the ligasure became stuck and was unusable.  No harm came to the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Madden,  Sarah		Finally approved		No Harm		No harm		11/4/25		The Ligasure was replaced.				Clinical Support and Specialist Surgery (CSSS)

		I17651		10/29/25		16:00		10/29/25		Incident reported on behalf of patients named nurse due to time pressures on ward 
Cat 1 to buttock on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/30/25		PURPOSE T complete 
Barrier cream applied 
SKINN bundle commenced				Clinical Support and Specialist Surgery (CSSS)

		I17639		10/29/25		11:29		10/29/25		Pt started to feel hot and red in the face, had a reaction to Paclitaxel.
Treatment stopped and called for help.
Grade 2 reaction 
100mg of Hydrocortisone administered under PGD.
Obvs done and recorded.
ACP on the unit has reviewed and stated a grade 2 reaction. When pt is okay to restart treatment.		Treatment stopped, called for help.
Hydrocortisone 100mg administered under PGD
Observations done and recorded.
Pt seen by ACP who was happy for treatment to be restarted at a slower rate, Patient was happy with the plan.


Grade 2 reaction as per ACP review.
Treatment now given at a slower rate as per taxane reaction protocol.

Team emailed. For slow rate next time.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		Treatment stopped, called for help. 
100mg of Hydrocortisone administered under PGD.
Observations done and recorded.		Reaction managed well - patient finished treatment at slow rate and team emailed to make them aware of incident.		Network Services

		I17643		10/29/25		08:00		10/29/25		Noted patient has worsening MASD to groin/sacrum/buttocks in last couple of days since TWOC				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Referral to TVN. Requested med il. Asked medical team to consider re-catheterising pt. However, patient isn't keen on this. Encouraged pt to use urine bottles to avoid excess moisture to skin. Regular skin checks and apply medi derma barrier ointment. MASD care plan updated.				Clinical Support and Specialist Surgery (CSSS)

		I17644		10/29/25		12:10		10/29/25		Security team rung the ward to inform that a patient had been found collapsed on a bench outside Oak Road & suspected of taking illegal drugs as appeared inebriated. Patient had previously been found unconscious outside Oak Road On Monday evening (27/10) &had been found with drugs in her possession.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking / Oak Road Car Park				Incident affecting Patient		No Harm		Security incident		Site security		Other		Paterson,  Ruth		Incident being managed locally		No Harm						Escalated to ward doctor to review - patient was rousable to voice & was not unconscious but appeared inebriated/drowsy from ?taking drugs outside - no drugs found on patient. 
Escalated to ward doctor. Nurse advised to take set of observations. Obs not completed straight away as patient went off to the bathroom shortly after return, completed when able & obs within normal range as per NEWS 2.
Safeguarding referral made. Matron informed. 
Asked medics to repeat a capacity assessment.
Medics reviewed pt on return to ward.				Clinical Support and Specialist Surgery (CSSS)

		I17628		10/29/25		03:20		10/29/25		Patient found by mum on the floor having hit her head. 
Patient hoisted back into bed.
CBG 3.9mmol glucogel given.
Bolus IVF given BP 93 systolic difficult to hear.
Neurobs shown pupils 3 and reactive to light, patient non-compliant with arm and leg strengths. 
SHO and reg informed.		Rapid Review completed and attached to incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		Not for urgent CT as not had anticoagulation in over 48 hours.
?escalated that recognition of dying may need to be put in sooner than thought, to be discussed with day team
Advised mum when she needs to fall asleep we need to 1:1 the patient, mum said she will inform us when this happens 
Unable to complete lying and standing BP as patient cannot stand safely				Network Services

		I17629		10/29/25		03:00		10/29/25		my patient who has intermittent confusion was incontinent of urine and in his confusion got up and got tangled in his feed line and fell on to the bed as far as i was aware he was not harmed and doctor was alerted. i had been checking on him regularly when this happened and i have advised that he be 1-1 overnight where possible.
Dr said there was no need for review but to monitor the patient through the night				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		No Harm						doctor alerted.
patient reassured and given care.
documented in notes and handover .
datix now being performed.				Clinical Support and Specialist Surgery (CSSS)

		I17630		10/29/25		08:30		10/29/25		this incident includes 2 patients. patient A's referral letter was added to patient B's careflow attachments. both referrals were added on correctly and both referral letters were scanned to cwp correctly.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						the secretary let me know that this has happened. i double checked both referrals and looked at where i went wrong.				Network Services

		I17637		10/29/25		10:00		10/29/25		She came in with an unstageable pressure ulcer of the left foot, stage 2 pressure ulcer of the sacrum with blanching buttocks and lesions all over her body.		03/11 - appropriately dealt with upon arrival.  Pressure sores were formed at home before admission.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Tissue Viability Service				Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Was referred  tissue viability nurse, who came and reviewed and prescribed a dressing that will be used. Medical illustration was called who took a pictures with patient's consent. skin bundle was done, Pump was attached to the foam and a repose wedge placed to relieve pressure from the heels.				Network Services

		I17635		10/29/25		09:09		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.  

On investigation x1 Additional 2d image-Mechanical.  
Additional imaging dose imparted to patient. 
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional lateral image (pre-set HEAD).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational team to highlight with Varian at next TIG meeting.				Network Services

		I17672		10/30/25		09:00		10/30/25		Patient was seen in clinic on 29/10/25. iQemo script was amended and treatment regimen changed. The script location was Outpatient SACT so the patient was not scheduled on to the ORTC iQemo diary.
Patient has 0830 appointment on his blue card.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						Spoke with Baxters to ensure we could get his treatment delivered this morning.
Liaised with ORTC reception to update the patient. 
The patient was very frustrated as last time he was for treatment he was sent home, and didn't have it.
The patient felt that appointments/scheduling and the team had poor communication.
I apologised for his poor experience, and reassured him that he will get his treatment today. 
Explained to him that we would be able to treat him from 10am, as that is when a 'mid shift' nurse was starting. As the early shift staff all had patients booked in. 
Patient was happy with the information and update that I provided.				Network Services

		I17665		10/30/25		09:00		10/30/25		DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Clarke,  Catherine		Learning response required		Moderate Harm						DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				Clinical Support and Specialist Surgery (CSSS)

		I17693		10/30/25		11:00		10/30/25		Patient had a unwitnessed fall near bedside after coming back from toilet had shoes on not worn properly walking stick in site		All appropriate actions taken post fall. Falls risk assessment updated - remains independently mobile. The use of illicit drugs were escalated to the lead nurse. CT scan NAD.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Observations done, CBG done stable 
patient reviewed by doctor whilst on the ground
pupils checked equal and reactive 
responsive to voice and movement 
hoisted onto bed 
re reviewed by Dr 
had CT head NAD		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17694		10/30/25		14:00		10/30/25		patient admitted with x2 C2 to buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Barrier cream applied 
Dressed
Med ills to be completed 
Air mattress 
Can be managed on ward, TVN not required				Clinical Support and Specialist Surgery (CSSS)

		I17695		10/30/25		19:00		10/30/25		Patient stood to close curtains around bed - witnessed fall
Patient states she lost her balance and fell back on her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Moderate Harm		Low harm		11/3/25		Staff called
Observations taken
Doctor alerted				Clinical Support and Specialist Surgery (CSSS)

		I17696		10/30/25		19:30		10/30/25		Patient sat on the commode with constipation, due to discomfort, patient was trying to force bowel open and when straining accidentally bit her own lip causing a cut and bleed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Bite		Human bite		Spooner,  Jennie		Incident being managed locally		No Harm						Compressed lip with tissues/wipes. 
Informed Oncall Dr due to constant bleed. 
Repositioned px back to bed and supplied fresh nightgown. 
Morphine given for pain relief.				Clinical Support and Specialist Surgery (CSSS)

		I17689		10/30/25		15:00		10/30/25		Patient rang buzzer complaining of suddenly feeling hot and nauseated.		Team Drs emailed for next script to be amended
Involved in the event was;
Responsible medical team
Doctor
Chemotherapy nurse		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Moderate Harm		No harm		11/4/25		Infusion was stopped and patient was treated for a reaction. Observations were taken and hydrocortisone was given. Dr on the unit came to review. The patient's symptoms settled after 10 minutes. Reassurance was given to the patient and observations checked again. Treatment was restarted according to the hypersensitivity protocol after around 30 minutes		Written on CWP observations stable but no NEWS2 documentation on CWP. Will discuss with reporting nurse.		Network Services

		I17690		10/30/25		14:40		10/30/25		patient was receiving transtuzumab Entansine(Kadcyla). after administering 180ml of it at 14:40 patient felt nauseous, hot, and flashes. treatment stopped immediately and ACP seen the patient and given necessary meds				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						treatment stopped immediately and ACP seen the patient and given necessary meds. IV 100 mg hydrocortisone at 14:42 and 14:50 given. iv chlorpheniramine 10 mg at 14:46.
iv metoclopramide 10 mg at 14:53 given. 250 ml normal saline free rate given.				Network Services

		I17683		10/30/25		10:30		10/30/25		Due blood transfusion on endocrine department on 30/10/25.
X match and group and save taken on oak road on 27/10/25 but mislabelled. Returned to Oak road on 30/10/25 for second sample, however this was also mislabelled. 
Rebled again today on endocrine department. Patient will return tomorrow for 1 unit blood transfusion.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Apologies given to patient.
Rebooked patient in for tomorrow to have 1 unit blood transfusion.
Datix complete.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		Network Services

		I17685		10/30/25		13:00		10/30/25		The patient attended the nuclear medicine department for a Ga68 DOTATOC scan. She was given a cup of tea which she spilt down her left side.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Harm		Clinical incident		Spillage		Splash with hot/cold liquid (NOT chemical)		Harris,  Andrew		Incident being managed locally		Low Harm		No harm				The wet clothes were removed and replaced with scrubs and a cold compress was applied.				Network Services

		I17686		10/30/25		14:00		10/30/25		Patient had pre-surgery/pre-existing pressure sores.
1- Right foot was dressed so unable to assess fully, patient reports that it is necrotic pressure wound. 
2- Bilateral breasts, moisture associated skin damage. The skin was red and broken to the underneath area's.
3- Moisture associated skin red and broken skin to full apron of abdomen folds and groin area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Madden,  Sarah		Finally approved		No Harm		No harm		10/31/25		Post surgery, all areas cleaned and dried. 
Barrier spray applied.
Medical illustrations contacted and photos taken in theatre recovery.
All pressure area concerns documented and handed over from the theatre staff to recovery staff.

Tissue Viability Review :31/10/225

Reviewed the patient with the named nurse to review the wound on the right heel, which was dressed on admission.

On Assessment, patient has an unstageable pressure ulcer (Category 3) to her right heel, which she came in with, and the dressing was not removed before surgery. Category 3 pressure ulcer approximately measures about 6 cm in circumference with 80% of thick necrotic area. 20% of the necrotic tissue was debrided, and the tissue underneath is granulating well. The heel was not elevated, and the mattress pump was not switched on.

Photo of the pressure ulcer taken today.

She also has an insect bite on the top of the right leg.

 

She also has multiple areas of moisture damage under the breast, groin and buttocks, and she doesn't want me to check as she had photos yesterday and she has shown me the photos. I also reviewed the photos of the moisture damage on PACS.

Management plan

Clean the wound on the right heel with normal saline 

Apply Algivon honey tulle to the pressure ulcer

Use Zetuvit plus superabsorbent 

Apply Kliniderm foam adhesive for the insect bite

Bandage the leg from toe to knee with Wool and crepe, and apply a yellow line to keep the dressings in place.

Change this dressing twice a day.

The mattress pump was switched on and advised to keep the mattress pump on at all times due to the risk of PU.

Also advised to elevate the heel with repose wedges to offload the heel pressure.

For Moisture Damage

Clean all areas of moisture damage with normal saline

Apply Medierma barrier ointment twice a day.				Clinical Support and Specialist Surgery (CSSS)

		I17677		10/30/25		11:30		10/30/25		Patient commenced on rechallenge of Docetaxel (reacted last cycle but completed at slower rate), after 5ml at 1/4rate complained of feeling unwell, very flushed, chest tightness.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Treatment stopped. 
Hydrocortisone and Piriton given IV under PGD. 
Did not rechallenge.
Kept until symptoms settled. Obs stable. 
Discharged with safety netting advice. Email Dr and admin team for consideration of Nab Pac				Network Services

		I17678		10/30/25		11:30		10/30/25		Patient informed me of two red itchy hives on his right forearm around 20 minutes after the transfusion had completed. He had two units of platelets.										Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						His observations were took straight away and they didn't show any signs of deterioration. 10ml of chlorphenamine was given to the the patient by charge nurse Jamie. The patient reported feeling well in himself. he was kept here bloods were sent the both platelet bags back tot the lab as per reaction protocol.

		I17679		10/30/25		08:50		10/30/25		TSRT9
Lost comp as a result of unexpected motion error				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Additional imaging, authorised by B7				Network Services

		I17680		10/30/25		11:55		10/30/25		5 minutes into Paclitaxel infusion patient showed signs of drug reaction. Reported closing sensation in throat; chest pain; palpitations; dizziness; and had flushed face.		Reaction managed appropriately, treatment continued with no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Infusion stopped. 
Observations checked and satisfactory. 
10mg chlorphenamine and 100mg hydrocortisone IV given as per PGD. 
Infusion completed following slow rate hypersensitivity protocol.		Reaction managed appropriately, treatment continued with no further issues reported.		Network Services

		I17698		10/30/25		18:00		10/30/25		Pt was with daughter who took her to the bathroom - pt unsteady on feet and attached to drip IVI stand - pt then was walked back to the bed but bed breaks were taken off? patient fell over / assisted to the ground by daughter - RN came and pulled crash bell - all staff and medical team cam - checked bp observations, bms stable - temp ongoing - ha been escalated ++ tmes to medical staff see documented drs note d/w consultant- pt commenced oral abx - low thresh hold for abx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to DRs and Consultant and rechecked - escalated pt to bay tag and then 1:1 - dr said no need to alert Out reach team - I have allertived them and handed over 1:1 care				Clinical Support and Specialist Surgery (CSSS)

		I17699		10/30/25		19:45		10/30/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team. 
As per TVN August Newsletter, referral to TVN not required
Tissue viability assessment today 03/11/25 reviewed and verified as Moisture associated skin damage by Sarah Francis TVN- see CWP entry .				Clinical Support and Specialist Surgery (CSSS)

		I17700		10/30/25		23:40		10/31/25		Pt was C1D1 of trial, late stay due to aseptic delays and trial activity post infusion. Handover sheet stated "taxi was booked with transport" however as I am on the night shift I don't know if anyone informed transport desk that pt would stay late - verbally handed over for her to go to security for transport when ready to leave (not the normal process). When ready to leave I called Veezu to arrange her taxi but they were not aware of her.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Donovan,  Helen		Incident being managed locally		No Harm						Called security to ask if they can arrange transport, they confirmed they can but only with approval from duty manager. Alertive sent to Tracey Wood and also spoke on phone who explained to complete transport request form for her to give the go ahead. Completed and emailed and she confirmed taxi can be arranged for this patient. Thankfully pt lived in Manchester, otherwise would have had to stay overnight. Confirmed with security that Tracey had given the ok for the taxi and pt left the unit at 23.35.				Research and Innovation

		I17701		10/30/25		21:19		10/31/25		Checked soft-set on patient and there was redness around the site of the soft-set. Soft-set removed and on removal small amount of bleeding occurred, pressure applied. After bleeding stopped a black dot was left where soft-set had been removed. Doctor informed and circle drawn around affected area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin redness (non pressure related)		Spooner,  Jennie		Incident being managed locally		Low Harm						Pressure applied to area
Doctor informed
Circle drawn around affected area
DATIX completed within 48 hours of incident.				Clinical Support and Specialist Surgery (CSSS)

		I17702		10/30/25		22:13		10/31/25		Checked patient's morphine sulphate 10mg/5ml oral solution on PRN and had no dosing interval only stated "when needed". Informed doctor, who corrected dosing interval to every 3 hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Doctor informed
Datix completed within 48 hours.				Clinical Support and Specialist Surgery (CSSS)

		I17703		10/30/25		11:30		10/31/25		Patient had a crossmatch taken at 11:30am at ORTC, sample was sent to labs and patient came to the endocrine for btf, as soon as the patient arrived we rang ORTC to confirm the patient had a crossmatch taken and sent to labs, after more than 2 hours there was no indication on CWP's lab results that the sample was even being processed, I rang bloodbank and they told me they did not have a sample, they checked the pods and even behind reception and I was told there is no sample, I then rang ORTC				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Stansfield,  Emma		Incident being managed locally		No Harm						for a second confirmation that the crossmatch had definitely been sent and they confirmed, I then contacted bloodbank again about the patient's crossmatch and before I could even give the patient's hospital number I was told the sample had been mislabelled yet there was still no indication of this on the CWP causing severe delay to the patient receiving a btf, I asked bloodbank why there was no mention of the sample on CWP and they informed me they will add it on however it is now the next day and still the result of it being mislabelled has not been added onto the system, the patient was severly distressed and was extremely tired especially after Chemo but has agreed to take another sample and to return the following day for transfusion				Christie Pathology Partnership

		I17704		10/30/25		09:00		10/31/25		Patient plan for peripheral TPN on 29/10 by dietitian: 1800ml of a Triomel N4 2.5L bag, prescribed on EPMA by surgical doctor ~4pm and handed over to pharmacy by dietitian.   
Bag did not arrive to ward on 29/10, arrived on morning of 30/10 and was incorrect bag 1.5L Triomel N4 rather than 2.5L bag (incorrect volume) which was prescribed correctly on EPMA and written on the paper copy of script. Patient did not have TPN and had to have IVF instead.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with dietitian looking after patient who confirmed correct ordering and handing over process.
Checked EPMA - doctor had prescribed correctly by 4pm on 29/10.
Discussed with pharmacy tech - advised wrong bag had arrived on 30/10 and they had taken it back down to pharmacy stores and advised wrong bag.
Updated ANP on ward of reason for missed PN.				Network Services

		I17714		10/30/25		08:55		10/31/25		Patient received C4 Subcutaneous Atezolizumab but using an IV dose. Currently stocked on ORTC ward stock is IV 840mg Atezolizumab and Subcutaneous  dose 1875mg are prescribed from main pharmacy. 

Patient received two vials of 840mg which equalled to 28mls of Atezolizumab rather than 1875mg in 15mls subcut dose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Incident being managed locally		No Harm						Made aware of this error after patient had been discharged home and looked through TTO bag when subcut dose of Atez was found, patient then rang hotline and was assessed over the phone.
Patient was well at time of assessment and no issues with site of administration. 

Member of staff had gone home at time that error was noted and therefore was asked about incident when attended for shift today. Explained she thought the dose of treatment we had in our treatment room fridge was the Subcut dose and that they used two vials of 840mg for administration. 
Pharmacy and medical team emailed to check if there was anything that required actioning as drug that was used was given via incorrect route . 
Patient will also have a further follow up call today				Network Services

		I17715		10/30/25		09:30		10/31/25		No indication of patient's Latex allergy until morning briefing after the first patient was already done. Meaning SOP failed as we were not told of latex allergy 24 hours before and lead to delay of 30-40 minutes due to deep clean needed. patient informed us that allergy leads to airway problems and swollen mouth.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Removal of all equipment and PPE which is not latex free.				Clinical Support and Specialist Surgery (CSSS)

		I17723		10/30/25		10:30		10/31/25		Pt attended Nuclear Medicine for Renogram. Was injected with MAG 3- Technetium (99mTc) radiopharmaceutical and scan started. 10 minutes into scan, pt began to feel unwell and fainted.

Alert and orientated when I arrived to assess her. Hypotensive (80mmHg) and hypothermic (34.4). Began to feel lightheaded again, so laid down and scan abandoned. 

OR contacted. Struggled to get medical review. Lack of support by medics on a department with no medical cover. See below.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Near Miss		Clinical Event		Collapse/faint/fit		Faint		Harris,  Andrew		Incident being managed locally		No Harm						Fully clothed, covered in multiple blankets. BP stabilised, temp not coming up. BGL taken 3.6mmol/l. Glucojuice given, BGL increased to 7.9mmol/l. Moved to a room with a heater, temp after 1 hour came up to 35.8. 

Struggled to get medical review. One RMO advised they'd only assess if the pt is admitted and to speak with Outreach. OR stated medic review is required. Spoken with another RMO who attended to speak with the pt; however no assessment completed, history taken or questions asked about the pt's situation or health. 

RMO informed the pt that her consultant advised to attend A+E for a septic screening. No further information provided except to say it could be infection related. Pt and Mum understandably upset at the lack of info and having to wait so long to be seen and no assessment to be completed. They were also confused as to what was going on and why she couldn't be treated here. 

I reassured them and discussed these concerns in length, before providing the pt with a supporting letter to handover at A+E.				Network Services

		I17732		10/30/25		15:00		10/31/25		CSF sample was left on the Haematology bench. Staff assumed it was for haematology and performed Cytospin and auto- differential instead of the protein and glucose. By the time the error was noticed, there wasn't enough of the CSF sample left to perform the tests requested.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Ehimare,  Brave		Incident being managed locally		Low Harm						Informed AAU of the error.				Christie Pathology Partnership

		I17735		10/31/25		17:00		10/31/25		TSRT9
SGRT software fault after XVI acquired. 
Patient needed to move machine to complete treatment, additional scan required
Total additional imaging dose 1.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers and treatment band 7
Apologised to patient
Arranged for treatment to be carried out elsewhere				Network Services

		I17736		10/31/25		17:05		10/31/25		At the end of flush patient reported swelling and mild pain around cannula site		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		11/3/25		Flow chart D followed as per extravasation policy. Hydrocortisone applied, area marked, note for nurse in chart to follow up, photo taken of area on patients phone as out of hours.
Patient advised to use heatpack or hot water bottle for times a day for 20 minutes until improvement,
Advised to elevate and keep limb moving,
Call hotline with any issues		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		Network Services

		I17737		10/31/25		14:15		10/31/25		Patient appeared red in colour
Reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						Stopped infusion
Called for help
Followed hypersensitivity protocol
Patient felt ok with 10-15 mins
Tolerated well on slow rate				Network Services

		I17738		10/31/25		20:40		10/31/25		Patient was handed over as nil by mouth and for nutritionl support. Patient was brought onto the ward without nursing or care team made aware. When checking patients epma, patient had no IV fluids prescribed as high sodium but no further escalation to medical team noted. Noted that it wasd escalated to NIC but no documentation or communication as to why this wasn't escalated to medical team prior to moving to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Incident being managed locally		No Harm						Contacted AAU but NIC was unaware as to why not on IV fluids. Escalated to oncall dr and prescribed IV potassium for hypokalaemia and hyponatraemia. Dr also noted that patient weas not nil by mouth as seen by dieticians and swallow assessment had been completed with water soluble contrast swallow.				Clinical Support and Specialist Surgery (CSSS)

		I17724		10/31/25		11:55		10/31/25		Patient had finished his CT TAP scan, and was being disconnected from the CT contrast pump and told to get up and return back to the patient waiting area. 
While the patient was getting up, he turned too quickly and turned over the couch landing on the floor with his forearm.
Fortunately, the CT couch had been lowered to the lowest height and the patient did not fall from a large distance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Fall from bed, chair or height		Iddles,  Sarah		Incident being managed locally		No Harm						The patient was immediately assisted up by myself and another colleague to a chair. The patient had no sign of bruising, pain or injury when assessed. When he stood up I noticed he was a little disoriented even though he kept insisting he was fine.
I then escorted him back to the waiting area where he sat down to be observed for any contrast reaction.
After a few mins, the patient was well enough and allowed to go home.				Clinical Support and Specialist Surgery (CSSS)

		I17725		10/31/25		14:00		10/31/25		TSRT9
Patient was for replan as of day 0 MRI. Patient had #2's delivered, a systematic review, #1R delivered then an offline review to confirm imaging pathway. The note said next CBCT #8 which would've been #6R. Missed on #6R and CBCT was then on #7R (#9 overall).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Incident being managed locally		No Harm						Escalated to B7, CBCT'd #7R (1# late)				Network Services

		I17709		10/31/25		09:24		10/31/25		19.6mls of oxaliplatin and folinic going through and pt stated to go red in the face, itchy palms and dizzy.		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Actions and result of actions taken	
Treatment stopped, Obs done and recorded.
10mg of piriton given to good effect.
Explained what was happening to patient who understood. Symptoms resolved quickly after piriton was given.

ACP  came to review who said we cannot re start as already on rechallenge 4 hour.
To keep her here for 1 hour to ensure no further reaction. Then can go home.
Safety net with hotline.
Treatment discarded of as per policy.
PORT needle removed once 1 hour observations is done.

Not for 5FU bag and pump due to having only 19.6mls to keeo SACT in sync defer all of SACT today

Team and chemo apps emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/5/25		Treatment stopped, Obs done and recorded. 
10mg of piriton given to good effect.
Explained what was happing to the pt who understood. Symptoms resolved quickly after piriton was given. 

ACP came to review who said we cannot re start as already on rechallenge 4 hour. 
To keep the pt here for 1 hour to ensure no further reaction. Then can go home. 
Safety net with hotline. 
Treatment discarded of as per policy. 
PORT needle removed once 1 hour observations is done.

Team and chemo apps emailed.		Thank you for reporting this incident - reaction treated as per protocol and patient safety maintained.		Network Services

		I17722		10/31/25		13:25		10/31/25		patient has been left in transport for 2 hours when should have been taken back to the ward.
Patient has been to radiotherapy and was teletracked back to the ward. Porters left her in transport.

ward received a call from transport that patient had been left there and they did not know why and only knew they were there as they asked to go to the toilet				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Worgan,  Howard		Finally approved		No Harm		No harm		11/5/25		HCA went to transport to collect patient. Gave them lunch as they had missed lunch

checked teletracking and radiotherapy had documented for return back to ward.				Capital, Estates and Facilities

		I17728		10/31/25		10:00		10/31/25		Patient appeared flushed 22mls into paclitaxel infusion.
Patient reported feeling SOB. Denied chest pain.
Infusion stopped.
Obs showed 88% SATS, hypertension, and tachycardia		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	
100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues

Team emailed and made aware of incident so script can be changed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/5/25		100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues		managed well - patient safety maintained		Network Services

		I17729		10/31/25		14:15		10/31/25		Location of incident: Rehab dept, therapy kitchen. Incident: Assisted fall to the ground whilst walking with wheeled zimmer frame. Lost footing whilst turning and knees buckled. Landed on bottom. No head injury or other trauma sustained. No complaints of pain. Remained alert throughout.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Warner,  Danielle		Incident being managed locally		No Harm						Checked for pain and any obvious injury - nil reported or identified. 
Assistance of three staff members to support transfer from floor to chair with verbal instructions re: technique and facilitation provided.  Seated rest and water provided. 
Uneventful step round transfer with wheeled zimmer frame and AO3 from chair to w/chair.
Offer to take back to ward but patient preference to go to Cafe outside dept with family members as planned.
Informed ward manager, ward doctor and duty SN of incident on return to the ward. 
DATIX completed.
Mobility status on patient board updated.				Clinical Support and Specialist Surgery (CSSS)

		I17719		10/31/25		13:00		10/31/25		TSRT9
B7 bleeped to review CBCT due to X rotation effecting coverage, orange knee step not used but present in site set up. Opted to reset up with knee step in place, additional image approved, reimaged and treatment delivered. Additional concomitant dose to patient 10mGy (Pelvis M20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		11/3/25		Assessed target coverage on CBCT
Approved additional image and reset up with correct immobilisation
Discussion had with treating staff				Network Services
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		I17649		8/27/24		12:49		10/29/25		DXA scan requested 27/08/2024 with scheduling details:
REQUEST FOR: Next available imaging appointment
SCHEDULE DETAILS: next available please
Found on Cris 'orders' list 29/10/2025.
Referrer was contacted to see if request should have been cancelled, but they advised the scan is still needed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Asked referrer to submit new order as clinical information is now very old.				Clinical Support and Specialist Surgery (CSSS)

		I17568		10/26/24		00:00		10/27/25		Patient treated with Enhertu under NHS care (on CDF) for one year from disease progression with no follow up review appointments or on treatment imaging to assess for progressive disease or toxicity (ILD). Blueteq criteria state treatment is not funded beyond disease progression.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		Low Harm						Patient had scan 4/9/24 with mixed response but clear progression in lungs and pleural disease.  Patient informed at OPA 12/9/24. Follow up put on hold pending patient decision. Next dose scheduled 26/10/24. Patient has continued to receive a further 13 cycles of treatment funded by NHSE via CDF. In the last 12 months this patient has not had any NHS medical review documented on CWP and has not attended any NHS clinic apts. Patient has not had any further scans to assess treatment response or assess for potential ILD (in trials this drug has been associated with fatal pulmonary toxicity). Queried with prescriber 22/10/25. Treatment now cancelled on iQEMO and patient looking at alternative treatment options.				Network Services

		I17019		5/16/25		09:00		10/8/25		A patient with extensive stage small cell lung cancer
The possibility of thoracic radiotherapy +/- PCI was discussed with the patient at their new patient consultation.
This was not picked up until after the patient had already received 6 cycles of treatment
We would usually refer after 4 cycles
The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Pabial,  Suneil		Incident being managed locally		No Harm						The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				Network Services

		I17094		6/20/25		00:00		10/10/25		Patient returned unused medication as was prescribed Omeprazole but dispensed Aciclovir. Omeprazole sticker on box of Aciclovir. Error noticed by patients so did not take the incorrect medication				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Medicine label - wrong/transposed/omitted		Nolan,  Russell		Finally approved		No Harm		No harm		10/14/25		I have taken the medication from the patient and returned it to the pharmacy department				Network Services

		I17302		7/3/25		00:00		10/17/25		Consultant contacted by Radiotherapy about a CT scan that had been cancelled and not rebooked and noted that patient was consulted by phone on 24/07/25, but although clinic letter done, no outcome form on CWP and no fup booked.		feedback given to staff member		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		Consultant sent CWP message to sec to book fup per the clinic letter of 24/07/25 (sec checked Careflow and f2f appt 24/07/25 had been cancelled and rebooked as a telephone consult on the same date).
Fup appt booked for late November and letter sent.		feedback given to staff member		Network Services

		I16841		7/4/25		06:34		10/3/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 16/10/2025: Missed sternal bone mets and overlooked left breast surgery. CT Thorax Abdo pelvis oral and IV Cont. Also same potential
discrepancy for CT scan performed 11/12/24 and reported 13/12/24 same reporter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Potential discrepancy reported after review for MDT.				Clinical Support and Specialist Surgery (CSSS)

		I17279		7/29/25		08:00		10/16/25		INCIDENT REPORTED BY TCPC: Patients bloods taken and sent to the lab pre- treatment.

Results not recorded and still not showing on CWP 2 hours later- therefore staff nurse went down to pathology to locate bloods and ask how long it would be.

Bloods not located- ?lost.		The lab reception team have investigated the issue raised, and are unable to determine where the samples could have gone- as we have no record of these being booked into the Synergy system. The ward should review the transport of these were they lost in transit or mis-placed as subsequent samples have been processed on the day.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		10/22/25		"Bloods re taken and sent as URGENT.
Duty of candour adhered to.
Datix sent to NHS pathology labs for investigation.
"		Unfortunately we are unable to carry out any further root cause analysis as the laboratory has got no record of  additional samples being receipted on 29.07.25 which would be entered into TD Synergy.		Christie Pathology Partnership

		I17681		7/29/25		15:00		10/30/25		Whilst rolling a patient to insert a pat slide i felt  a pulling/tearing sensation in my wrist. I was following the policy and rolled the patient towards me with the help of others. The patient was fairly heavy.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Staff		Harm		Clinical incident		Moving and Handling		Innapropriate patient handling- Other		Thomas,  Preethi		Incident being managed locally		Low Harm						As the injury didn't feel major i continued working for a couple of weeks, and informed my line manager. I also stopped moving and handling patients and lifting heavy items in work.				Clinical Support and Specialist Surgery (CSSS)

		I17442		8/4/25		10:50		10/22/25		TSRT 9 13I LEVEL1, SB 13hh,13i   MD 13cc   CF1a,1b,1C,2C
Patient received daily image verification when not protocol and authorisation for additional concomitant exposures not sought
Total of 22 additional concomitant exposures (220mGy)
Reportable incident				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm				This error was identified during a retrospective review/audit for paediatric patient imaging . Patient was having 5400cGy/30# to left pelvis ewings sarcoma. Under protocol imaging is #1-3 and weekly thereafter however this patient was imaged daily.
No annotations in Mosaiq or CWP that confirm clinician, or person with appropriate scope of entitlement, authorised additional exposures				Network Services

		I17378		8/12/25		13:54		10/21/25		Outcome form completed asking for FU appt withing 6/52 but form not actioned so no appt given and pt has run out of SACT				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Morgan,  Karen		Incident being managed locally		Moderate Harm		Moderate harm				Pt added on to clinic same day as consultant informed of incident				Network Services

		I17025		8/13/25		11:00		10/8/25		TSRT9/level 4/6F/CF/MD6E/CF1d
patient called to ask when radiotherapy treatment would commence she was aware she was on a waitlist.  On review the patient was not on the waitlist spreadsheet.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		On review of clinical notes the patient had a booking form completed and an email was sent to the wrong bookings team, this was then highlighted to the correct booking team but had not been highlighted to the treating team and was therefore not added to the waitlist.  This was rectified by the team and patient was added to the waitlist - this has not impacted on when the patient would receive treatment due to the order of the waitlist				Network Services

		I17027		8/13/25		11:00		10/8/25		TSR9/LEVEL5/sb11n/xr2g/cf1d  note in CWP for another patient was identified in the incorrect patients notes		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		2G Data recording		Hudson,  Scott		Finally approved		No Harm		No harm		10/24/25		reported with IT to remove and Datix completed		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		Network Services

		I17316		8/14/25		09:00		10/17/25		Patient came to clinic and had not been taking lenalidomide, patient never received cycle 28 of lenalidomide. The patient assumed that lenalidomide had stopped as none was delivered.  
Cycle 28 prescribed and pharmacy medicine request form completed on CWP. 

It is noted on delivery/collection details: PLEASE ANNOTATE NO PAF have emailed
put through to post 18/08 SK

Not clear what has happened with medication.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Kelly,  Marie		Finally approved		Moderate Harm		No harm		10/27/25		Consultant aware and further medication prescribed.				Network Services

		I17067		8/14/25		00:00		10/9/25		A referral from Sheffield sent to Christie Referrals and Bookings as received 5.2.25 when date received should have been 21.7.25		- Amended referral date and raised datix as protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Melanoma Consultant queried where the referral had gone to as this couldn't be seen on CWP but was subsequently found but had been entered as received on 5.2.25 whereas date actual date received was 21.7.25.		- To be vigilant in entering data onto Careflow.
- Take a break away from PC screen if needed.		Network Services

		I16775		8/14/25		10:00		10/2/25		Car backed into hidden post. Poor lighting, tinted windows with poor visibility hindered by rear passenger headrests. Sensors didn't pick up post.  Car quite damaged.  Member of staff OK.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Reported internally promptly and raised with car management company.  Car awaiting repair.  Still awaiting repair 10th Oct and a further incident will be raised to deal with the car management company.				Network Services

		I16832		8/15/25		08:00		10/3/25		INCIDENT REPORTED BY NCA: took over care of patient, carried out thorough skin inspection, patient had a stocking on left foot , removed stocking and saw there were pressure lines on left foot from tightness from the stocking, patient husband stated the stocking had been left on since before admission  from christies. left the stocking off for a couple of hours, red pressure lines disappeared however left a small red mark/bruise on left foot		None taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/23/25		updated body map, patient educated on pressure care, escalated to NIC, escalated to ward manager		From speaking to staff who reviewed the patient post discharge from AAU and reviewing the documentation during admission, the patient did not have a compression stocking in situ during admission on AAU nor was there a stocking in situ 2 days after discharge from The Christie. Therefore, unable to attribute pressure damage identified at Fairfield to The Christie. The Lymphoedema specialist reviewed the patient in an outpatient clinic 13 days prior to admission to Fairfield Hospital, they had ordered a garment for her but no compression stocking was put in situ at that time. The patient was reviewed by MDT during admission on AAU, she was deemed to not need support in the community and was able to care for herself with the help of her husband.		Clinical Support and Specialist Surgery (CSSS)

		I17586		8/15/25		13:50		10/27/25		Registrar sent a CWP message to a secretary to ask for patient to be brought back to clinic to be given a positive scan result. Admin team have sent a "good news" letter to patient to say their scan results were negative.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Marley,  Heather		Incident being managed locally		Moderate Harm						Senior surgeon has explained the error to the patient and their family and apologised for the error. He has explained the results and ordered appropriate repeat scans. I have signposted to PALS.				Clinical Support and Specialist Surgery (CSSS)

		I16838		8/18/25		12:00		10/3/25		Patient admitted with bowel obstruction secondary to metastatic pancreatic cancer. 
Underwent attempt at colorectal metal stent fluoro guided 18/8/25. Failed attempt. 
19/8/25: CT TAP extensive free intraperitoneal air in keeping with bowel perforation. Scan reviewed with Consultant radiologist and site is distal transverse likely due to air being inserted at time of attempt at stent.
Patient not appropraite for surgical intervention. For best supportive care. Died 18/9/25 in a hospi				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Interventional Radiology)						Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Whelehan,  Sarah		Learning response required		Moderate Harm		Moderate harm				Supportive measure provided/ discusion with surgical team.				Clinical Support and Specialist Surgery (CSSS)

		I17564		8/18/25		10:58		10/27/25		A clinical trial patient  completed quality of life questionnaires. The nurse who saw the patient in clinic put these in an envelope and put them on the lead clinical trial co-ordinators desk. The clinical trial co-ordinator was unable to find the questionnaires.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building						Incident affecting Patient		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Taylor,  Claire		Incident being managed locally		No Harm						Clinical trial co-ordinator informed the trial nurse that the questionnaires were missing and looked for them in multiple places.				Research and Innovation

		I17110		8/23/25		00:00		10/10/25		Patient enrolled in trial CCS1477-02 (19_DOG06_264). Admitted to Palatine Ward with hyperglycaemia, renal failure, and hypercalcaemia on 22/08/2025. During drug prescribing on ePMA on 23/08/2025, the weekly dose of dexamethasone (due on 27/08/2025) was by system default, scheduled for 23/08/2025. This discrepancy was not identified by the prescribing doctor, and the dose was administered as prescribed.		To be taken to the quality managers to consider how best to bed into clinical sessions.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Mamat,  Mohd		Finally approved		No Harm		Low harm		10/22/25		Dose administered as prescribed by nursing team. As a result of a complain investigation, the incident was identified and reported.				Network Services

		I16756		8/28/25		12:00		10/1/25		TSRT9 4K/ CF 3/ MD 4J/ SB 4J

Pacemaker was selected on the book forms of 2 patients but despite this the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Abutaleb,  Mohamedkhalid		Rejected		No Harm						*Highlighted during consent process
*Cardiac triage team informed
*Triage process started				Network Services

		I16754		8/28/25		12:00		10/1/25		TSRT9  level 5 4H/ cf 1c/ SB 4j/MD 4j

Pacemaker not selected on the booking forms of 2 patients, therefore the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		*Highlighted during consent process 
*Cardiac triage team emailed to alert
*Triage process started				Network Services

		I16985		9/1/25		00:00		10/7/25		Distressed phone call rec'd from patient's relative as he is in significant pain.
Last seen by CO 01/09, anno and letters seen on CWP, and dx from this team.
Per anno it said he was being referred to MO for palliative SACT but no referral seen on system as done or waiting to be done.		Admin Support:
Administrative resources are continuously pooled with the stream to manage the typing backlog efficiently.
Medical Oncology Appointment:
The MO appointment was booked immediately. The patient was scheduled for palliative chemotherapy, and the delay had no impact on available treatment options.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		1. Checked EPRO dictations from 01/09.  At end of anno were letters referring pt to Salford for a stent, also the SACT referral letter to MO.
2. Urgently typed and issued all the missing letters.
3. Submitted SACT referral to referrals portal.  Also emailed MO consultant and CNS team with apology for delay and informing him referral had now be submitted.
4. Emailed stent referral letter to Salford for completion of records as patient was stented on 29/09.		Outlined to the admin team to ask for help when typing backlog startes to become unmanagable.		Network Services

		I16785		9/2/25		20:46		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16790		9/2/25		13:50		10/2/25		Patient received albumin and the second independent check not completed. The first independent check appears to have been completed post transfusion. 

On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16795		9/2/25		18:53		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17087		9/4/25		16:52		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16724		9/5/25		10:00		10/1/25		INCIDENT REPORTED BY STOCKPORT HOSPITAL: PICC line inserted at Christie on 5/9/25. on arrival to laurel suite on 11/9/25 PICC line dressing changed and 2 small areas of skin damage noted under dressing from pressure of the dressing pushing on the clamp on the line and the cap to the end of the line. patient reported the dressing had felt very tight since insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Hill,  Steve		Incident being managed locally		No Harm						dressing removed and replaced under ANTT. no signs of infection noted. photographs of wounds taken with patient consent

I do not have the images at the time of reviewing this incident. The incident and the medical notes say an area of 'skin damage'. As the skin has not been described as broken I'm assuming it has not been, there is no mention of grading of pressure damage, so I again I'm assuming their is some indentation where the PICC hub and clamp had be placed.
The Staff member who undertook the procedure and applied the dressing is currently off so I cannot discuss the case with directly.  
However, we do not apply pressure dressing unless the patient is showing signs of bleeding, there has been an arterial puncture or significant haematoma.  What is offer to patients are elasticated arm tubing if the patient prefers the whole are to be covered.
Dressings are not routinely placed over the CVC sites in a tight manner which can result in pressure damage. However, of the staff member has done this in a tighter manner than normal, together with elasticated dressing this may have lead to the application of too much pressure over the catheter this together with this gentleman being on steroids and perhaps increasing skin/tissue fragility may have lead to too much pressure over the hub and clamp area of the PICC.				Clinical Support and Specialist Surgery (CSSS)

		I16742		9/5/25		08:00		10/1/25		Ordercoms number 9340706 & 9340707 - Biochem and Haem samples sent in virology bag.  (Please note that Biochem/haems samples go in the clear bag and are processed here, Microbiology samples go in the blue bag and are sent to Salford & Virology samples are put in the Red bag and are sent to MRI).  These samples could have been sent to MRI in error due to being in the wrong bag resulting in not test results being available on CWP)		To raise at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and samples processed here with a slight delay due to the samples being in the virology pile as they were in the incorrect bag.		For monitoring purposes		Network Services

		I16822		9/8/25		14:00		10/3/25		In error a follow up echo for a patient on trial was missed.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		10/10/25		Consultant informed, sponsor informed of how to proceed. No harm to patient as patient well and this classed as a deviation and another echo was not needed. Review on process of why this was missed underway. 
Contributing factors – nursing team not being aware that echo assessments were needed at this time point. The echo assessment was quite intensive (2 weekly at this point).  To prevent this happening again the nursing team agreed, that for cell therapy pts,  team will book post treatment echocardiograms for up to 6 weeks post treatment at the time of study enrolment.

The dates of the echo assessments will also be written on teams patient white board in the office to prompt the nurses to check receipt of echo reports and ensure assessments has been completed and reviewed in a timely manner.				Research and Innovation

		I17156		9/9/25		03:00		10/13/25		Patient received 1 x RBC and the pack number was documented incorrectly as G095 625 356 898 U instead of G095 625 356 898 on the prescription by the nurse.
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/13/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16817		9/9/25		14:34		10/3/25		Second independent check not completed/completed by the same nurse.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Research and Innovation

		I16818		9/9/25		14:50		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16819		9/9/25		17:10		10/3/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I16820		9/9/25		07:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16821		9/9/25		17:05		10/3/25		Patient received a unit of platelets and no starting information or end vital signs recorded. 

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the form will not close without this.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16823		9/10/25		20:04		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16825		9/10/25		12:58		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16846		9/10/25		19:10		10/3/25		Patient received 1 x RBC and the end digit of the pack number was documented incorrectly as the letter 'Q' instead of the number '0' on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16884		9/10/25		12:00		10/3/25		tsrt9/ Level 5/ 10j/CF2c/13G/SB13F
20# pelvis patient 
Identified at #6 site setup lost - could have been during prep import or at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Raised to B7 when error identified. 
B7 asked Pre-Treatment to investigate and try to identify information for the site setup using RTP scan. 
Site setup filled in with relevant information from RTP scan. Note in nav asking radiographers  at next # to identify tattoo measurements.
Heel to heel to be written down and confirmed is appropriate utilising patient XVI. 
Feedback given to Pre-treatment Radiographers regarding filling in and approving site setup - they stated that they now approve site setup earlier (before RTP) to avoid this stap being forgotten therefore they were thinking this incident related more to prep room processes rather than RTP 
Radiographers at Prep reminded to be checking Site Setup before and after import and to be using the WI provided to avoid site set ups being lost. 
Radiographers on liancs reminded to inform B7s as soon as possible if information regarding patient setup is missing.				Network Services

		I17088		9/10/25		17:32		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16849		9/11/25		19:09		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16851		9/11/25		17:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16854		9/11/25		17:44		10/3/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17199		9/12/25		15:00		10/14/25		C4D1 treatment on 12 Sept - Noted patient has implanted port which was not used for IV access for the last two treatments.  A peripheral cannula was inserted instead. No documented reason for not using the port. Patient did not mention to nursing staff he has a port and thought the treatment needs to be given via cannula.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/27/25		Checked CWP for last use of port - 1 Aug,  within 3 months, accessed using ANTT, 5ml bloods can be withdrawn and discarded, flushed and patent. CAT score 0.
Explained to patient the use of port over cannulas.  Verbal Consent gained and safety netted and he is happy to have treatment via port. 
NIC informed.				Network Services

		I16857		9/12/25		20:59		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17089		9/12/25		13:57		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17090		9/12/25		19:08		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17085		9/12/25		15:28		10/10/25		Suspected transfusion reaction.
Increase in temperature to 38.3 and BP 160/79 following the completion of RBC's		Ward manager contacted regarding the documentation, reporting, and samples required for a transfusion reaction		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/21/25		Medical review sought.				Network Services

		I16861		9/14/25		07:55		10/3/25		Patient received a unit of RBC's and neither the first nor the second independent check were completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Start information estimated as the form would not close without this completed.
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16967		9/14/25		18:11		10/7/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for the 15 minute vital signs.
NEWS completed at 21:16 for the post vital signs		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17261		9/15/25		00:00		10/16/25		Duplication of forms uploaded to CWP. Haematology external results 15-Sep-2025 @00:00. 1 copy to be removed				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Turner,  James		Finally approved		No Harm		No harm		10/16/25		N/A				Research and Innovation

		I16971		9/15/25		15:00		10/7/25		Patient attended for planned CD34 for apheresis. bloods checked and Hb noted at 70. Discussed with Dr Kulkarni and to deviate from policy and proceed with apheresis and complete a blood transfusion post apheresis procedure. Procedure completed with caution in regard to low HB. 2 units of blood requested via day unit doctor for post procedure to be completed on HTDU/Ambulatory care. 
blood prescribed incorrectly- not irradiated requested when irradiated needed.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Diggory,  LornaJeanette		Learning response required		No Harm						As the apheresis team this is not our job to recheck the prescription. we were re-reviewing the patients noted and noticed it was prescribed in error. hence late reporting. apheresis team contacted the labs to ensure irradiated was issued, to which it was. 
datix submitted to highlight the incorrect request issued which could of caused further harm if not flagged.				Network Services

		I16777		9/15/25		12:00		10/2/25		Ordercoms number 9350752 - Serum brown top received totally unlabelled in an biochem bag with ordercoms card attached,.		To discuss better at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged booked in using the barcode on the card and a comment put in synergy explaining why sample was rejected.		For monitoring purposes		Network Services

		I16778		9/15/25		08:00		10/2/25		Ordercoms number (509)9350563  Microbiology sample received in biochemistry bag. (Please note that microbiology sample go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sent to Salford with a delay

		I16779		9/16/25		08:00		10/2/25		Ordercoms number 9351664.  Microbiology sample in virology bag. (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the virology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile				Clinical Support and Specialist Surgery (CSSS)

		I16780		9/16/25		08:00		10/2/25		Ordercoms number 9352347 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the biochemistry pile

		I16782		9/16/25		08:00		10/2/25		Ordercoms number 9352345 Microbiology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile

		I16969		9/16/25		15:40		10/7/25		Patient received a unit of RBC’s and the first independent check was not completed prior to commencing the transfusion.

No starting information or outcome documented.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Start time estimated as the prescription will not close without this information.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I17046		9/16/25		16:26		10/9/25		Patient received 1 x platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit documented as the number '1' instead of the number '2'				External Other Trust

		I17047		9/16/25		15:28		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17044		9/16/25		17:38		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17426		9/17/25		13:00		10/22/25		TSRT9  level 5 4H; CF 1C/2C; MD 12a; SB 4j
Patient with ICD did not have pacemaker selected on the booking form therefore it did not trigger the cardiac triage process.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		11/5/25		*Picked up by medical team during telephone consent
*Medical team informed the cardiac triage team				Network Services

		I17048		9/17/25		10:49		10/9/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit of the pack number was documented incorrectly as the letter 'B' instead of the letter 'N' on the prescription.				Clinical Support and Specialist Surgery (CSSS)

		I17049		9/17/25		17:45		10/9/25		Patient received a unit of RBC’s and the second independent check not completed prior to commencing the transfusion.		Nurse involved informed for reflection and learning		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		Blood products require second check, nurse involved informed for learning and reflection		Clinical Support and Specialist Surgery (CSSS)

		I17086		9/17/25		00:00		10/10/25		Outcome form from patient review 17.9.25 requested f/up 1.10.25. App not made.		I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/24/25		none

RP - Sent over to individual who marked EOF as actioned for review 13/10
I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		Network Services

		I16786		9/17/25		08:00		10/2/25		Ordercomms numbers 9352923 &9352922 - FBC label on Serum sample and Biochem label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why samples were rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16787		9/17/25		08:00		10/2/25		Ordercoms number - 935153, 935154, 935155 - FBC label on serum sample, Glucose label on EDTA sample Biochem label on Glucose sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		10/3/25		Glucose and FBC samples rejected as incorrect labels on samples, however, there was a correcly labelled spare sample so that was processed for Christie profile.				Clinical Support and Specialist Surgery (CSSS)

		I16788		9/17/25		08:00		10/2/25		Ordercoms number 9353267 & 9353266 - FBC label on biochem sample and visa versa.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy explaining why samples were rejected				Clinical Support and Specialist Surgery (CSSS)

		I16789		9/17/25		12:00		10/2/25		Ordercoms number 9353293 - Christie profile label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16802		9/17/25		15:15		10/2/25		Patient on a clinical trial MK3475-C93 ( 22_DOG01_201)
CTC was entering information on the trial database and noticed there was no administration details on Iqemo for this cycle 13.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Meek,  Crawford		Finally approved		No Harm		No harm		10/8/25		Attempted to contact the treating nurse but on annual leave until 9th October. Escalted to line manager and advised a datix				Network Services

		I16791		9/18/25		08:00		10/2/25		Ordercoms numbers  - Patient 1 : 9354185 & 9354186  Virology samples in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the microbiology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to MRI with a delay due to being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I16792		9/18/25		12:00		10/2/25		Ordercoms number 9354752 Virology sample received in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I17050		9/18/25		16:34		10/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17051		9/18/25		19:34		10/9/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.				Clinical Support and Specialist Surgery (CSSS)

		I16793		9/19/25		08:00		10/2/25		Ordercoms number 9355654 -  Virology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.)		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.		For monitoring purposes		Network Services

		I16776		9/19/25		08:00		10/2/25		Ordercoms number (509)9355365 - Sample for Christie profile, magnesium and crp rejected as incomplete patient demographics on the sample and also on the white ordercoms card - Printer looks like it is not aligned correctly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Booked in using barcode and a comment put into synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I17229		9/20/25		17:32		10/15/25		Unit of RBC;s collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.				Capital, Estates and Facilities

		I16796		9/20/25		08:00		10/2/25		Ordercoms number - 9332003 & 9354243 - labels re-used from the 28.08.25 and from 18.09.25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/10/25		Error logged, contacted the ward.  Nurse unsure who bled the patient but  they will repeat with new labels.  Informed the nurse that the sample is at reception and they will come and investigate.  Labels now fixed but missed the transport so 1 day delay is samples being sent to correct hospital				Clinical Support and Specialist Surgery (CSSS)

		I16798		9/20/25		08:00		10/2/25		Ordercoms numbers 9356882 & 9356881 - Duplicate labels used for yesterdays blood.  Already resulted.		Training to be delivered next week to as many staff as possible. 
Information posters are in place at each printer. 
Discussed in huddle twice a day.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Phoned ward.  Nurse cannot say with confidence who has bled the patient and they will re-bleed				Clinical Support and Specialist Surgery (CSSS)

		I16805		9/20/25		00:00		10/2/25		Admitted March 25 for allograft, long complex admission with neurological toxicity from treatment. Started on steroids to treat symptoms May 25, neurology plan to very slowly wean by 2.5 mg every two weeks. 
Weaning course was prescribed on Palatine. Pt admitted to CCU Aug (sepsis) and all meds on ePMA placed on hold. When stepped back down these have not been taken off hold and steroids dropped off the chart. No doses given since 7.5mg 20/09. Risk of steroid withdrawal.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Discussed at MDT, monitor for steroid withdrawal and consider cortisol monitoring no apparent effect from unintentionally stopping 1.5 weeks ago. Submit incident form.				Network Services

		I16829		9/20/25		11:30		10/3/25		Patient receiving SACT on clinical trial 4/9/25
. Patient contacted the hotline unwell on the 20/9/25. 2 calls on the day, discussed with the SpR on call. Decision made for patient to stay at home. 
On the 21/9/25 patient admitted to Salford Royal in severe DKA. Sadly developed multiorgan failure and died.
For reflection on hotline call to see if any lessons can be learnt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical incident		Admission		Delay/ failure		Roberts,  Rebecca		Incident being managed locally		Death		No harm		10/17/25		NA				Clinical Support and Specialist Surgery (CSSS)

		I17091		9/20/25		17:01		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16799		9/21/25		08:00		10/2/25		Ordercoms number 9357350 & 9357351 - Duplicate labels used.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Contacted ward and they will re-bleed patient.

		I16803		9/21/25		12:00		10/2/25		Ordercoms number 9357518 - Virology sample in biochemistry bag and biochemistry sample in virology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  These samples could have ended up in the wrong hospital due to being in the wrong bag. - which could have the consequence of no results available on CWP. )				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, de-bagged, biochem one processed here and the virology sent to MRI.				Clinical Support and Specialist Surgery (CSSS)

		I16801		9/21/25		08:00		10/2/25		Ordercoms number 9357457 - Virology sample in with biochemistry samples.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  This sample was delayed getting to MRI as it was in the wrong bag with other samples. )		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI wilth a delay due to being in with biochem samples.		for monitoring purposes		Network Services

		I16830		9/22/25		10:00		10/3/25		TSRT9/level5/10J/ 10l/CF1c/CF2c/SB 10/ MD12F

No treatment entered at rtp appointment - no rad rx
No site set up  created - no site set up information entered
Ct scanner treatment day not prepped the night before, therefore prepping and scanning at the same time.
Treatment preparation data entry picked up and called band 7.		information added		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Noted at treatment data entry. band 7 called.
Images reviewed on scanner. Position entered with immobilisation devices. Noted added to look for rotations on image review to ensure knee/pelvis position correct.

Staff reminder to where possible prepare the scanner list the day before or try and staff a bust scanner list adequately.
Staff to take due care and attention when completing rtp checks.		ensure all aspects are completed		Network Services

		I16833		9/22/25		12:00		10/3/25		Ordercoms number 9348599 - Virology sample received with duplicate barcode from 12/09/25 and results had been submitted to CWP.		To be discussed at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and sample sent to MRI on the chance that they would process the sample with their own lab number.		For monitoring purposes		Network Services

		I16852		9/22/25		12:00		10/3/25		Ordercoms number 9356191 - Virology sample in microbiology bag was returned from Salford.   (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could  ended up at Salford due to it being in the wrong bag )				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged and sample sent on next available van round to MRI.

		I16850		9/22/25		12:00		10/3/25		Ordercoms number 9358129 - Haematology request (coag) received on Sputum sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment stating why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16836		9/22/25		12:00		10/3/25		Ordercoms number 9357731 - Microbiology sample received in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)		Added to Safety huddle and discussed in daily  Nursing  safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lynch,  Gaynor		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the wrong bag.		Added to Safety huddle and discussed in daily  Nursing  safety huddle		Clinical Support and Specialist Surgery (CSSS)

		I16719		9/22/25		10:00		10/1/25		INCIDENT REPORTED BY WIGAN NHS FOUNDATION TRUST: On checking PACS for patients PET scan could see that this was not performed. Rang PET and informed there was issues with
the scanner - this has not been redacted and has delayed patients pathway.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback. 16/10/2025: The scan has been performed and reported. (Changes are noted although the report specifies that the growth is “slow” and so it would appear that the delay in the imaging did not impact the management of the patient.)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		10/16/25		Asked for them to rebook PET and incident reported.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback.		Network Services

		I17053		9/22/25		17:00		10/9/25		Patient received a unit of platelets and the second independent check was not completed.

Start time and outcome also not completed.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17054		9/23/25		14:16		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved reminded to input end of transfusion observations		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff nurse involved reminded to input end of transfusion observations		Clinical Support and Specialist Surgery (CSSS)

		I17038		9/23/25		11:30		10/8/25		Staff member using pool car for business travel took evasive action to avoid collision leading to car ending up off the road into a roadside hedge.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting Staff		Near Miss		Equipment incident		Non-medical		Damaged equipment		Mairs,  William		Finally approved		No Harm		No harm		10/10/25		Local police were informed, who recovered vehicle to nearby recovery station. Staff member was dropped off at local train station and made way to local hospital to meet colleague, who was able to return them safely to The Christie later that day				Network Services

		I16835		9/23/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25:  "MRSA swab sent on 23/9/2025 for patient, 
Result not on CWP, 
Path lab advised they did not receive swab		Mentioned to staff members on Daily huddle to use of ERM and patient hospital number to find appropriate samples from date. Staff to not assume that samples not received if code not recognised.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		10/8/25		"Rang Microbiology, they have been sent swab from path-lab
Asked for rush on result."		Test does not appear as MRSA on TD Synergy but comes up as B6CN so staff should be going into individual records for exact test name		Christie Pathology Partnership

		I16840		9/23/25		16:15		10/3/25		INCIDENT REPORTED BY NCA: attended for wound care as referral received from hospital. On reviewing the buttocks, grade 2 present to both left and right buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/7/25		Carried out wound care, photograph taken, scheduled set, equipment in place, datix completed, discussed at safety huddle, discussed pressure relief.
TVN review update-TVN review indicated clearly that this was a moisture-associated skin damage. Please refer to the documentation of the TVN.		Ensure medical illustrations are taken on day of discharge
Patient admitted 14th September late, TVN, Datix and medical illustrations obtained the following morning.		Clinical Support and Specialist Surgery (CSSS)

		I16853		9/23/25		08:00		10/3/25		Ordercoms number 9359093 - Microbiology samples in virology bag.   (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to Salford				Clinical Support and Specialist Surgery (CSSS)

		I16859		9/23/25		12:00		10/3/25		Ordercoms number 9359061 - Microbiology sample in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the virology pile				Clinical Support and Specialist Surgery (CSSS)

		I16863		9/23/25		12:00		10/3/25		Ordercoms numbers 93559183 & 9359846 - two labels on one sample.  This is not possible as the analyser cannot read two barcodes at once.  So either submit a second sample with the second barcode, or add the test on via CWP - reflex add-ons.		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, extra test added on to lab number 9359183		For monitoring purposes		Network Services

		I17281		9/24/25		10:00		10/16/25		INCIDENT REPORTED BY DKMS: Donor donated by PBSC at TCH on 23/09/25 and 24/09/25. At her follow-up session with DKMS after the donation, she mentioned that on day 1 of the donation, there were 5 attempts to cannulate the donor and the nurse said the partial difficulty was due to blunt needles, and that they had another blunt batch a few weeks ago. This was followed up with TCH by the DKMS follow up coordinator (see email chain attached) - this was discussed with the apheresis team,				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Myers,  Nicola		Incident being managed locally		No Harm						and there were no concerns with blunt needles or faulty batches, and it may be have been a communication misinterpretation. However, we have been contacted by the donor today, who informed us that she has an infection on the needle site. She went back to her GP this morning as she had been experiencing discomfort in her right arm (where the cannula was inserted on day 1) and it has been getting progressively worse (unable to straighten her arm, vein felt very hard under the skin, skin was becoming discoloured). The GP has said she has thrombophlebitis and has prescribed flucloxacillin (to be taken 4 times a day for 7 days).

Please could you investigate this incident and let me know the outcome (root cause and any associated preventative actions if appropriate). 
27/10/25 NM- ongoing investigation				Network Services

		I16862		9/24/25		11:30		10/3/25		On arrival to CRF for treatment the patient presented at the nursing desk, to inform the staff they had arrived. Patient reports she was asked by senior staff in red & purple "what disease group are you?" not " good morning, what is your name so i can find where you will be today?". 
The patient was upset as it was senior staff who spoke to her. They also witnessed this reference towards other patients. They were upset as they left after treatment without anyone asking anything about them.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Donovan,  Helen		Finally approved		No Harm		No harm		10/31/25		I apologised to the patient and explained that this is not in line with the Trust values. 
I asked if they would be happy for me to report this incident. They agreed but wanted to be kept anonymous. I explained that this would not in anyway reflect how they are treated and reassured the patient their name would be anonymised. 
I explained this was a learning opportunity for all staff members, to help us constantly improve and grow as a trust, with our patients being at the centre of our decision making. I expressed that I am certain it was not the intention of the staff to upset her in anyway as they are very experienced, however I would highlight to help improve patient care. I reassured her I would escalate this to my line manager.		To always be mindful of our attitudes, words and gestures when dealing with all people on our unit.
Remain polite and helpful regardless of our busyness at any time.
Try to 'read' patients attitudes and pick up on any ques that may mean they are unhappy.
Still encourage patients to  speak to Managers / Matron / PALS etc as their views are important to us and we would want to improve our care provision.		Research and Innovation

		I16804		9/24/25		15:00		10/2/25		Ordercoms number 9361309 & 9361310 - Blood samples sent for Faecal calprotectin and Faecal elastase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy as to why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16720		9/24/25		21:00		10/1/25		Referred to Christie urology team on 24/7/25 for MDT review of suspected malignancy. Appears to have gone through multiple MDTs and clinic reviews before CT-guided biopsy on 20/8. Pathology reported on 27/8 and seen by urology team on 1/9, including surgeon on 3/9. Not referred to lymphoma team. Discussed in sarcoma MDT on 10/9 but biopsy findings not acted upon until clinic review on 24/9- patient admitted from clinic acutely unwell, in AKI with creatinine 550.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Disneygoodwin,  Danial		Learning response required		Moderate Harm		Low harm				I was notified by the Med Onc SpR on call that urology had requested admission under myself (Med Onc Lymphoma), without any direct discussion or referral. I reviewed the patient results and called the night SpR to alert them to the creatinine level. He received fluids and was catheterised by urology. I reviewed the patient and initiated urgent diagnostic work up, despite not having any referral. I had to chase 2 consultant urologists on consecutive days before I received the referral 2 days later. 

01/10 - CSS Governance:  Med-Onc Lymph Pt now but not referred by Urology team resulting in significant delay & moderate harm including being admitted with AKI				Clinical Support and Specialist Surgery (CSSS)

		I16747		9/24/25		12:00		10/1/25		Multiple patients given an inaccurate time for treatment on their blue card. On iqemo patient times are different to careflow, resulting in patients attending and no chair is available, causing a delay in treatment time		Small cards have now been printed and are stapled to the blue cards advising patients that their appt may be subject to change due to capacity
Apologies passed to the patients who the team were aware this impacted 
Staff members advised that when contacting patients re changes to their appt schedule that they clearly stipulate we need to to change your appointment for capacity/clinical availability purposes, instead of using terminology is it ok if we change your appt as this in effect is offering the patient a choice when due to capacity we are not able to provide a choice		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/10/25		Escalated to team leader and schedulers		The error was made by a member of the scheduling team who had omitted to cross reference care flow		Network Services

		I16773		9/24/25		06:00		10/2/25		When checking the patient CSA level pre Stem cell infusion it was noticed that there was no CSA level taken that day or the previous day.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Drs contacted and made aware. Labs contacted and requested for that days' FBC bottle to be used to check the level for that day.				Network Services

		I16769		9/25/25		00:00		10/2/25		Phone call rec'd this morning from patient.  He was expecting a Nurse Led telephone consultation last Thursday 25/09 but nobody rang and he wonders if he'd been forgotten.  

*Awaiting email response 07/10*		- Patient booked into correct clinic and highlight to clinical team.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Appointment error		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/7/25		Checked Careflow and appt was made on the wrong clinic, wrong disease group.
He had been booked on CO Lung Nurse Tel Clinic Thur AM
He should have booked on CO UGI Tel Mon AM
I apologised profusely on the part of the Christie for this error, and booked him onto the next available slot in the correct clinic which unfortunately is not until 17/11/25.  
Emailed Upper GI nurses to inform them what has happened to see if they could possibly ring him sooner than that as he will be expecting investigation results.		- If ever uncertain on which clinic to book into, query with supervisor/team to confirm.		Network Services

		I16767		9/25/25		15:00		10/2/25		11 min breach in antibiotics for patient who triggered the sepsis pathway

Documented delay due to long consultation				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Johnson,  Aishling		Finally approved		Low Harm		Low harm		10/2/25		antibiotics administered once prescribed				Network Services

		I16744		9/25/25		12:33		10/1/25		Issues with pack allocation of IMP in clinical trials pharmacy meant Clinical Research Associate (working outside of our organisation) for the trial needed to be contacted. Previous email forwarded to show which kits were affected but unfortunately did not see that research nurse had added patients full name in previous email within thread		To highlight the risk of the accidental disclosure of patient identifiable data at the next departmental meeting		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Osadcow,  Anna		Finally approved		No Harm		No harm		10/21/25		Was unaware of the incident until raised by the CRA and the CTC for the trial who removed the affected email from future discussions.		It is important to highlight the risk of the accidental disclosure of patient identifiable data to the whole clinical trials pharmacy team, as emails are frequently forwarded to external contacts.		Network Services

		I16866		9/25/25		08:00		10/3/25		Ordercoms number 9362570 - Virology sample received in biochem bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to being in biochem bag.				Clinical Support and Specialist Surgery (CSSS)

		I16867		9/26/25		08:00		10/3/25		Ordercoms number - 9363178 - Microbiology AND virology samples received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in, separated samples and sent them to the relevant hospital.				Clinical Support and Specialist Surgery (CSSS)

		I16868		9/26/25		08:00		10/3/25		Ordercoms number 9363517  Biochem sample received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at Salford due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged,, booked in and sample processed here with a delay as it was in the microbiology pile				Clinical Support and Specialist Surgery (CSSS)

		I16869		9/26/25		12:00		10/3/25		Ordercoms number 9360209 - Virology sample sent in microbiology bag with microbiology form.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy stating why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16870		9/26/25		15:00		10/3/25		Ordercoms number 9362975 & 9362974 FBC and biochem duplicate labels.  Not sure.  Found at reception on Saturday AM with note saying "to be relabelled" but its been 24hrs since then.  New bloods have been received since.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Put samples in spares rack and wrote reject on them				Clinical Support and Specialist Surgery (CSSS)

		I16876		9/26/25		08:00		10/3/25		Ordercoms numbers 9362907, 9362906, 9362905 - A specimen bag was received with order coms labels inside but no samples.  Tried to ring the ward but not answer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Booked in with a comment in synergy stating no samples received.				Clinical Support and Specialist Surgery (CSSS)

		I17082		9/26/25		17:44		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To be discussed at the weekly incident meeting and captured in the transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff to record vital signs and NEWS score prior to transfusion		Network Services

		I17570		9/26/25		00:00		10/27/25		Patient receiving goserelin with chemo for fertility preservation. Chemo deferred from 19/9/25 to 26/9/25 because patient DNA. Chemo deferred on iQEMO but goserelin Rx not deferred on iQEMO. Not picked up by treating nurses when patient attended 26/9/25, or  Dose omitted (cycle 2).				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Incident being managed locally		No Harm						Reported when identified error. patient subsequently treated with 3rd dose of goserelin with 4th cycle of chemo				Network Services

		I17520		9/27/25		16:24		10/24/25		1. Unit of RBC's collected from the blood issue room, upon receipt the nurse noted that it was not irradiated. The patient requires irradiated blood components due to receiving a matched unrelated donor transplant in 2008.
2. Noted by transfusion practitioner that the patient had received 2 x units of RBC's on 27/09/2025 and upon checking with the transfusion laboratory found that these units were not irradiated.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Transfusion incident		Incompatable ABO		Incorrect special requirements transfused		Protano-Byrne,  Jordan		Learning response required		Moderate Harm						1. RBC's returned to the transfusion laboratory and irradiated RBC's requested.
2. Discussed incident with blood bank manager. 
    Blood bank system updated to reflect that the patient requires irradiated components. 
    Blood Product Special Requirement form completed on CWP.
    Discussed with the patient's consultant.
    Initial duty of candour completed with the patient and his relative.				Network Services

		I16877		9/27/25		12:00		10/3/25		Ordercoms number 9364423 - CPE request but virology media received.  (Incorrect media for test requested)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Sent to Salford .				Clinical Support and Specialist Surgery (CSSS)

		I16901		9/27/25		08:00		10/4/25		27/9/25 - patient complained hand swollen - fracture ?cause - patient and staff deny any trauma		Spoke to patient in regards to the fracture to see how the injury is 
Patient states injury is hurting still, and is taking regular analgesia 
Patient is waiting for a hand orthopaedic appointment for a follow up for the facture 
Patient supported whilst an in patient
Patient still unaware of how injury occurred 
Correct escalation policies followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Storr-Barber,  Jessica		Finally approved		Low Harm		No harm		10/10/25		Escalated to medics to review at handover Sat morning 
Xray and doppler booked 28/9 am
Xray showed minimally displaced fracture through the articular surface of the head of the 2nd/index finger metacarpal - medics referred to ortho hand clinic, splint for now. 
US doppler NAD
Nurse in charge discussed with patient at the time swelling identified at handover and again 4/10/25 with family present, patient unsure when or how this happened, does not remember any trauma, no falls. 
Staff on shift the night before reported no trauma, they had assisted patient to mobilise to commode and back to bed several times and not noticed/reported any incident. 
Patient has had recent surgical/brachytherapy procedure, patient suggested she would not remember anything during that time but did not notice swelling immediately after procedures.
Note medical admission 17/09/2025 states recent falls				Clinical Support and Specialist Surgery (CSSS)

		I16927		9/27/25		12:00		10/6/25		Ordercoms number 9364429 Virology sample in microbiology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up in Salford as it was in the wrong bag with the consequence  of no results being available on cwp).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the wrong bag.		For monitoring purposes		Network Services

		I16928		9/27/25		12:00		10/6/25		Ordercoms number 9364452, 9364449, 9364451 & 9364450 - Virology sample were in biochem/haem bags and Biochem/haem samples were in virology bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  Biochem/haem samples could have ended up in MRI as they were in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, swapped samples and put into correct bags.  Processed haem & biochem here and sent the virology samples to MRI with a delay as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16874		9/27/25		08:00		10/3/25		Ordercoms number 9364160  Incorrect label received on sample for biochemistry testing.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with comment in synergy explaining why sample rejected

		I16875		9/27/25		08:00		10/3/25		Ordercoms number 9364162 .  Incorrect label on FBC sample				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in with a comment in synergy stating why sample was rejected.

		I16839		9/27/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25: "I received a call as duty manager on Saturday morning from the OCCU and theatres
There was an NHS theatre list taking place in TCPC theatres. The NHS patients were due to be discharged back to NHS wards post theatre. It became apparent that there were not enough available beds to transfer the post op patients back to the NHS wards therefore we were asked to accommodate 3 post op patients at short notice"				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Bed management		Escalation		Jones,  Tracey		Finally approved		No Harm		No harm		10/18/25		Escalated the situation to Exec on call for awareness who agreed we could take the patients post theatre if safe. Discussed the patient acuity and bed capacity on TCPC inpatients with the NIC. Agreed to take the patients but this did put pressure on the ward staffing. There were some patients who had already been anaesthetized at the point of escalation to me therefore it was difficult to refuse the proposal				Clinical Support and Specialist Surgery (CSSS)

		I16929		9/28/25		12:00		10/6/25		Ordercoms number 9364721 -  Urine culture in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here  This sample was delayed getting to Salford as it was in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logge, booked in and sample sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I17083		9/28/25		19:45		10/10/25		Patient received a unit of RBC’s and the second independent check was not completed.

Starting information not completed therefore estimated as the prescription will not close without this documented.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17084		9/29/25		21:37		10/10/25		Patient received a x bottle of Albumin and the batch number was documented incorrectly as 08435308305922 11/27 on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/10/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number: G04J176961				External Other Trust

		I17092		9/29/25		19:30		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17096		9/29/25		08:00		10/10/25		TSRT9
Incorrect AlignRT surface used for setup (used previous reference capture rather than CT SIM surface).
Re-setup required.
Additional dose to patient = 6.2mGy.
1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/20/25		Escalated to B7 during online image review as large displacements noted/target coverage compromised.
B7 detected use of incorrect surface.
Re-setup using correct data and reimaged. Pt treated correctly.
13 G 3, sb13hh, md13aa,cf1a,1b,1c				Network Services

		I16930		9/29/25		08:00		10/6/25		Ordercoms number 9363979 & 9363978  2 X blood cultures received today with barcode on that had already been used on 26.09.25.  Please note that we are unable to book samples in with barcodes that have already been used.  Therefore there will not be an audit trail of whether we have received the samples or not.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and samples sent to Salford hoping that they would book in the samples with one of their numbers		For monitoring purposes		Network Services

		I16931		9/29/25		08:00		10/6/25		Ordercoms number 9365326 Sample received with incomplete patient demographics on it.  No surname and half of the hospital number.  Printing was very faded.  3 other samples were accepted but demographics very faded.  Printer needs new carbon and needs to be realigned.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		As this sample (FBC)  did not comply with the laboratory acceptance policy it was rejected with a comment in synergy stating why.		For monitoring purposes		Network Services

		I16911		9/29/25		12:30		10/5/25		Patient was reviewed as part of a routine review - noted during review that patient had not been supplied with oral SACT at the start of radiotherapy treatment. Patient is on ChemoRT for rectal cancer. There appears to have been a miscommunication as to whether patient was to be seen in clinic or by review team on day 1 due to a clinical need to re check renal function before supplying oral SACT.		Process clarified and discussed with staff so all aware of correct process		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Welby,  Sarah		Finally approved		No Harm		No harm		10/18/25		Consultant informed and incident discussed with patient. Patient has realised last week that they had not been given any oral SACT but did not highlight to anyone when attending for radiotherapy.		Need for clear documentation of any deviation for normal review plan
Review SOP with all stakeholders, reception staff, clinic staff, radiographers, review team to make clear the correct review process		Network Services

		I16920		9/29/25		14:30		10/6/25		Incorrect date taken on sample. Sample does not meet transfusion labelling requirements.

Member of staff spoken to and reminded that all cross match samples must be double checked by another member of staff.  The member of staff was also reminded that care should be given when hand writting blood bottles to ensure the correct patient details are transcribed correctly to avoid the patient from having to attend again for another blood test.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Sample rejected and discarded. New sample requested via phone.				Network Services

		I16933		9/29/25		12:00		10/6/25		Ordercoms number 9365908 - Virology samples received in biochem/haem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to MRI with a delay due to it being in the biochem/haem pile as it was in the wrong bag).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to MRI with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16934		9/29/25		12:00		10/6/25		Ordercoms sample 7229436 - microbiology sample was sent to MRI in error due to it being in the wrong bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up At MRI as it was in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Sample was returned from MRI days later unprocessed and was now too old to be processed by Salford.  Sample rejected in synergy with a comment stating why

		I16944		9/29/25		13:37		10/6/25		patient has someone else letter scanned into his notes.
Please can it be removed.
Thank you				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Other		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		datix filled in and will report to be removed 
datix number needed				Network Services

		I16960		9/29/25		00:00		10/6/25		Patient attended for C1 D1 chemo on 29/9 (weekly Carbo/Taxol). Was prescribed standard Ondansetron 8mg BD 2/7 TTO (prepack), then PRN Metoclopramide was reduced to 5mg PRN TDS due to poor renal Fx. This was prescribed as liquid and set to Main Pharmacy from the start - the liquid was dispensed by TCP and sent up to ORTC as planned. However, it was identified on 6/10 (C1 D8) that the bottle of Metoclopramide was still on Satellite pharmacy, even though it had been signed as "Supplied" on iQemo.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Liaised with nurse planned to treat patient on 6/10 (C1 D8) as I suspected pt may have been given a standard prepack (10mg tabs) the week before. We spoke to patient on the unit and she confirmed she was given tabs - she actually had the box in her bag with her. She thankfully had not used it at all as the nausea was adequately controlled with Ondansetron. I removed the box from the patient and in the process also noted that her name and supply date had not been written on the label as required per policy (prepack label was blank for these fields). So patient was both given a prepack in error and also the prepack was given without following the relevant SOP correctly.
Patient ended up getting admitted on 6/10 as unwell so C1 D8 chemo was not given. Metoclopramide liquid kept on Satellite for patient's next attendance on 13/10.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		Network Services

		I16751		9/29/25		00:00		10/1/25		Hospital onset healthcare associated e coli blood stream infection. Attributed to ward 2. Patient was admitted on 27/9/25, +ve specimen on 29/9/25.		Discussed with ICT - no learning identified, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/3/25		72 hr review to take place.		None		Clinical Support and Specialist Surgery (CSSS)

		I16716		9/29/25		12:02		10/1/25		tsrt9
Confidence tone was heard but no image was acquired on 2d kV, "acquisition was interrupted" message popped up				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		Called MCR and B7, tried 3 times and only confidence tone heard, still no image acquired before they reset the system. 

Review of logs confirmed additional dose delivered: 1 x 2D KV pair & 2 lateral 'head' doses. This equates to 0.376 accumulated air kerma. Activity Capture and Questionnaires updated to reflect this in ARIA.				Network Services

		I16717		9/29/25		17:00		10/1/25		TSRT9 / Level 4 / 11J SB11t MD12 CF1c 
*Noted during set up that no origin to iso moves printed on front sheet of plan*
Where would normally see iso moves plan stated "no localisation point defined"
Also no moves in CMA				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/16/25		Band 7 informed whilst pt on bed
band 7 assessed plan happy set up to tattoos which around pubis that end point of plan would still be the same just use image guided to get to iso
-When imaged image very displaced and so informed physics for an extra check everything ok, in mean time due to time pt on bed got pt off therefore additional image was required once verified with physics plan ok and identified iso moves on page 12 of plan, appears a scripting error where iso moves not selected and so plan not printed and therefore iso moves not generated to export to site set up
*Additional image of 25mgy this is the 1st occurrence of additional imaging through error*

Origin POI not set to Localisation within the TPS, therefore no moves recorded (and Exported).  Localisation information derived from Origin coordinate system and patient treated as intended.				Network Services

		I16764		9/29/25		00:00		10/2/25		TSRT 9/ Level 5/ 13FF/ SB 13HH/ MoD 13FF/ CF1c 
New Start Treatment encounter not used for #1.
Not picked up at Post-Treatment Check.
Accidentally found post-#3 at Systematic Review.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13FF Recording of delivered treatment data		Redfern,  Matthew		Finally approved		No Harm		No harm		10/3/25		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		Network Services

		I16765		9/30/25		06:39		10/2/25		6 minute delay in antibiotic administration for patient who triggered on the sepsis pathway.

Documented delay- due to delay in senior review to prescribe antibiotics		Staff reminded to ensure IVABX given within 1 hour of suspected sepsis. Complex medical patient, reviewed by doctor on the ward at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Antibiotics administered once prescribed		1 hour window for IVABX administration breached by 6 minutes		Clinical Support and Specialist Surgery (CSSS)

		I16774		9/30/25		19:00		10/2/25		patient transferred from CCU - patient is 24, therefore under TYA team. Had been assured that would where possible we would provide a side room. We had not been made aware of this request from CCU/Pre Op/CNS				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Apologised to parents
Escalated to matron and patient flow team
explained that could not provde side room overnight but would resolve that following day		Breakdown in communication
Sister in charge unaware of rule regarding 25year old and below for siderooms where possible.		Clinical Support and Specialist Surgery (CSSS)

		I16757		9/30/25		13:00		10/1/25		TSRT9/Level 3/13Z/ CF 2C CF4a/  SB 13AA/MD 13AA

Large left/right displacement evident on XVI.  Patient set up and XVI repeated. Additional dose to the patient 5.3mGy.		patient repositioned and further scan taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 called due to magnitude of L/R displacement on XVI
*Set up checked in the room
*Ant position of laser on patient offset consistent with XVI suggesting pt had moved
*Unable to verify movement based on absence of lateral isocentre marks on the patient
*Radiographers instructed to repeat set up and XVI 
*Radiographers reminded to follow protocol which states marking on the isocentre		follow protocol		Network Services

		I16714		9/30/25		09:00		10/1/25		Height entered on CWP and i Qemo is incorrect for this patient. Listed on our system as 141.6cms. Is 162cms on the GP record. Contacted the patient who has confirmed he has a height of 5ft 4. The incorrect height on iQemo has an impact on the dosing for this patient chemotherapy. The height of 141.2cms was recorded back in September 2024 and has been used to prescribe all 3 lines of chemo so far.		Learning from incident shared with the Outpatient nursing teams.		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		10/22/25		Documented in the notes, consultant informed, DATIX completed, Height corrected on iqemo however have also asked if this can be rechecked when he next attends, Patient informed that there is a height discrepancy however I have not discussed the implications of this with him over the phone today.		To ensure that the height is checked and recorded correctly in the OP clinic onto CWP.		Network Services

		I16715		9/30/25		14:00		10/1/25		Patient came for a scan of the Abdomen and pelvis. The protocol requires a dual scan of the abdomen and a single scan of the pelvis. However, during the arterial scan of the abdomen the pelvis was scanned in error leading to a dual scan of the pelvis instead of a single scan in the porta venous phase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		A note was made at the back of the scan form and Dose radiation incident form filled.				Clinical Support and Specialist Surgery (CSSS)

		I16721		9/30/25		00:00		10/1/25		Community onset healthcare associated c diff infection. Attributed to AAU as patient had an inpatient stay there from 5-7/9 (within 28days of +ve specimen). 
Sample date 30/9/25 on readmission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Pigott,  Ella		Finally approved		Low Harm		Low harm		10/7/25		72 hr review to take place				Clinical Support and Specialist Surgery (CSSS)

		I16722		9/30/25		15:48		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 14/10/2025: Patient seen in post MDT outpatients at TGH for MDT results. Referral made to Clinical Oncology for XRT to hip (metastatic site) for pain/control. Referral confirmed to be on CWP by the Clinical Oncologist herself from 12/9.
CaRP sent on 16/9 with all final reports by MDT Coordinator to Christie. Chaser emails sent by MDTC and CNS Nurses in which we were advised we would need to wait for booking to process referral		•	Checked and referral and appointments made are on the system for assurance this is now actioned.
•	Share this case as a learning example in the next team meeting to raise awareness around the importance of ensuring tasks are completed in full.
•	Reinforce expectations regarding timely response to referrals and follow-up communication.
•	Log this incident in the patient’s individual file with a note of the delay and actions taken, to support continuity of care and track if this issue recurs.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Learning response required		Moderate Harm		No harm				Lung clinical lead consultant Dr Metcalfe emailed directly to Dr Maggie Harris, Clinical Oncologist following seeing patient in clinic and noting the MDTC emails to chase a clinic date for patients treatment.
RP - Will ask tech bar who uploaded referral to CWP for 12/09. No email found in new referral inbox for this patient until flagged on 30/09. Reassigning to ML for review of why tracking did not address with referrals sooner. Tickets #SR-115012
SK - Patient has sustained a #NOF  treatment has been deferred for 2 weeks whilst recovering. harm level discussed with Dr Harris - No Harm

RP 14/10- Tech bar confirmed it was a member of new referrals team who uploaded this on 23/09 then again when raised on the 30/9 - spoken with individual and acknowledged error of not adding to CareFlow but CWP only and apologised for the mistake made and noted she didn’t check her work before moving onto a new task. Noted to be more vigilant when working and double check work before moving on. When this was flagged, it was added to CareFlow.		On assessment it was found to be a human error which has caused the delay between the referral submission and the referral being triaged and scheduling of treatment, despite follow-ups of the email. This delay could potentially impact timely patient care.		Network Services

		I16723		9/30/25		14:30		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 30.09.2025: patient had a txt message to his phone regarding an ambulance being booked for an appointment today at Oldham diagnostic Centre for pet scan patient attended this appointment only to find out his appointment was at wigan not Oldham patient is an inpatient on the ward and the appointment should of come through to the ward so that the exact appointment and place of treatment was done properly not given by txt to the patient		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / PET CT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Harris,  Andrew		Finally approved		No Harm		No harm		10/21/25		patient and family very upset about this reassurance given and told that this will be sorted out		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.21/10/25: Text message on the 25th Sept with the appointment information but this included the incorrect location i.e. Oldham instead of Wigan. The patient used the (incorrect) information in the text message to plan their appointment. Due to the current short waiting times for PET scans, most patients are contacted by phone for their appointments. Details may be sent by text if they patient does not answer a call, or may have the information sent in a text message in addition to the phone call if there is any concern about them having all of the information available. The text messages are sent from a Trust mobile phone, on which text message templates are saved as notes, and which are then edited on a patient-by-patient basis. In the absence of a robust system for text messages linked to PET scan appointments, this manual task is identified as being prone to error and appears to have been the cause of this incident. Details of the incident have been shared with the booking team to remind staff of the importance of the accuracy of this information.		Network Services

		I16731		9/30/25		12:30		10/1/25		right hearing aid lost. patient thinks it has been lost with the bed sheets as he could not find it after sheets were changed.		Spoke to ward staff, Ward clerk, checked the lost property section on the ward. Asked staff in huddle if they had seen any hearing aids on the ward.
Ward staff know to report anything to NIC and leave any items found safely in the office if item shows up		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property lost		Brett,  Georgina		Finally approved		No Harm		No harm		10/9/25		spoke with patient. duty of candour completed.				Clinical Support and Specialist Surgery (CSSS)

		I16732		9/30/25		12:30		10/1/25		Whilst attempting to draw pembrolizumab, using the closed system equipment, the lid of the drug became lose and the drug began leaking out of the vial.  

Vial details - lot.  Z007071.
sn. 1325342927.
exp. 10-26.		No harm to staff or patient. Reported via yellow card.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		There was a practise educator present during in the clinical area who was present so i alerted her.  She then informed another practise educator who examine the vial and took pictures.  Then drug was safely disposed of in a sharps bin and the area was safely cleaned.		No harm to staff or patient. Reported via yellow card.		Network Services

		I16743		9/30/25		17:00		10/1/25		Handed over that pump had been taken off-hold. 
I looked at bloods before pt arrived. Bloods in range, at this point I did not realise that the CPK had not been analysed. Bloods also acknowledged. 
pre-meds administered and toxicities discussed. 
I felt as if I needed to re-check bloods when I realised that CPK had not been added onto bloods. 
Trabectedin had already been taken off hold/was at Baxters ready to  be administered.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Avoidable waste of medication		Omahony,  Mary		Finally approved		No Harm		No harm		10/3/25		I spoke to the SPR on call-as well as the SPR for Sarcoma from that day. 
She contacted consultant who all agreed that it was safest to add-on CPK result and wait for result before going ahead with treatment. 
I contacted Labs who said that the CPK result would not come back until the morning. 
As the treatment has very short expiry date we were not able to use the treatment released yesterday therefore we had to discard of the trabectedin. 
Re-ordered today as CPK result back and treatment administered today.				Network Services

		I16729		9/30/25		16:45		10/1/25		TSRT 9/ Level5/ 11j/ 11a/ 12c/ 14c/ CF4c
Noted during #2 treatment delivery that no post image of beams eye view had been placed into the plan, so post beam MLC position could not be checked from plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/13/25		Escalated to treatment superintendent
Checked MLC arrangement from post DRR in patient chart
Proceeded to treat, radiographer asked to pull post DRR into plan for future #s.				Network Services

		I16725		9/30/25		21:30		10/1/25		On call from 18:00hrs. Got a call from switchboard at 20:35 asking to be in the department for 21:15. Called in to recover an elective patient who was ready for CCU however CCU could not give a definitive time to collect patient. Theatre day staff shift finished at 21:30.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Bed management		Escalation		Madden,  Sarah		Finally approved		No Harm		No harm		10/2/25		Late team leader went to speak to CCU around 20:00/20:30hrs to try and get a timeframe of when CCU would be able to take the elective theatre patient. CCU explained they had a discharge to do and could not give a time. Team leader explained she would have to call in the theatre on call team and speak to duty manager.
She did speak to duty manager who gave the go ahead to call the on call team in. I arrived on the department at 21:15 to start taking handover in recovery. at 21:45 CCU came to take handover and transfer the patient to the unit. Again on call staff called in for non emergency reasons, to cover ward delays rather than emergency surgery. Staff feel the new escalation/ out of hours policy is not being followed by the wards.				Clinical Support and Specialist Surgery (CSSS)

		I16837		9/30/25		08:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.2025: NHS carried out annual mattress audit, unaware to the TCPC team and condemned 2 mattresses, Leaving 3 beds with no mattress and no mattress available in the trust.		infection control team and tissue viability team to train staff		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		No Harm		Non-clinical incident		Estates		General estates issues		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/17/25		"porters made aware and mattress tele tracked to the ward but due to lack of available mattress in the trust beds left with no mattress. 

Due to ward capacity, urgent mattress request sent to porters and 3 delivered to the ward. "		training and recording of training		Capital, Estates and Facilities

		I16992		9/30/25		11:00		10/7/25		Referral was for both Medical and Clinical Onology but I just added for Medical. My manager found it out later.		- Asked to process asap and submit Datix due to delay.
- Referral added as urgent for consultant triage.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added for Clinical Oncology one week after the referral came in.		- If unsure if patient requires both referrals to each speciality please seek guidance.		Network Services

		I16935		9/30/25		08:00		10/6/25		Ordercoms number 9367383 - Microbiology sample sent in biochemistry bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was processed with a delay due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16936		9/30/25		12:00		10/6/25		Ordercoms number 9367381 - Microbiology sample received in biochem bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to Salford with a delay due to being in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Millington,  Kerry		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16937		9/30/25		12:00		10/6/25		Ordercoms number 9367382 - Microbiology sample sent in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to Salford due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a dealy				Clinical Support and Specialist Surgery (CSSS)

		I16938		9/30/25		12:00		10/6/25		Ordercoms number 9363523.  Faecal sample sent with a microbiology label attached to sample, but the label on the bag was for virology.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Error logged and sample rejected due to incorrect labels on sample and card				Clinical Support and Specialist Surgery (CSSS)

		I16939		9/30/25		12:00		10/6/25		Ordercoms number 9367780  Virology sample received in the same bag with haem/biochem samples.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to as it was in the wrong bag and was in the biochem pile).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, split samples and sent virology sample to MRI with a delay.		For monitoring purposes		Network Services

		I16940		9/30/25		12:00		10/6/25		Ordercoms number 9367201 Faecal CPE swab was received open in the bag and fluid leaking out.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in ward contacted and they will be sending a replacement sample		For monitoring purposes		Network Services

		I16941		9/30/25		12:00		10/6/25		Ordercoms number 9366735 Virology sample received in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.				Clinical Support and Specialist Surgery (CSSS)

		I16942		9/30/25		12:00		10/6/25		Ordercoms number 9367845 -  Microbiology sample sent in biochem bag.  (Please note that microbiology samples go in blue bags and are sent to Salford.  Virology samples go in red bags and are sent to MRI.  Biochem/haem samples go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag				Clinical Support and Specialist Surgery (CSSS)

		I17045		9/30/25		10:00		10/9/25		Elective admission to W2 for chemotherapy 29/9/25 - 4/10/25. Symptoms of likely viral URTI commented upon several times - resp swabs taken but not COVID. Unclear whether any respiratory isolation measures taken. On subsequent scheduled OP attendance to haem OP on 8/10, reported ongoing URTI infections - COVID swab +. Concern of contact exposure to vulnerable patient population + staff on W2 and haem day unit.		IMP (5.11.2025) - incident discussed with abroad multidisciplinary team. Creation of poster and posted at the HTDU reception asking patient if the have cold symptoms and/ or diarrhoea/vomiting to inform the schedulers at the reception. Schedulers informed if patients mention any of these symptoms to inform the coordinator on HTDU to review if patient need to be isolated in SR 6/ 7. Band 6 informed about the patients isolation. IPC to send a weekly document with information about patients who require isolation when attend to HTDU.

OE - Transplant team to complete covid-19 assessment form on CWP. To raise with Matron for Cellular Therapy for more education to the transplant team on process of handling covid positive patients.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Infection screening / Sampling				Roberts,  Caroline		Incident being managed locally		Moderate Harm		No harm				Established patient well at home, no acute medical intervention indicated at present. Discussed with hame team (Dr Cavet) who will submit separate DATIX re: attendance to haem day unit		Why is COVID a separate test from respiratory screen that looks at  9 other types of flu and respiratory viruses?

OE - There was a missed opportunity for the transplant team to complete the covid-19 assessment form on CWP for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17303		10/1/25		00:00		10/17/25		Printer randomly wakes up and starts printing what looks like clinic lists from private secretaries in surgical department		Push printing removed.  To audit 5 other devices to se if this is a one off		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Williams,  Joanne		Finally approved		No Harm		No harm		10/20/25		Emailed person who it looked like printed the documents, no answer		Printing permissions not updated when moved to Ricoh printing for HCA staff member		Clinical Support and Specialist Surgery (CSSS)

		I17385		10/1/25		09:00		10/21/25		Postal Return of High cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires redispensing of this medicine.  Or if any harm came from not receiving their medicine. 

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix submitted
Pharmacy Homecare Team have checked CWP for any relevant information.  Patient has already had 3 more cycles dispensed since and a does increase.		Meds still being posted, and tracked via Royal Mail		Network Services

		I17168		10/1/25		07:00		10/13/25		Reviewed MBL incident I16843 and identified that a concessionary release form should have been completed for the incident as the patient had previously known antibodies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Stansfield,  Emma		Incident being managed locally		No Harm						Waited for staff member to come back to work post night and rest shifts. Discussed incident with member of staff. They stated that they discussed the concessionary release on the phone with the requesting clinician but did not get any names. More important to get the units of blood out to the ward for clinical urgency.				Christie Pathology Partnership

		I17061		10/1/25		00:00		10/9/25		Multiple incidences of staff recording redirects, eg, 'See clinical trials anno' in 'Past medical and surgical history' field on CWP forms.  In some cases these appear to have overwritten prepopulated (aka persisted) records of multiple records.  In some instances, these redirects have been corrected on subsequent forms, but not always.  This has resulted in unavailability of PMSH on forms and outputs, for example discharge summaries being sent out with the redirect text instead of the PMSH				The Christie NHS Foundation Trust / Digital Services / Internal Digital Environment		The Christie NHS Foundation Trust / Research and Innovation				Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/14/25		Flagged to Digital governance who requested this be raised as an incident.  This is not a CWP/form issue rather a training issue that needs to be raised with clinical staff.  Data Insights could produce a list of incidences with names to identify if it is a specific department, eg, Clinical trials or staff group.				Digital Services

		I16921		10/1/25		11:52		10/6/25		Sample not signed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Thorne,  Hazel		Finally approved		No Harm		No harm		10/26/25		New sample requested.		- Encourage second checker of sample labelling for blue bottles ( DR/ Nurse) to check during time where increase re-occurrence of sampling errors		Clinical Support and Specialist Surgery (CSSS)

		I16922		10/1/25		13:49		10/6/25		2nd group and screen taken at the same time as first sample		Email sent to reporter Arezoo to ask for clarification on who obtained the sample ? if paper trace still available with signature. 
Sent 14:44 23/10/2025		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Incident being managed locally		No Harm						New sample requested				Research and Innovation

		I16923		10/1/25		13:34		10/6/25		Sample tube expired		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		New sample requested		For monitoring purposes		Network Services

		I16924		10/1/25		16:00		10/6/25		Referral was received in the inbox on 1st October, letter dated June 2025.

** Please can this be raised with Leeds Teaching Hospitals NHS Trust - We have queried the delay and have not received any acknowledgment or information**		- Referring Trust questioned on delay.
- Submitted Datix per protocol.		The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm		No harm				i added the referral on urgently and then asked referrer why the referral was sent so late and received the following response " I think it was posted in July but you obviously haven’t received it so the CNS Team asked me to email it over
Sorry hope that helps
Maureen"		- Inform all external trusts that referral should only be sent via email not post.		External Other Trust

		I16873		10/1/25		18:00		10/3/25		Six patients were admitted from clinic in opd 22, resulting in long delays for beds and multiple staff staying past their finishing time, from 1 to 3 hours late. Bed managers and duty manager were made aware.
The patient who waited the longest had a bed request at 12.34pm and not admitted to the ward until 19.10pm (estimate)				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						All patients were made as comfortable as possible, sandwiches and drinks provided. opd 22 only has two stretchers. The four patients without a stretcher were kept in the clinic rooms, that they were reviewed in.				Network Services

		I16907		10/1/25		14:00		10/5/25		TSRT9/level 5/ 13BB/ SB13HH/ MoD13FF/CF1C
Additional imaging task not added after additional 2D kv images taken. incidental finding				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/7/25		Datix submitted, additional imaging task completed. Staff reminded to be vigilant at Tx Delivery meeting				Network Services

		I16962		10/1/25		09:54		10/6/25		TSRT9
Acquisition tone heard- no image appeared- accompanied by a generator timeout error message. Additional dose administered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR called- Logs requested- delay in receiving logs: Logs show additional dose delivered:
Expected Dose: 0.271265718
Delivered Dose: 0.316476669997759
Additional Dose=  0.045210951997759 x1 extremity Normal

2025-10-01  09:36:41    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:56    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.135632858570468
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  09:56:10    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  10:04:14    TR1-PTC-PROD      PTX\PTClinical|4912|WPF Queue WCFAppService.CWCFAppService  [ThreadId=85] #Entering -->RecordPatientCompleted				Network Services

		I16973		10/1/25		01:00		10/7/25		Platelet ordered and not used before expiry date.		To ensure better communication with ordering of platelets		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Platelet removed at midnight and wasted on TDBB and recorded on wastage charts.		To ensure better communication with ordering of platelets		Network Services

		I16988		10/1/25		00:00		10/7/25		1x Unit of Platelets ordered and not used		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		1 x Unit of Platelets wasted on the system and disposed of.		To ensure proper communication with the lab transfusion team		Network Services

		I17004		10/1/25		12:00		10/8/25		Ordercoms number 9368634.  Microbiology sample received in biochemistry bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to Salford as it was found in the biochem pile due to being in the wrong bag.		Likely to be human error - all staff are aware of correct labelling and packaging for samples for all samples. However it the incident has been shared and discussed - and all staff reminded of correct processes and signposted to relevant pages on HIVE if any uncertainty about labelling and packaging.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shaw,  Andrea		Finally approved		No Harm		No harm		10/9/25		Error logged.  Booked in and sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16843		10/1/25		07:00		10/3/25		Massive blood loss pathway activated. Patient on PTW transferred to CCU.		27/10 - to reallocate to SJ to decide if incident is to go to MBL meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Jackson,  Sharon		Learning response required		No Harm						MBL pack 1 prepared and issued.				Network Services

		I16864		10/1/25		03:30		10/3/25		Nursing staff entered the pathology laboratory to address an issue that they were having with a platelet transfusion OOH. The correct advice was given to the member of staff but they would not listen to the laboratory staff and insisted they were correct. 
A senior member of the transfusion team was phoned at home (OOH) to try and help calm the situation as the nurse had become confrontational and told both members of staff that they did not know how to do their jobs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Staff		No Harm		Security incident		Abuse to staff from staff		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		The senior transfusion team member phoned the Duty manager and asked for a different member of staff to transfuse the patient. 
This member of staff has been advised to not transfuse any further patients until after a period of re-training from the Transfusion Practitioners.				Clinical Support and Specialist Surgery (CSSS)

		I16860		10/1/25		16:35		10/3/25		Patient received a unit of Platelets. First Check recorded as Second Check in platelet prescription (two second checks).
No start time time recorded in prescription.
No end vital signs recorded in prescription. NEWS not completed within the timeframe for transfusion vital signs.
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16772		10/1/25		05:00		10/2/25		Patient on Palatine Ward on corridor bleeding from nose/ears/face and confused. Led back to bedroom where blood found +++ in room, on the floor and walls etc. 
Patient confused but able to talk. Went on to have a seizure. 
Fast bleeped outreach and for medic support. 
2222 Call put out. 
Patient transferred to CCU		Clinical event, rapid review done and attached to documents.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		Patient care escalated to outreach and oncall SHO
Heam Reg contacted
2222 Crash Call put out				Network Services

		I16797		10/1/25		14:00		10/2/25		Patient had been for an out-patient clinic appointment and had left the building. Was attempting to get into his son's car and fell. (Currently awaiting bi-lateral knee replacement-according to the patient.)
2222 called and crash team attended the scene.
For transfer to AACU, however no beds so transferred to AAU in a chair.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Gill,  Rosie		Finally approved		Moderate Harm		Moderate harm		10/6/25		Admitted to AAU as no beds in AACU and not a suitable place post-fall.
Taken for an x-ray and fractured NOF reported.
Immediate review by AAU Consultant Dr Igor.
Supportive Care Co-ordinator attended the unit and the pain team.
PCA commenced and s/c oxynorm given as breakthrough.
Salford Royal contacted as patient from Eccles, advised to 999 to their A+E.
999 call completed and ambulance arrived within the hour. PCA removed and breakthrough analgesia given prior to transfer. 
Son present throughout and fully aware of the situation.

Discussion with Car Park Attendant who was witness to this incident:-
Patient was waiting for son at Oak Road Drop Off Area. There was no room to park so son pulled up next to another car and patient rushed out. He leant forward to grab the passenger door as car window open  but missed and fell back onto the floor hitting his head on the wheel of another car. He was visibly stunned and in pain so car park attendant radioed for Crash Team. There were no obstacles for the patient to fall over.				Capital, Estates and Facilities

		I16812		10/1/25		02:00		10/2/25		I was asked to help sign off platelet transfusion on ward 4. On this night staffing ward 4 only one regular staff. Two nurses transferred  from ward 12 to help and  one agency nurse
The agency nurse was looking after the lady needing the platelets. I was asked to help put up the 4th bag of platelet, I was told 20mins left of on the 3rd bag. There was multiple prescriptions on CWP for platelets with different prescription dates. There was a clear communication between myself and the labs.		Emma Stansfield (Blood Bank Manager) - No further action needed from the laboratory. No errors made. Process clearly explained to nursing team.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Stansfield,  Emma		Finally approved		No Harm		No harm		10/17/25		It was extremely difficult explaining to labs to update the correct prescription on CWP so that the canular care plan could be updated. 
There was also a misunderstanding on my side with the issue date, prescription date and expiry date.
which labs seemed to struggle to give me any direct information 
I had to go to the labs with the platelets to get clarification. 
This could of been clarified hours early. This caused a long unnecessary delay.		Emma Stansfield (Blood Bank Manager) - The correct action was taken by phoning the Duty Manager for additional support to avoid further delays to this patient.		Clinical Support and Specialist Surgery (CSSS)

		I16831		10/1/25		17:00		10/3/25		TSRT9:

Patient scan limits for post contrast scan not set to match the pre-contrast scan.
Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10E Production of images using appropriate field sizes (including production of reference images)		Parry,  Catherine		Finally approved		No Harm		No harm		10/22/25		Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				Network Services

		I16826		10/1/25		10:34		10/3/25		CDI PCR positive, toxin positive 1/10/25. Recent discharge from Ward 2 15/9/25, within 28 day window.		Discussion with ward staff about the importance to start a stool chart and CWP care plan - also added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		Reported to HCAI DCS, 72 hour review requested. Medical team aware.		Ensure Follow SIGHT		Clinical Support and Specialist Surgery (CSSS)

		I16810		10/1/25		11:00		10/2/25		TSRT9 13CC SB3i 13CC CF3a
XVI image fault (generator fault not ready). Scan faulted at 182/650 frames, first instance for this patient. Additional dose to patient 2.8mGy.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Additional image authorised and annotated in Mosaiq.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I16726		10/1/25		10:45		10/1/25		21mls into Paclitaxel infusion, patient complained of feeling sick, like she can't breathe and went red in the face. Infusion stopped. 100mg hydrocortisone given. Obs taken - Bp 218/132, O2-96%, Hr-76, temp-35.8, RR-20. Iv metoclopramide given for sickness . Obs rechecked - Bp-132/85, O2-97, RR-17, Temp-36, Hr-90. Symptoms settled.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		Low Harm		Low harm		10/2/25		Infusion stopped. 100mg hydrocortisone given. 10mg metoclopramide given. Observations taken and recorded as above. Reviewed by Dr who states once settled, can restart at slower rate.				Network Services

		I16727		10/1/25		11:00		10/1/25		Patient attended for new patient appointment at Tameside Macmillan Unit under Christie haematology. Patient checked in at the desk and when attempting  to sit in the waiting area had an unwitnessed collapse. Haematology staff not informed of collapse and reception team called 2222. Patient seen and stabilised by resus team and transferred to TGH A&E.		Liaised with outpatient manager and Christie HCA to have ECG and Glucometer training		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Kelly,  Marie		Finally approved		Low Harm		No harm		10/13/25		Action by resus team		Christie staff to be trained on Tameside equipment , Glucometer and ECG		Network Services

		I16728		10/1/25		12:00		10/1/25		TSRT9 13CC SB3i 13CC CF3a
XVI terminated at 21frames (1.4mGy extra dose delivered) during patient scan.		Patient off bed - 2x test scans in CC and CW - Passed - Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Engineers called and test scan run before patient re-treated.		Pelvis M20 CC - Logs stated gantry stop after 28 frames, gantry didn't move.		Network Services

		I16730		10/1/25		12:05		10/1/25		Patient started on Cycle 1 Day 1 rituxamab. 
Pre meds given but not including hydrocortisone. 
At 12:05 patient complained of lower back pain radiating into thighs. Rigors, feeling cold.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				The Christie NHS Foundation Trust / Clinical Oncology / Lymphoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Transfusion incident		Reaction		Preventable Transfusion reaction (pre-medication not administered as prescribed)		Aremia,  Laura		Finally approved		No Harm		Low harm		10/3/25		Infusion stopped at 3rd incremeent of rate 114. 
Non rebreather mask applied, titrated down to 60% then 2 Litres, then room oxygen. 
Observations completed including Blood glucose. 
IV hydrocortison x 2 given 
IVF started. 
ACP's called to review. 
Oramorph 2.5mg given for pain as had paracetamol pre-meds.				Network Services

		I16752		10/1/25		14:25		10/1/25		Receipt of multiple serious micro out of spec results, Gram Negative, for Gene Therapy Isolator				The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit						Incident affecting the organisation		No Harm		Infection control		Outbreak- Other		Outbreak - other		McCaughey,  Joanne		Learning response required		No Harm		Moderate harm				Close of unit and halt in preparation while investigation and deep cleans proceed. Lock down of area to reduce external access and reduce footfall and thoroughfare to area				Network Services

		I16753		10/1/25		18:25		10/1/25		red clean requested for sr6 aacu for c diff and vre.
can't fog due to structure of doors. 
deep clean requested at 18:24				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		10/2/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I16745		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16746		10/1/25		13:00		10/1/25		tsrt9/level5/cf1d/xr6/sb1c                                              
Patient scan brought forward to 25.9.25, but unfortunately the patient received the  original scan appointment 1.10.25 in the post . Attended today with transport thinking he needed a scan.		External circumstances. Discuss with bookings team.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		19 Research, audit and document management		Hudson,  Scott		Finally approved		No Harm		No harm		10/10/25		Apologised to patient about the mis-communication.
Patient stated that his current pain relief was not under control, therefore registrar contacted and patient seen to discuss medication.		External circumstances. Discuss with bookings team.		Network Services

		I16748		10/1/25		14:55		10/1/25		Patient finished treatment, on the way down the stairs after leaving the unit began to have a laryngospasm. Was brought back to unit, given heat pack and hot drink. Observations recorded and monitored until symptom settled. Advised to stay the night with relative and call hotline if any further issues				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		heat pack and hot drink				Network Services

		I16749		10/1/25		15:00		10/1/25		came back up to ORTC after treatment reported 'not feeling well'. Reported tingling lips/ numbness and pain in arms. Had Laryngospasm. Baseline observations checked, started vomiting during assessment. S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given. Hot drink and heat pack given. Rv'd by ACP on ORTC.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given.				Network Services

		I16750		10/1/25		15:30		10/1/25		Pt had a grade 2 reaction to C1 docetaxel after having 25ml of treatment.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped.
Obs checked.
IV chlorphenamine administered.
IV hydrocortisone 100mg administered.
Obs rechecked.
Treatment re-started at a reduced rate.
Team informed via email.				Network Services

		I16733		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery (1/10/25) due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16734		10/1/25		13:00		10/1/25		CRF Lab received samples for Patient ID 101-12, for C3D1 on the LION trial (21_PAN_012) 
Lab received 4x 10mL EDTA bottles (totalling 40mL), and 5 x 6mL + 1 x 10mL NaHep bottles (totalling a further 40mL), however this volume of blood was not required for this visit.
As per V4.0 of the Lab Manual, Table 1, this patient should have only required 3 x 10mL EDTA bottles, and no NaHep bottles at all. Patient was over-bled by approx 50mL.		everyone needs to be retrained in protocol schedule.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research Phlebotomy Space		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Conroy,  Vicki		Finally approved		No Harm		No harm		10/20/25		Lead Research Nurse has been informed. Correct samples were processed as per the lab manual, remaining samples that were not required were not processed - awaiting RN signature for sample disposal. 

17/10/2025 - Clinical Matron for the PAN tumour team has sent an email to senior Research Nurse of Renal to look into what led to the extra samples been collected.		The importance of reading both lab manual and protocol when preparing trial samples and also everyone needs to be retrained in protocol schedule.		Research and Innovation

		I16735		10/1/25		13:30		10/1/25		Patient contacted regarding appointment. Patient deferred on Wednesday 24/9/25.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		10/14/25		Contacted patient regarding no bloods and treatment appointment. 
Patient did not know about new appointment for today. 
Apologised on behalf of service. 
New treatment appointment given and patient acknowledged the need to book BCTH				Network Services

		I16736		10/1/25		08:45		10/1/25		Patient emergency admission from palatine to CCU, major blood loss+++
Patient bleeding ++++ from all sites
Urgent blood products transfused via stat
1x Platlets
4x FFB
2X RBC
All received and checked : 0845 and checked with two nurses. 
Each given stat pre and ends obs recorded for each on CWP		CWP major blood loss form filled out=transfusion team aware		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		CWP major blood loss form filled out=transfusion team aware				Clinical Support and Specialist Surgery (CSSS)

		I16737		10/1/25		12:30		10/1/25		Called to waiting room someone had fallen. 

Have realocated to Tameside as unable to find patient ID not a christie patient was Tameside patient		To monitor falls in Haematology temaeside. Patient was a Tameside patient.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Members of the public/visitors		No Harm		Clinical incident		Falls including slips and trips (Non- patient)		Unwitnessed Fall		Kelly,  Marie		Finally approved		No Harm		No harm		10/6/25		A - E assessment 
Observations taken 
Patient unresponsive to verbal speech, would no open eyes 
Patient responsive to pain 
Pain indicated in neck, hip 
Critical care outreach contacted 
Iv Inserted, bloods taken 
Handed over to critical care outreach - stopped patient being moved due to pain in neck and hip - advised patient will need head block for transport. 
Returned to treatment area		All correct procedures were followed and correct escalation was done for this patient		Network Services

		I16738		10/1/25		09:00		10/1/25		Patient A booked for CT abdominal biopsy. Patient A had not arrived. Called patient Husband as unable to get through to her mobile. Patient unaware of appointment. Tried to sort to see if we could facilitate later but unfortunately no space on list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/14/25		Apologises given and to sort for new appointment as soon as possible.				Clinical Support and Specialist Surgery (CSSS)

		I16739		10/1/25		09:30		10/1/25		TSRT9
#18/25 identified by superintendent during image review that nodal boost volume not selected on image prep.

IRMER states "CTV_N1" whereas plan structure is named as "CTV boost". Nomenclature between IRMER & structures are normally the same. "CTV_Boost" was not noticed by the radiographer who prepped the image and therefore coverage of the boosted node was not assessed #1-17.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		Network Services

		I16740		10/1/25		10:30		10/1/25		TSRT 9
set up to the wrong align RT  ROI and scanned iso position was incorrect, 
large shift magnitude noted B7 called.
Pt repositioned with correct ROI and scan repeated				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		b7 present, pt re-positioned, re-scanned and treated correctly				Network Services

		I16741		10/1/25		12:00		10/1/25		TSRT9 level 5 5i cf1c md 10n sb5i
Pacemaker selected "No" on booking form when patient has a pacemaker. Appropriate team not informed due to this. Entirety of pacemaker covered in RTP due to scan limits.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		Superintendent informed and information passed to relevant team.				Network Services

		I16718		10/1/25		03:00		10/1/25		Confusion regarding the issued and expiry dates of a unit of HLA matched plates caused an approximate 3 hour delay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Discussions with the biomedical scientist, clinical night practitioner, and night manager.				Clinical Support and Specialist Surgery (CSSS)

		I16758		10/1/25		18:00		10/1/25		TSRT9

10# VSIM planned patient - imaged #1-4.

#1-3 average out of tolerance - would have been suitable for systematic correction (new moves). 

Repeat 2DKV acquired #4 (not justified/documented in Mosaiq).

New moves required from #5 (repeat images #5/6) resulting in 1 additional image that could have been avoided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		New moves implemented from #4.

Escalated for practitioner additional imaging authorisation as will breach operator scope of practice when imaged for day 2 new move confirmation.				Network Services

		I16759		10/1/25		19:10		10/1/25		Upon surgical finish we discovered a small blister on the left shoulder which we presume to be from the use of shoulder bolsters which were requested by the surgeon to prevent slipping on head down (patient high BMI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Kennedy,  Pamela		Finally approved		Low Harm		No harm		10/10/25		Documented, handed over to recovery, anaesthetist aware, Datix completed and Handed over to ward 10 for medical illustration to take pictures in the morning. 

Review by the Tissue viability nurse there is a re absorbed blister to the left shoulder, no break or redness- skin intact and no sign of pressure damage.  My have been caused by shear and friction, no pressure damage evident on review.				Clinical Support and Specialist Surgery (CSSS)

		I16760		10/1/25		22:00		10/2/25		Admitted to ward cat 2 pressure sore found on sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		Air mattress in place
Dressing applied				Clinical Support and Specialist Surgery (CSSS)

		I16761		10/1/25		22:45		10/2/25		Patient found just outside the bathroom where he had shuffled from inside the bathroom to call for help from another patient. 
Upon observation, patient stated he was trying to hang up his tank top high above the chair and he was leaning on the chair, the chair then started to slide and he began to slide with it.
Patient states did not hit his head, said he slid/fell down on his right knee/ foot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Blood pressure and observations taken, neuro observations taken. Made sure patient had no immediate pain anywhere before moving him, assisted him to stand with 3 member of staff onto a chair behind him and then he walked from chair to bed with minimal assistance.
On call doctor informed. Has now been reviewed
Falls care plan updated
NIC updated
Handover to be updated				Clinical Support and Specialist Surgery (CSSS)

		I16755		10/1/25		15:30		10/1/25		TSRT9/level5/cf1d/6d
Patient was due to start 3#s of bladder XRT 1/10/2025 at 1530, arriving via hospital transport. At around 1600 reception chased up progress of hospital transport as patient had not arrived, and were informed no transport booked. Reception then rang patient who was unaware they were starting treatment on this date, and therefore start of treatment delayed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 3						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Hudson,  Scott		Finally approved		No Harm		No harm		10/14/25		After patient was rang by reception, they were transferred on phone to S3 radiographers. It was confirmed with patient they had been given no start date for treatment, and the patient now considered it too late in the day to attend the department. Patient was therefore advised they could start their XRT on the day of the next appointment, at 1530 on 3/10/2025, and that hospital transport would be booked for remaining appointments. Transport was subsequently booked by S3 reception. Patient schedule also amended at the time with additional appointment added to the end to compensate for missed treatment.		Patient not received confirmation of appointment. After investigation, the patient was sent a letter out after not being contactable via phone. Letter either delayed or not recieved. External factors not down to hospital team.		Network Services

		I16713		10/1/25		07:15		10/1/25		when checking patients skin in the AM, noticed a new c2 to sacrum		discussed with staff involved
learning needs identified - learn from incident, included in monthly newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		updated skin bundle, cream applied, purpose t completed, handed over to RN day time, needs med ill and TVN r/v.		Reflecting on knowledge from TVN study day
revisiting TVN study sessions.		Clinical Support and Specialist Surgery (CSSS)

		I16763		10/1/25		23:00		10/2/25		Patient transferred from AAU to ward 12.  patient admitted 11am 1/10/25? with temperature. No blood cultures taken, on medical notes requested for cultures to be taken. No cultures taken prior to patient admission onto ward 12 from AAU. patient transferred at 10pm 
No evidence of blood cultures taken on notes/pathology orders or requests		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Clarke,  Catherine		Finally approved		No Harm		No harm		10/16/25		datix 
cultures taken		Blood cultures taken within 1 hour policy (prior to giving IV ABX) as per policy as reflected in nursing annotation and lab results		Clinical Support and Specialist Surgery (CSSS)

		I16770		10/1/25		15:00		10/2/25		Patient has received 14 cycles of Ven/Aza.  No consent form scanned onto CWP		RN to check consent before administering treatment: part of incidents Newsletter
New folder in HTDU for consents to be uploaded
Medical team and CNS emailed to add consent forms to  the folder
Audit about patients being consented and no consent forms uploaded		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Staff		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Notified NIC
Discussed with patient - will try find copy of consent form at home to bring in otherwise will need re-consenting		To check if consent is uploaded on CWP before administering treatment.
New folder in HTDU for consents to be uploaded		Network Services

		I16768		10/1/25		15:00		10/2/25		Patient was just about to commence flush post 2 hour oxaliplatin infusion. Mentioned that he had some tingling in his lips and was slurring his words slightly. After sipping some warm water that was provided, patient went into laryngospasm.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped and flush not commenced
Hot drink provided
Heat pack held to neck
Obs taken and charted
100mcg hydrocortisone given
10mg chlorphenamine given
Continued monitoring post event for roughly 1 hour.				Network Services

		I16783		10/1/25		18:45		10/2/25		Patient stepped down from ccu approx 1845. On arrival previous patient still in bed space. CCU nurse had been told bed space was ready however this had not been communicated from ward 10 nurse in charge to ccu nurse in charge. CCU aware a bed would be ready in the evening however no phone call received to ask if patient could be brought up to ward 10 prior to transfer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		Apologised to patient. Patient made comfortable in day room whilst awaiting previous patient to be discharged. Patient moved in to bed space as soon as available.				Clinical Support and Specialist Surgery (CSSS)

		I16784		10/1/25		11:00		10/2/25		multiple operational challenges encountered during the process of Mattress Audit 
Despite repeated communication efforts to inform staff across wards and departments, the audit team experienced significant difficulty accessing clinical areas. This lack of clinical engagement severely impacted the audit’s progress and ultimately led to its suspension.  
Additionally, a high proportion of mattresses failed to meet the required standards during the initial phase of the audit.		Meeting to discuss actions go forward between the stakeholders. Meg audit to occur prior to next DHG external audit		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Incident affecting the organisation		Near Miss		Infection control		Devices		Other devices		Atherton,  Shaun		Finally approved		No Harm		No harm		10/16/25		Suspension of audit. DHG contacted 10:30 am to deliver additional mattress to site, 
to address the immediate shortfall, five replacement mattresses were delivered to site at 16:15 on 01/10/2025. Further orders have been placed to ensure adequate stock levels and reduce risk moving forward.		Training for mattress inspections to be looked at by TVN/IPC(Meg audits)		Capital, Estates and Facilities

		I16794		10/1/25		20:00		10/2/25		The patient was scheduled to receive platelet transfusion, whilst the research team and ACP duly aware, The flow manager was also notified, potentially in relation to patient admission; however, this information was not effectively communicated to the CRF NIC (team).
Subsequently, the patient arrived unexpectedly at the CRF longstay  at 19:40 for the platelet transfusion. At that time, the research team had departed the facility and had not given any handover of the plan.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Garcialopez,  Tamara		Incident referred to DPSIG		No Harm		No harm				Duty manager made aware of the situation. 
OOH Dr made aware of the patient- due to possible reaction 
Platelets administered with close observation.

Matron and WM made aware of the situation.				Research and Innovation

		I17670		10/1/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC :Started night shift and asked to clerk CCU step-down.
From Alertive messages - patient arrived on ward at 15:30.
Had to call day RD about another issue, so asked if they had received a verbal handover from doctors on CCU. They confirmed they had not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						Reviewed patient notes and EPMA.
Several medication discrepancies - that I used best judgement to amend. Have asked day team to clarify with primary consultant if there were reason for some. No acute concerns.				Clinical Support and Specialist Surgery (CSSS)

		I17158		10/2/25		21:12		10/13/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To raise at the weekly incident meeting and discuss		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To retirierte to staff on the right process of NEWS and vital score documentation		Network Services

		I17298		10/2/25		00:12		10/17/25		Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Incident being managed locally		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16781		10/2/25		10:14		10/2/25		Wrong NHS number on MDT document		spoken to team lead to remind their staff of due diligence when inputting patient data on CWP forms		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Westall,  William		Finally approved		No Harm		No harm		10/14/25		Redaction requested, datix request, rescanned with correct NHS number on document				Network Services

		I16766		10/2/25		01:30		10/2/25		Patient transferred from AAU to Ward 10 at 01:30 and placed with the female bay - patient's husband found with patient sat on chair by bedside - patient and her husband were adamant he was staying with her, explaining that the husband's car was stuck in the car park and the patient needed him for emotional support. This was not discussed at all prior to transfer between any AAU staff with any Ward 10 staff and wasn't handed over of this situation. Patient had been with AAU since the afternoon.		Apologies made to Ward 10 

Permanent staff on AAU well versed in visiting policy and issues raised in this incident are not a common occurrence upon transfer. Learning from this incident to AAU not indicated. 

Nurse in charge at time tried to mitigate issue and fully aware inappropriate nature of male relative staying in female bay overnight. Apologies made to Ward 10 at time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		I asked the Ward 10 staff nurse who took the handover if this has been discussed with her, which she replied this hadn't been.

I sent an Alertive group conversation between myself, the AAU Nurse in Charge and the Duty Manager and questioned about this - I asked if any arrangements for accommodation had been done for the husband. The Duty Manager seemed to be unaware of this situation and too hadn't been notified prior to transfer, AAU Nurse in Charge answered that she had asked the named nurse on AAU for the patient to ask the husband to leave - however this hasn't appeared to be escalated or been followed up on. This Alertive conversation found on the Ward 10 Nurse in Charge sign in.

There was no options for me to move anyone out of the side room - all clinically indicated

Curtains pulled around the bed area. 

Duty Manager for the night shift who now was now aware of a male visitor staying in a female bay overnight - hasn't come down to the ward and hasn't spoke with the patient or her husband. I am not aware of any reasons for this.

Informed Ward Manager for Ward 10 of the situation for the Day shift

To further point out this incident has had the knock on effect of delaying my care to my patients whilst I tried to manage this and find out whats happened, and also delayed of myself going home due to needing to record this Datix incident form within the 48 hour window.		Agency nursing staff central to incident, unlikely aware of visitors policy. Individual did not respond to prompts from nurse in charge to ensure relative went home overnight.		Clinical Support and Specialist Surgery (CSSS)

		I16771		10/2/25		09:30		10/2/25		In insertion of Venezia brachytherapy applicator, joint found to be loose due to glue failure,  swapped for replacement applicator and proceeded safely.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Incident affecting Patient		Near Miss		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Hallett,  Lisa		Finally approved		No Harm		No harm		10/17/25		Removed from clinical use, replacement requested.  Reported to MDSO for report to MHRA.
Ongoing issue with Venezia applicators.  Awaiting batch replacement.				Network Services

		I16762		10/2/25		01:40		10/2/25		Tramadol 50mg capsules were not clearly recorded as there is no "IR" or MR" mentioned .
Tramadol MR CD book shows 86 but the quantity counted is 68, previous book 1049 unable to identify whether the tramadol recorded is IR or MR also unable to read clear the quantity.
The book before the above mentioned, no 1041 shows Tramadol MR 68 capsules which matches with the  physical count.
Tramadol IR 50 mg capsules shows 78 but the actual count is 76 checking the previous book 1049 it shows 78				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - illegible/unclear		Langstaff,  Alexandra		Incident being managed locally		No Harm						Duty manager in shift informed, and checked. ?writing error as the book 1049 has missed information on medication description.				Clinical Support and Specialist Surgery (CSSS)

		I16811		10/2/25		15:15		10/2/25		Call received a call from the patients all from pt saying her had her 5FU bottle was in her bag whilst she was out when she got in put her bag down forgetting the pump was in there resulting in the pump being pulled. The PORT needle was slightly dislodged so Stephanie pushed the needle back in. When she woke up her pj top was wet. She took the dressing off the and the needle came out as well. Slight bleeding but this stopped quickly. Pump was clamped once the needle came out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/20/25		Pt washed the area and the clothes. Rang us. 
I advised they came in today which they did. PORT discarded off as per policy. there was still some treatment in the bottle as it had not completed.
New PORT needle inserted to flush the PORT needle then removed. Team emailed				Network Services

		I16824		10/2/25		09:30		10/3/25		Terror incident in N Manchester (Heaton Park area) 0930 approx. A coordinated weapon attack (vehicle ramming + stabbing) occurred at a synagogue in Crumpsall, Manchester, during Yom Kippur (2 October). The incident was declared a terror event. In response, the Christie site at the Northern Care Alliance (Oldham, Salford, etc.) were put into lockdown as a precautionary measure.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Piscitelli,  Stefano		Incident being managed locally		No Harm						Incident control room established
Exec on call liaised with Execs
Comms shared with Christie@Macc/Salford/Oldham
Comms sent out to HIVE and website by comms team
NCA & MFT went into lockdown as precautionary measure
Security team briefed higher visible presence around site (main entrances)
Ornamental garden locked down till 0700 03/10/2025
Incident control room stood down at 1400				External Other Trust

		I16827		10/2/25		15:00		10/3/25		Received an email from another department on 02.10.25 enquiring if the pt could be discharged from a consultant on Careflow (first seen in March 2025).
On checking the pt's notes, I came across an internal referral letter to a different consultant from July 2025.  It didn't appear that the pt had been allocated an appointment following this referral.
On checking other digital systems, it doesn't appear the relevant team/consultant received the referral letter to action/allocate an appt.

*Awaiting email reply 10/10*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Learning response required		Moderate Harm		No harm				Emailed relevant secretary who was unaware of the referral.
Emailed the referral letter to the relevant consultant to action.
The consultant is going to liaise with the referring team.

RP 24/10 - Asked digital who uploaded referral in July to identify who uploaded this and why it wasn't added on. Digital confirmed the referral was added by an new referrals member of staff to CWP on 02/10. This was the same date that the secretary raised with new referrals, which would suggest this referral was never sent via the internal referral portal or the via the inbox for the team to action.
Once we received this we actioned accordingly. 
I emailed the secretary this in the attached and informed the governance team, further investigations from the disease group need to be done to understand or identify why this wasn't sent via the portal sooner. - will redirect to DSM of disease group				Network Services

		I16828		10/2/25		12:00		10/3/25		Patient came from another ward as an inpatient, received the due morning medications late after 11.30H that also after the patient came to nursing desk and complaint about the same(medications including controlled drug). Also got delayed for discharge medications and hence discharged so late in the evening. Patient mentioned  that no one offered food as well.		Gain an appreciation of patient expectations and introduce them to their new environment, inform them of what to exact on the unit, who is looking after them and ask if they have any concerns you can help reduce and support.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		Low harm		10/31/25		informed the concerned nurse and given all medications asap, and apologized.		It was unfortunate this patient was relocated to CRF at short notice in the evening due to Trust Bed pressures. He had to share a room with another patient but felt he didn't receive a good standard of care.
Good communication and documentation is required in these situations and for the most part it was though the patient remained disgruntled.		Research and Innovation

		I16834		10/2/25		09:00		10/3/25		Set of SDA plates were contaminated by mould. The set of plates were sampled on Thursday 18/09/2025 and sent to QCNW. 
These plates are sampled from the Radiopharmacy unit as part of the Quality Assurance programme. Mould is a non desire microorganism that should not be present in cleanroom environment. 
It is likely the contamination is caused by persistent water leaks in the ceiling of the offices of the Radiopharmacy unit.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Radiopharmacy						Incident affecting the organisation		Harm		Infection control		Infection screening / Sampling		Other		Harris,  Andrew		Learning response required		Low Harm		Low harm				Aseptic sessions on 02/10/2025 and 03/10/2025 were cancelled after receiving the notifications. 
NM departments were notified accordingly
The issue was escalated with Senior and Divisional management.
Additional cleaning to the cleanrooms is being performed on 03/10/2025
The issue with leaks have been notified to Estates mid-July when the leaks were first noticed.				Network Services

		I16813		10/2/25		18:30		10/2/25		TTOs of Cabozantinib were on old IV Nivolumab script with wrong location, order set was therefore not sent up to ORTC. By the time this was highlighted, main pharmacy was closed.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Other		Patel,  Rizwan		Finally approved		No Harm		No harm		10/14/25		Told pt the error in location. Pt stated she would rather not come in to collect medications. I have arranged with the on-call pharmacist for the tablets to be sent via post. Pt was anxious about timely delivery to her home address as she is due to start the Cabozantinib on Monday. I have advised the pt to call on saturday afternoon if she has not received them by then.				Network Services

		I16814		10/2/25		21:00		10/2/25		Admitted onto AAU and then ward 12 with C3 to sacrum, present on admission.		Good practice demonstrated in this incident to be fed back to ward staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Referred to safeguarding as underweight and concern of neglect, referred and seen by TVN - plan inplace, medically illustrated. Repositioned on ward 2 hourly. Pump to be applied on bed. SKINN and puropse T updated - TVN plan followed, cushions applied around area.		Timely and appropriate pressure area assessment and care provided by staff involved. 
Pressure ulcer to sacrum identified on admission, PURPOSE T completed within 6 hours as per policy.
Adequate pressure area care commenced and appropriate referrals sent. 
TVN review in first 24 hours of admission. Acknowledged by patient PU had been present on admission/ for several years.
Safeguarding referral sent with query of neglect in the community and as to whether pressure ulcer developing prior to admission was preventable - concluded unpreventable.		Clinical Support and Specialist Surgery (CSSS)

		I16815		10/2/25		20:30		10/3/25		Patient found on floor of room by staff walking past				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		Emergency call bell activated, staff assisted patient to stand and assisted to the toilet before returning to bed
No apparent injuries or pain
1:1 put in place overnight		no documentation from nursing staff 
no update of moving and handling assessment / falls risk assessment		Clinical Support and Specialist Surgery (CSSS)

		I16806		10/2/25		13:39		10/2/25		15.2mls paclitaxel went through pt complained of chest pain and SOB.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/3/25		Treatment stopped, obs done and recorded, actioned as needed with 15l2 02 with good effect. 200mcg hydro given with good effect. Pt started to feel better. Need to go to toilet to commode attained. ACP came to assist and review.
weaned off 02.
ECG done 
Cannula came out whilst on the commode as poor access unable to re cannulate. Paclitaxel discarded as per protocol. and carbo not given. 
Line referral done 
Team and chemo apps emailed. 
ACP has prescribed destination meds for next SACT. 
Explained to the pt who understood				Network Services

		I16807		10/2/25		16:00		10/2/25		Patient reacted to second dose of paclitaxel				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		No Harm		Low harm		10/3/25		Treatment held. hypersensitivity protocol followed. Reviewed by ANP. Treatment restarted. Team emailed				Network Services

		I16808		10/2/25		14:55		10/2/25		Patient reported pulsing feeling down legs during treatment, infusion stopped, observations recorded. Discussed with ACP JB, ?reaction, patient felt it had improved slightly without intervention, then felt pulsing return, treated as HSR				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		Low Harm		Low harm		10/3/25		100mgs hydrocortisone and 10mg chlorphenamine given under PGD				Network Services

		I16809		10/2/25		17:00		10/2/25		extravasation to left forearm, 4cm extravasation lump, extravasation policy followed, reviewed by ACP, given hydrocortisone cream, nurse in charge to do a follow up call tomorrow.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/6/25		extravasation policy followed, drawn back 0.5mls, heat pack applied on area, hydrocortisone cream supplied.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		Network Services

		I16800		10/2/25		13:50		10/2/25		Pt was walking and tipped over the scales that were next to the nurses desk on Pink team. Pt fell to the ground, not witnessed		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/2/25		OBs done and recorded pt stated they did not hit their head. Dr on unit review. Pt said they were a bit shaken up due to the fall but okay. slight sore arm but okay. Helped up on to a wheelchair and transferred but to treatment chair		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		Network Services

		I16842		10/2/25		12:50		10/3/25		I received the blood transfusion  for this pt, did the first and second check, did the checks with the pt and started the  transfusion. When time was due for the 15 mins obs I did them and pressed by mistake on post transfusion  observation instead of the 15 minutes observation. By the time I have realised the form was already submitted and I could not edit the form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		No outcome completed on prescription		Ghaffar,  Zhaida		Rejected		No Harm		No harm				I have informed IT straight away and the nurse in charge 
I have documented on EPMA the times and observation to help with traceability				Clinical Support and Specialist Surgery (CSSS)

		I17005		10/2/25		08:00		10/8/25		Ordercoms number 9369515.  Virology sample in with biochem and haematology samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lane,  Laura		Finally approved		No Harm		No harm		10/8/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17021		10/2/25		19:00		10/8/25		XRT consent form scanned on wrong patient's notes.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		Scanned under correct notes, DATIX submitted. Tech Bar redaction request to be done after DATIX.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		Network Services

		I17007		10/2/25		12:00		10/8/25		Ordercoms number 9369353.  Virology sample in with biochem/hame samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/8/25		Error logged,  Booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17008		10/2/25		15:00		10/8/25		Ordercoms number 9369096.  Urine sample for RUUE and Urine ACR returned by Salford on the 2.10.25.  Most likely cause that biochem sample was received in microbiology bag.  This sample was from 1.20.25.  Therefore processed with 24 hr delay.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)		To follow up with training and actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged and processed here with a 24hr delay due to sample going to Salford as it was in the wrong bag,		To ensure the right bag is used for the right samples		Network Services

		I16909		10/2/25		10:00		10/5/25		A report has been scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Jones,  Tracey		Finally approved		No Harm		No harm		10/6/25		redaction requested with IT				Clinical Support and Specialist Surgery (CSSS)

		I16894		10/2/25		14:00		10/3/25		Had a fall while trying to put some papers in the bin without his walking stick.
Witnessed by Dr. 
Reviewed by medical team.		Correct actions taken. 
Observations completed.
Medics informed. 
Moving and Handling risk assessment completed in timely manner. 
Physiotherapy referral sent.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
Medical review. 
CWP - Fall incident and manual handling completed				Clinical Support and Specialist Surgery (CSSS)

		I16878		10/2/25		10:18		10/3/25		emergency lockdown procedure initiated 10:18
approved procedures implemented, 
contacted radiotherapy services manager
unable to contact EPRR lead
Unable to contact switch
log book completed via trained loggist
lockdown lifted 12:21		improvement in communications required		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting the organisation		No Harm		Security incident		Terrorist Incident		Terrorist incident		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		escalated via radiotherapy services manager
incident managed well on site good communication via NCA
no communication from Withington site

review of events by senior team		improvement in communications required		Network Services

		I16880		10/2/25		09:45		10/3/25		Patient booked in for a radiotherapy scan of their brain in PBT.  Patient attended with appointment letter, however patient had no appointment visible on CRIS and there was another patient booked into this slot.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		Upon investigation, it appears that the patient's appointment was taken out of the diary and put back onto the waiting list by a member of staff in the radiotherapy department at Christie Salford.  This then led to a false appointment slot being available and another patient was booked into it.  Proton Beam Radiotherapy contacted Radiology MR Lead to query why patient had attended with no appointment.  Radiology MR Lead found that the scan was placed back on waiting list by a radiographer in Salford and contacted them to ensure scan was still to take place and inform them of the error.  Proton Beam agreed to scan patient.				Network Services

		I16926		10/2/25		11:30		10/6/25		No date taken present on sample for transfusion. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Sample rejected and discarded. New sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16943		10/2/25		12:00		10/6/25		tsrt9
A systematic review was completed following a # without a CBCT as there had been a change to the pt's CBCT scheduling and the systematic review scheduling was not updated following this change. Systematic reviews are typically completed following #8 however this pt had received additional CBCT's on #4&#5 due to positioning issues, the next CBCT was then pushed to #10 therefore a systematic should have been scheduled following #10 rather than #8.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		incident was picked up @ #10 following the CBCT. A B7 was made aware and an additional systematic task was added following #10 and the remainder were rescheduled following the new cbct schedule.				Network Services

		I16952		10/2/25		18:25		10/6/25		Suspected transfusion reaction - patient began to experience rigors approximately 2 hours following the commencement of a unit of RBC's.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/6/25		Transfusion stopped.
Medical review sought.
Chlorphenamine and IV fluids administered.
Relevant blood specimens and RBC bag sent to laboratory as per policy.				External Other Trust

		I17031		10/2/25		20:30		10/8/25		Patient attends with Temp, urinary catheter in situ ON arrival. Patient required a CSU as part of septic screen. Pt had an allocated nurse who was working with a (SPN) supernumerary nurse (under direct supervision). The allocated RN asked the SPN to wait for her to come back. The supernumerary nurse had never done catheter care/nor signed off on catheters.  SPN, unsupervised/untrained attempted CSU despite instruction. Withdrew water from balloon rather than CSU and left the pt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						The incident only came to light as the SPN showed the "CSU" to an ACP who realised it was water. I apologised on behalf of SPN and explained to patient what had happened. 10ml of water was measured from "CSU sample", catheter further reinserted and balloon re-inflated. Catheter draining again.
Discussion had with supernumerary nurse to get account and reiterated to work under direct supervision of designated nurses and to work within scope of practice.				Clinical Support and Specialist Surgery (CSSS)

		I17174		10/3/25		13:55		10/14/25		Pre transfusion vital signs completed one hour and 21 minutes prior to its commencement.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I17176		10/3/25		17:39		10/14/25		Patient received albumin and the second independent check was completed by the same nurse, and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Added the above to safety huddle to make staff aware of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To reiterate the importance of following protocol		Clinical Support and Specialist Surgery (CSSS)

		I17488		10/3/25		11:00		10/23/25		Two patients missed their translational blood test appointments due to a communication error. The lead nurse handed over for the patients to have blood tests on the 3/10 and to remind the patients of this appointment at their appointment on 30/09. This was not communicated to the patients. No translational/trial bloods were taken.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager made aware. 
Patients aware they missed the appointment, apologies given. 
Sponsor made aware, awaiting response.				Research and Innovation

		I17100		10/3/25		09:00		10/10/25		On-going issue that we need to raise as an incident can't add TCI to patients records which is becoming more frequent.
Not being able to add a TCI means that the patient cannot be admitted on the day and also means the patient cannot be tracked and the associated medications etc hat maybe required documented on the patient. This could cause delays and inaccurate recording on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling / Theatre Scheduling		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/13/25		Raised Ticket with techbar and received the response below. 

Request - INC-114771

I have just spoken to my colleague about this who has suggested that there is likely to be an issue with the RTT as it isn't being picked up. If an RTT pathway hasn't been picked up, the only people who can amend / add this in are the Pathway Trackers. I'm afraid that I can only advise you to speak to them, as they are the only ones who will be able to update the RTT and correct any issues in the setup in order for you to be able to proceed. 


I have worked in performance and I understand RTT and how the system works and what needs t be done we have removed and re -submitted on a number of records and it it is still not working.				Clinical Support and Specialist Surgery (CSSS)

		I17093		10/3/25		14:00		10/10/25		Incorrect laterality noted on pathology conclusion report on CWP during checks for radiotherapy planning. Reported incorrectly as left breast rather than right breast. This had then been used to populate patient letters and MDT documents.

13/10/25: Reporting sits with the consultant Histopathologists, who are managed by the trust				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Carden,  Jeni		Finally approved		No Harm		No harm		10/14/25		Checked all reports uploaded to CWP. Reported to clinical oncologist who contacted the surgical team and secretary to provide operation notes which stated surgery completed to the right breast. Requested pathology update their report conclusion with correct laterality. Operation notes uploaded to CWP alongside clinical annotation from the clinical oncologist stating laterality has been confirmed and to proceed to radiotherapy planning to the right breast.				Christie Pathology Partnership

		I17070		10/3/25		19:30		10/9/25		incident recorded when further information could be obtained.
after work was finished two staff members thought they were on there own in the changing room and proceeding to discuss another staff member.
the other staff member was in a changing cubicle and overheard the conversation and was upset by what had been said stating it was unprofessional.		discussed and offered support to all staff members involved		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Davies,  Julie		Finally approved		Low Harm		No harm		10/17/25		staff member comments directed at very upset 
apologies given at the time.
discussed with all parties concerned who are all upset by the situation. support and EAP information provided.
continue to support individuals concerned

support continues for all parties concerened		the need for professionalism 
respect		Network Services

		I16881		10/3/25		08:50		10/3/25		Call taken from reception, patient called the hotline this morning due to having loose stools X3 this. Patient advised to come for his treatment today to be assessed on the unit by consultant or ACP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Roberts,  Rebecca		Finally approved		No Harm		No harm		10/17/25		I called the patient who had x4 loose stools with new abdominal pain with loperamide being ineffective. apyrexial, he did not attend for  treatment as transport was 40 minute drive and he did not think he would make the journey. reiterated calling the christie hotline if symptoms worsen.				Clinical Support and Specialist Surgery (CSSS)

		I16882		10/3/25		11:00		10/3/25		when putting suture needle in sharps pad  caught tip of thumb left had with tip of suture needle		Speak to staff  regarding safe handling of sharps .		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3				The Christie NHS Foundation Trust / Clinical Oncology / Gynae(Clinical Oncology)		Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Thomas,  Preethi		Finally approved		Low Harm		No harm		11/3/25		de scrubbed Made bleed , washed with chlorhexidine reported to team 
Contacted OH , all blood investigation done 
Follow needle stick injury SOP . 
No harm done		when you handle with sharps always take precaution.		Clinical Support and Specialist Surgery (CSSS)

		I16883		10/3/25		11:45		10/3/25		TSRT9/ Level 4/ 11O/ CF2a/ 10N/ SB11n 11t
Patient attended bolus verif scan at Macclesfield as requested via telephone call by planning. 

No physics or planning staff sent to mark bolus outline on mask and didn't submit Bolus Request Form in time, causing delays. 

Scan delayed due to confusion regarding whether the scan was required. This was due to a finalised planning record and planning QCLS completed and treatment plan already being exported to prep room, found immediately prior to scan . Pt in mask during this time and very anxious and on timed pain relief.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11O Management of process flow within planning (including plan export)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Planning were contacted via telephone and asked to confirm if a bolus verif was required. Whilst waiting for a response from planning the patient was becoming increasingly agitated on the CT couch and a superintendent radiographer was informed. Planning made aware of the distressed patient on the bed however it took a significant amount of time for a decision to be reached. Radiographers were in the room comforting the patient and trying to encourage patient to stay in the mask. 
Once planning confirmed the scan was required the scan was performed.  When the mask was taken off the patient, they asked to speak to Superintendent Radiographer to find out why there was such a delay and expressed his distress at being kept waiting. Superintendent radiographer explained to patient the reasons why. PALS complaint form offered and patient apologised to by numerous radiographers.  Centre Manager discussed incident over telephone with planning. 

Feedback from Radiographers regarding incident: 
During a debrief after the incident radiographers felt communication throughout the whole bolus verif process was poor. No annotation from planning regarding bolus verif being required on CWP or Nav. The Bolus request form was only put in 1 day prior to the patients appt. This put the radiographers under a time pressure to organise the thermoplastic bolus shape (as it was required to be cut out at main site). A physics member of staff was also asked by planning to draw on the requested Bolus shape on the mask and was unfamiliar with this process. 

Radiographers feel a new work instruction for both radiographers and planning regarding the the bolus verif process would be helpful. Reducing communication errors on the process. 
Planning QCLs were all completed despite the bolus verif not being confirmed. As a result the radiographers started prepping a plan that was not confirmed yet for treatment. This could have resulted in a patient being treated incorrectly.				Network Services

		I16879		10/3/25		14:51		10/3/25		red clean for c diff requested on aacu sr5.
unable to complete fog due to door structures on aacu.
deep clean team attended with uv machine.		Estates will review the doorframe with the domestic services team and will look for a permanent solution if one is required		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities

		I16885		10/3/25		15:45		10/3/25		TSRT9 / LEVEL 3 / 13I / CF 1C / MoD 13BB / SB 13I
Image acquired after set up. 
Radiographer accidently clicked dismissed during image review.
Due to time taken to re-establish link between xvi and mosaiq patient moved requiring resetup & reimage.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Superintendent informed.
Additional image authorised. 
Additional dose 5.9mgy. Not reportable.
Proceeded with treatment.				Network Services

		I16886		10/3/25		15:00		10/3/25		on time out staff noticed pt had redness under bilateral breasts as well as moisture lesion / redness under stomach / apron. Pt has high  BMI.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/3/25		barrier spray applied pre-op as well as area cleaned and barrier spray applied post op - handed over to recovery to monitor and contact medical illustrations to document. TV link staff and coordinator informed as well				Clinical Support and Specialist Surgery (CSSS)

		I16887		10/3/25		15:00		10/3/25		Crash trolley in OP corridor required for emergency situation. patient collapsed in phlebotomy room.
There were NO oxygen masks or tubing anywhere in the crash trolley(normal location drawer A).
Staff had to run to another area to find an oxygen mask and tubing, delaying administration of oxygen to an unwell patient with low saturations
Post incident i discovered the crash trolley had not been checked for 3 days,		Our HCAs had been checking the resus trolley in OPD. After discussions with the resus team at main site and reading the policy it should be a registered practitioner that checks the trolley.
This has since been cascaded to all staff and the nurses from SACT will now absorb the checking of the OPD trolley with their own checks. 
The importance of communicating when anything is removed/used from the trolley has been reiterated to ALL staff.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		Near Miss		Equipment incident		Medical		Lack/ unavailability of equipment/device		Aremia,  Laura		Finally approved		No Harm		No harm		10/10/25		oxygen mask sourced from another clinical area
Highlighted to staff on duty that trolley hadnt been checked
Requested trolley be restocked and checked asap				Network Services

		I16888		10/3/25		00:00		10/3/25		TSRT9.

Incorrect preset used for #1 of Lung SABR treatment.
Pelvis M20 used instead of Lung.
Dose 10mGy instead of 6.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		Preset amended.
Pt treated correctly.				Network Services

		I16889		10/3/25		16:00		10/3/25		witnessed fall. patient stood from toilet and fell backwards. No LOC, did not hit head
observations and BM taken. 
had flip flops on, changed to non slip socks. no injuries				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		reviewed by ward doctor. physical exam, safe to mobilise back to bed with assistance of 2 
moving and handling assessment complete with lying and standing				Clinical Support and Specialist Surgery (CSSS)

		I16890		10/3/25		05:25		10/3/25		cannula was on wrist , checked cannula when the machine beeps, no flush back , bit swelling , relative said he was moving his hand frequently and kept bending ,		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/6/25		treated as extravasation, informed patient about it , try to aspirate chemo with 10 ml syringe , nothing to come back . cannula removed and marked the affected area , patient took a photo to compare as we do not have medical illustration after 5 pm . heat pack applied , no inflammation at the time of assessment , reviewed by ANP Gina and advised to provide hydrocortisone cream if any inflammation occurs , advised to apply heat pack for 20 mts , 4 times a day ,for 2 days , and advised to move hand , safety netted with hot line , made a note on diary to ring tomorrow .		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		Network Services

		I16891		10/3/25		10:00		10/3/25		HCA was helping patient to the commode/bathroom to help with wash. Patient slipped and body was guided onto the bed. 
Patient reviewed by medical team afterwards.		Correct actions taken during this incident. 
Datix completed.
Observations taken. 
Medics informed.
Moving and Handling risk assessment updated. 
Falls care plan completed. 
Patient known to physiotherapy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Slippery floor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
CWP - Fall incident form and Manual handling form completed. 
15 minute observations 
Slip socks.				Clinical Support and Specialist Surgery (CSSS)

		I16892		10/3/25		17:30		10/3/25		Patient supine on the table for a Robotic Assisted Laparoscopic Prostatectomy. Post op pressure area inspection upon rolling the patient side to side to remove sheets underneath, scrub staff inspected the back and the sacrum and identified the moisture lesion near the anus.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/6/25		Barrier spray applied in theatre. Handed over to recovery staff looking after patient to monitor. Datix form filled out.				Clinical Support and Specialist Surgery (CSSS)

		I16893		10/3/25		12:00		10/3/25		Patients relative assisting patient to the toilet, Patient expressed that her legs felt week and relative helped patient down to the floor. 
Patient reviewed by Medical team.		Medics informed. 
NIC informed.
Datix completed.
Patient known to physiotherapist services.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed.
Medical review
CWP - fall incident and manual handling completed.				Clinical Support and Specialist Surgery (CSSS)

		I16895		10/3/25		14:00		10/4/25		CMPE currently signed up to Tender Portal for notification of Radiation Protection Services tenders from regional Trusts.
02/10/2025 - CMPE DRRPS staff became aware of a regional tender for approx. £4 Million, however tender notification was placed on system CMPE not aware was in use. Tender deadline of 07/10/2025 so only 5 days notice (including weekend) to submit tender response.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Diagnostic Radiology & Radiation Protection (Physics) / Regional services						Incident affecting the organisation		No Harm		Non-clinical incident		Referral		Delay/ failure		Mairs,  William		Finally approved		No Harm		Low harm		10/10/25		Account created on HealthTrust Europe and CMPE Team started work on tender response.  This was submitted but not of satisfactory standard given the turnaround time.
Discussed with procurement.  We have now registered on the correct platform for alerts (Steve Drain and Will Mairs).
A management procedure will be added to DRRPS QMS to include annual discussion with procurement about the latest platforms in use so we stay current going forward.				Network Services

		I16905		10/3/25		12:30		10/5/25		tsrt9
Initial CBCT taken and moves applied. Multiple generator faults when attempting to take 2D verification image, engineers onset.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		Pt off bed to allow engineers to resolve issue, moved to other gantry. Pt re-setup and additional mechanical CBCT taken & treatment delivered.				Network Services

		I16897		10/3/25		22:40		10/4/25		Found a Cat 2 on a pt's right ear where she keep her ryles tube insitu, within the helix area.		- 7 members of staff attending upcoming TVN Away Day
- HCA away day in December, ward manager and TVN's to teach on this with recent incidents as discussion points.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		-Dressing applied. 
-TVN referral done 
-Medical illustration done. 
-SSKIN bundle updated. 
-Purpose T still outstanding.		To check NG/NJ/Ryles site at ear and nose each shift and within 6 hours of admission to the ward to identify ulcers early and provide pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I16898		10/3/25		09:15		10/4/25		Heard staff member shouting for help and when approaching I witnessed staff members assisting/mobilising the patient to the bed (patient is mobile).  When approaching to help I saw that the patient fell down onto his knees next to the bed (did not hit his head). When calling out the patient's name he initially did not respond straight away (?Loss of consciousness) but after a few seconds he responded back to his name. 

Patient stated he felt dizzy when mobilising.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		10/8/25		Ensured patient was assisted safely onto his bottom. Then assisted into bed once he was feeling settled. 
Full set of observations completed. 
Blood glucose completed as patient is T1DM. 
The incident happened before board rounds and nurse in charge was present at the time also- NIC Kath escalated this to the team in board rounds and I later escalated the fall also to the patient's team doctor as the patient was planned for chemotherapy. 
Registrar reviewed in the afternoon. 
Documented and incident report form completed. 
Moving, handing and falls risk assessment completed including lying and standing.				Clinical Support and Specialist Surgery (CSSS)

		I16951		10/3/25		11:30		10/6/25		TSRT9
Patients first treatment, details incorrectly recorded for the abdominal compression belt in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Saunders,  Jane		Finally approved		No Harm		No harm		10/17/25		Discussed with team who input details as to what the correct information should be, site setup rectified				Network Services

		I16959		10/3/25		16:30		10/6/25		Samples from 03/10/25 not sent and left in pod in dept 35. Discovered when arriving into dept on 06/10/25.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Informed department Matron. 
Labs informed but unable to process samples. 
Patients contacted to re-arrange appointments 


Correct procedure followed.  The 6 patients who were effected were contacted.  Appointments were arranged at BCTH or Christie site.  Two patients were attending for treatment and already had a blood appointment booked.
All staff who were in the blood room that Friday were informed that as part of their daily duties staff should be making sure that all blood samples have been sent to the labs before leaving shift.  Unfortunatley we are unable to get to the bottom to why this pod was missed all staff present at the time were under the impression they had checked.  This will be discussed in staff huddle with all staff.				Network Services

		I16975		10/3/25		09:00		10/7/25		Engineers from JLA were booked to attend on Friday  3/10/25 to perform hot works on the roof of the Cytogenetics department.  It appears correct procedures were not followed;
-2 people were required to attend (one as a fire watcher), but only one  attended.
-Access to roof gained without visiting Estates first
-Hot work permit not obtained.
JLA had been informed in advance of the visit of required procedures.		Policies and procedures have been reiterated to JLA for future visits to the site		The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting the organisation		No Harm		Non-clinical incident		Estates		Maintenance		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		It was realised on Monday 6/10/25 that the correct procedure had not been followed when the Cytogenetics administrator contacted Estates regarding the visit by JLA, and we were informed that no-one had visited Estates on Friday 3/10 to collect hot works permit.				Capital, Estates and Facilities

		I16981		10/3/25		12:00		10/7/25		MRSA BSI 53yr old female, diagnosis Sarcoma.  
Source - UTI/? Nephrostomy 
Admitted 03/10/2025 (Friday) via AAU and transferred to Palatine same day; outlier due to bed pressures. 
Known MRSA screen positive from Dec 2024, urine positive march 2025.  
Had negative screens and bloods 2nd, 3rd, 4th September (x3) including urine no further micro until 3rd oct. Recent discharge from ward 4 10/09/2025, referred to Bolton DN team for neph care on discharge.

Risk factors - Neph May 2025, PORT i				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		10/23/25		Timeline 
There is a hotline annotation on the 19/09/2025 - haematuria for the last 24hrs, suspect infection 
28/09/2025 - CT abdo, pelvis with IV and oral contrast 
30/09/2025 - SACT treatment, bloods and PORT flush.  notes indicate the patient and their son feeling unwell the previous weekend due to eating at a hotel ? Food poisoning.  care plan completed for insertion and removal of needle. Notes state not fit for treatment 
01/10/2025 -  day admission to AACU for blood transfusion presumed delivered via PORT site, low grade pyrexia prior to transfusion.  doesn't appear to have had any blood work 01/10/2025
03/10/2025 - hotline assessment; hasn't felt well the last 2 nights.  

Initial findings 
Patient had a timlely review by micro 05/10/2025 and 06/10/2025
Patient prsecribed decolonisaiton therapy 
Inpatient nursing admission form states 'no' to MDRO 
Palatine team aware of patient, will swab neph and PORT site as wasnt completed on admission screening 

Plan 
Will contact GP and DNs tomorrow for more information regarding the hotline annotation and GP actions 
Patient flow will prioritise transfer to medical ward 
Contact Bolton hospital to see if recent admission during Sept				Clinical Support and Specialist Surgery (CSSS)

		I16982		10/3/25		10:00		10/7/25		TSRT9/ level 3/ 12i/ CF 2c/ SB 13aa/ MD 13i

Large anatomical mismatch on XVI acquisition due to incorrect SGRT prep/incorrect surface selected at set up.
Repeat XVI approved under protocol.
Additional dose to patient = 1.4mGy
Non-reportable		correction made 
patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 informed
*B6 realised the issue
*SGRT amended as per work instruction:
- Unselect the reference surface/s and isocentre checkbox of the plan that has finished treatment
- In “Set Treatment” view, drag the newly imported plan for treatment to the top of the 
Treatment Course Panel
*Patient set up again using correct surface
*Repeat XVI acquired		the need to follow protocol		Network Services

		I16844		10/3/25		10:25		10/3/25		I forwarded an email from Catherine Mcbain to the sponsor for the ONC201(22_DOG11_48). Her email address is as follows: rebecca.evans@thermofisher.com

It included the following patients details: 
ALAINA, Ambrin (Miss) Born: 03-Jan-1999 (26y) Gender: Female
Christie No: 202518049 NHS No: 637 796 0166				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		McCaul,  Damian		Finally approved		No Harm		No harm		10/22/25		I informed my line manager and recalled the email. I also rang the sponsor and asked her to delete the email, which she did.				Research and Innovation

		I16845		10/3/25		10:50		10/3/25		Uploaded hospital letter to wrong patient on CWP. Reported to Techbar and they have now removed, please see ticket number below:
 INC-114862				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/6/25		yes				Network Services

		I16847		10/3/25		10:10		10/3/25		tsrt9
Machine Breakdown, patient needed to be taken of the bed for a break as they had been on the bed for 1hour 30 minutes and engineers had said it would be a further 10/20 minutes for the interlock to clear. The breakdown resulted in additional imaging being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/6/25		Once breakdown had been recovered patient was brought back in for treatment- additional image was authorised by Band 7 prior to treatment delivery.				Network Services

		I16848		10/3/25		08:00		10/3/25		Incorrect temperate recorded on NEWS2 score observations at 07:59 - 39.8 instead of 34.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Hawkes,  Iain		Finally approved		No Harm		No harm		10/6/25		Correct NEWS2 score inputted at 08:18 after observations completed again - Redaction request raised with tech bar at 14:00				Network Services

		I16858		10/3/25		14:00		10/3/25		A patient was referred for an urgent MR liver scan. The referrer answered no 'implant device'. The patient was sent an appointment for 2/10/25. On receipt of appointment patient contacted MRI Department to inform us that she had a pacemaker in situ.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Incident affecting Patient		Near Miss		MR Safety Incident		Patient Implant		Patient Implant		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/6/25		Pacemaker details obtained from patient. Radiographer emailed Blackpool to request necessary pacemaker information to check if suitable for MR scan at the Christie.				Network Services

		I16855		10/3/25		14:00		10/3/25		Staff member was washing hands before entering the ward. When they went to dry hands- hit head on a shelve. Small cut to right forehead. Nil bleeding. Ice applied. 
Paracetamol given. 
C/O headache. 
Asked to go home due to headache. 
Sickness for work related injury.		Shelf has been removed and a smaller shelve has been asked to be fitted higher up		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Struck by an object		Struck by an object		Anderson,  Rebecca		Finally approved		Low Harm		No harm		10/6/25		Paracetamol and Ice applied. 
Staff member checked over. 
Nil bleeding. 
Safe to drive home. 
Datix done. 
Called maintenance to lower/ remove shelve		Shelve to be removed and a smaller shelve fitted		Network Services

		I16856		10/3/25		10:00		10/3/25		Patient attended endocrine dept for blood transfusion. On 2nd checking of the unit of blood, noted that patient is MRSA positive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Jackson,  Claire		Finally approved		No Harm		No harm		10/10/25		Sent unit of blood back to blood bank. Contacted bed manager, reallocated to AACU. Reassessed blood transfusion booking form. Booking form amended to prompt checking of alerts prior to admission.				Clinical Support and Specialist Surgery (CSSS)

		I16865		10/3/25		14:09		10/3/25		I hanged up a Fluorouracil 320mg/m2 - 5 minutes bag before the Folinic  Acid infusion. But I realised the error as I was signing for the drug on the computer and stopped it immediately . No volume of drug has been infused.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Johnson,  Rhona		Finally approved		No Harm		No harm		10/6/25		Stopped the pump immediately
Clamped the Iv line.
Sought advise from my PEF on the unit
 Fluorouracil 320mg/m2 - 5 minutes bag ; to be infused after the folinic Acid infusion.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		Network Services

		I16871		10/3/25		09:20		10/3/25		Patient was called in for a CT Chest Abdo and pelvis scan. he confirmed he was over 20 stones in weight. scan was done on the CT Siemens Definition 3 scanner and during the course of the abdomen and pelvis an anterior cut-off was noted in the abdomen bits as he had a really protruded abdomen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		patient was brought down from the scanner and kept in the waiting area. Spoke to a consultant radiologist (YJ) who recommended a repeat of the abdomen and pelvis due to the cut-off of the anatomy there. a repeat scan (Porto-venous Abdo-pelvis) was done on another scanner CT Canon Prime 1 due to this which means another radiation dose and contrast had to be given to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I16872		10/3/25		10:30		10/3/25		As part of 2025 CVAD audit, came across a CVAD that still had the stitch in place over the 21days. line inserted 22/8/25 and assessed line today 3/10/25. stitch in place 42 days		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.
Dates for suture removal to be inputted on handover AH		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Pointed out to the nurse in charge of the patient, nurse was to change dressing and remove the stitch		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.		Network Services

		I16816		10/3/25		03:45		10/3/25		Patient sustained an unwitnessed fall in the bathroom at approximately 03:45. He reported that he “slightly” hit his head during the incident. On immediate review, no visible injury, swelling, or bruising was noted. Patient denied drowsiness and dizziness. He did report feeling generally unsteady on his feet.		All appropriate actions taken post fall, observations remained stable, CT scan - NAD, NOK informed the following morning, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		After assessment confirmed no injury sustained and able to move, the patient was assisted to transfer safely to a chair and was wheeled back to bed with assistance of 2. 
During physical assessment, it was noted that the patient’s right leg had some weakness. Patient reported that this had previously been assessed by Physiotherapy and he had been provided with exercises to support mobility. Patient was wearing appropriate footwear at the time of the fall. Obs checked, tachycardic- 98, Capillary Blood Glucose: 5.6 mmol/L
Neurological observations commenced: GCS 15/15 and done every half hour, prn analgesia given, doctor on call informed.
Reinforcement of safety advice and call bell use provided, and the patient verbalised understanding.
Had been mentioned to patient earlier in the shift to kindly press call bell if need to mobilise or require any assistance as has been assessed by Physiotherapy team to need assistance of one, he acknowledged this but had mobilised independently on this occasion, same reinstated and advice given. Moving and Handling Care Plan updated,  Falls Incident care plan done. Patient agreed for next of kin to be informed in the morning.
call bell placed within reach		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17177		10/4/25		15:09		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17178		10/4/25		06:48		10/14/25		Patient received a x bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/14/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Batch number G04J176961				External Other Trust

		I17210		10/4/25		00:40		10/15/25		Patient received a  bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04J146961				External Other Trust

		I16990		10/4/25		14:37		10/7/25		2 units of Platelets ordered for patient and not used.		2 units of platelets were transfused on the 4/10/25 
note patient requires HLA or HPA matched platelets. Limited information to investigate 
Cant decipher whether this was a prescribing error ?too many units ordered or incorrect units ordered		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/9/25		Platelets were wasted on the system and disposed of.				Clinical Support and Specialist Surgery (CSSS)

		I16899		10/4/25		09:10		10/4/25		The sharps bin in R1 on WW was filled to the lid, blood-filled syringes were visible at the top. As I shut the lid to lock and replace the bin, some fluid on top (around the entrance) of the bin which I'd not noticed splashed up into both my eyes. Due to the dark colour of the lid, it was hard to see whether the fluid was clear and it's not known what the fluid is from.		Emailed staff to dispose sharps bin when they are 3/4 full to avoid any injury or splash risk and to assure healthcare worker protection
To be part of incidents Newsletter		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Staff		Near Miss		Clinical incident		Contamination		Contamination		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/6/25		Duty manager informed, who was in handover at the time. Washed face with water. Unable to locate policy for eye contamination on HIVE at the time- typed into search bar and also looked on OH page. Went to local areas to look for display information but unable to find, so spoke with another B6 upstairs and agreed to use the small vials of saline. Irrigated both eyes with about 30ml of saline in each. Duty manager arrived and informed me that the policy is found by typing blood-borne virus on HIVE. She advised that the correct action had been taken as the sharps bin was in a SR belonging to a patient who doesn't have any identified BBVs so no further action needs to be taken. Will email OH to make them aware.		To dispose sharps bin when they are 3/4 full		Network Services

		I16900		10/4/25		08:45		10/4/25		unwitnessed fall
patient tried to walk self to the bathroom with frame. Found flat on back with legs and arms straight 
reports falling onto the floor on her bottom, did not hit her head
no new pain or dizziness reported. Lost her balance		All appropriate actions taken following fall, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		Low harm		10/7/25		observations completed
resident doctor informed
checked for any obvious signs of bruising/bleeding/broken bones
skin tear found to right elbow, was not bleeding
patient waited 30min on the floor with a pillow under her head
did not want to wait any longer, sat self up and attempted to get off the floor with AO3		Nurse did not update the moving & Handling care plan will make her aware when giving DATIX feedback		Clinical Support and Specialist Surgery (CSSS)

		I16902		10/4/25		15:30		10/4/25		Patient complained of rash to inner right elbow. 
I could also see slight rash to side of right jaw and neck.		Ask nurses in future to document before patient is discharged that the patient was successful in having the rest of their treatment at a slow rate without issue. Just so staff are doctors are clear.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/6/25		Treatment stopped. 
Observations taken. 
Chlorphenamine 10mg and Hydrocortisone 100mg given under PGD. 
Waited for rash to resolve. 
Treatment restarted at reduced rate as per hypersensitivity protocol. 
Team emailed.		All immediate processes followed and rash resolved and patient felt well. Team emailed to highlight reaction and ensure script is labelled as given at SLOW RATE. 

Drug was actually - Trastuzumab Deruxtecan - unable to select on drug menu		Network Services

		I16896		10/4/25		02:50		10/4/25		Patient admitted to the ward. On initial skin check, found to have MASD damage to buttocks. 
Patient aware of discomfort in that area. 

Barrier ointment applied. Mattress pump connected. 

For medical illustrations in hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		see above.				Clinical Support and Specialist Surgery (CSSS)

		I17181		10/5/25		21:16		10/14/25		Patient received a platelet transfusion which was initially received onto a RBC prescription. It was subsequently then received onto the correct RBC prescription, however the 2nd independent check was not completed. Neither were the start time or outcome completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise second independent checker incident with staff at ward meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		First and second independent checker should be completed before start of transfusion. 
Proper communication between ward and transfusion team.		Network Services

		I16906		10/5/25		10:01		10/5/25		tsrt9
Inf isocentre. Initial CBCT acquired with no issues (on panel A).  
Attempted to acquire 2DKV confirmation. Confidence tone heard, only ant image (panel A) appeared. No lateral image present. Generator timeout interlock.
Escalated to MCR, advised to try 2DKV acquisition again. Confidence tone heard, no image appeared. 
Advised by MCR to attempt 2DKV acquisition again, however discussed with superintendent radiographer and decision made to CBCT on panel A for confirmation				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Rejected		No Harm						Escalated to MCR and superintendent radiographer.
CBCT confirmation successful. 
Paused after completion of treatment to allow MCR to investigate mechanical issue. 
Confidence tone  task added. Additional image task added.				Network Services

		I16910		10/5/25		11:00		10/5/25		Patient moving and handling questionnaire not added by day unit staff (paed GA). Noted after #1 by staff member who had carried out the treatment prep task (by chance upon double check as treatment planning and treatment prep completed in quick succession). 
Also to note this therefore means it was missed at pre-treat, prep, first day chat and #1 stages. Task however was definitely added by pre-treat staff and was just missed/not completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Simms,  Leanne		Finally approved		No Harm		No harm		10/28/25		Escalated to B7, M&H check added to care path for following day (allocated to day unit) and alert added to pt's notes for urgency/for gantry staff to double check the following day.				Network Services

		I16908		10/5/25		10:15		10/5/25		TSRT9

Interlocks on PTC when treating G40_T0 beam, table lost compensation.
Additional imaging acquired 1x 2d pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/7/25		2d imaging				Network Services

		I16903		10/5/25		03:30		10/5/25		Patient walked to toilet alone and fell in the entrance of toilet. she said she could not stan and fell on her bottom. she has back pain .				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Williams,  Louisa		Incident being managed locally		No Harm						brought her back to bed. vitals monitored  and recorded. informed doctor on duty.				Clinical Support and Specialist Surgery (CSSS)

		I16904		10/5/25		05:00		10/5/25		Patient  fell down  when she was trying to go  to toilet early in the Moring as soon as she woke up from sleep. Witnessed  fall, patient fell down in front of staff member who went to attend her bell.
patient is mobile with stick/wheel chair /Ax1 and she has been assisting the whole night with toileting needs. however she comes  out of the bed and  tried to walk  with stick to the toilet by the time  staff attend her bell AND FELL		Encouraged patient to wear suitable footwear and to wait for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		Assessed thoroughly for any bruises , bleed or any injury
post fall protocol followed
observations checked and recorded
assisted the patient to come back to bed after excluding spinal code injury 
informed duty doctor for urgent review, seen by duty doctor and assessed,
moving and handling done 
advised the patient to call and wait before mobilizing
Fall care plan initiated
will inform relative with patients consent		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16918		10/5/25		13:36		10/6/25		First name spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		New sample requested at 14:30 via phone				Clinical Support and Specialist Surgery (CSSS)

		I16919		10/5/25		09:44		10/6/25		Sample bottle expired.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested.				External Other Trust

		I16932		10/5/25		03:20		10/6/25		Fall overnight - from bed to floor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Harris,  Andy		Rejected		Low Harm						From CWP anno: she had a fall at 03:20 when she moved out of bed to void urine. HCA attended her call and informed her she will get a commode mean while she moved out and fell . HCA has seen her but could not reach her . she fell on hitting her bottom informed doctor .
vitals recorded.checked her not open wound noted.
she complaint of pain in same place as before. checked if she hit her head she refused
seen by doctor she said she hit her head slightly but HCA dint see .
ct head requested to be done doctor said he will inform them. so that can be done by 8Am atleast.
she is on apixaban .
vitals monitored and recorded.
she is conscious oriented.				Clinical Support and Specialist Surgery (CSSS)

		I16912		10/5/25		08:00		10/5/25		Noted patient has a blister on the outer left heel on A-E assessment				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		Low harm		10/10/25		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage.		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage		Clinical Support and Specialist Surgery (CSSS)

		I16913		10/5/25		16:00		10/5/25		Patient is on ward 10 needed immunoglobulin  giving today as per iqemo and consultant advise, I was asked to help as noone trained on iqemo on ward 10,
after commencing the drug I realized it was different brand to ,what was specified on prescription.
Panzyga given. Privigen brand prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Thorne,  Hazel		Finally approved		No Harm		No harm		10/6/25		Pharmacy on call contacted, duty manager contacted. Patient observation taken.
out of hours pharmacist also consulted the haematology pharmacist .
I was advised that this was okay and it is same drug , different brand.
Patient infusion rate given as per Panziga protocol		increase of Ivig within surgical field and out of hours 
Additional training required for Iqemo training and management of immunotherapy patients  
Staff members  to reframe from prescribing by brand name to reduce error or to re-prescribe based on trusts current stock		Clinical Support and Specialist Surgery (CSSS)

		I16914		10/5/25		17:00		10/5/25		Patient had wanted to self D/C earlier in the shift, stating that the Dr stated that she could leave once ECG done and awaiting TTOs.  Confirmed with Drs they insisted on her to remain in.
Left ward approx 16:00. Stated coming back to ward, reminded that they had a cannula in that she should not leave hospital with cannula in situ.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Approx 17.30 staff nurse rang, message left as no answer.
Attempted to call at 19:00, no answer.
Rang husband explained tried to contact his wife. Husband very upset and frustrated.
Then explained that if she didn't want to stay inthat we would not force her, but we needed her to come back to remove cannula, understood that they're frustrated
He then stated she 'worked in radiology and will remove cannula herself'.
Repeated that we would like her to come in allow us to remove cannula and she can self discharge
He said she would do it herself and then hung up the phone.
Escalated to Dr Avanti on call, also escalated to nurse in charge		The patient is provided clear expectations time of admission during medical reviews. 
Nurses involved tried to resolve the situation within their means at time of event. 
The patient had capacity and was given explanation of rationale for admission and why leaving was against medical advice. 
It was the patients decision to leave despite this information. 
NOK was informed, and the patient was with him at the time of contact so the patient wasn't 'missing' as such. No further escalation indicated. 
Ward staff escalated appropriately to Nurse in Charge, Duty Manager and Medics.		Clinical Support and Specialist Surgery (CSSS)

		I16915		10/5/25		20:00		10/5/25		Current heat source (Geezer) not in use 
Staff member attempted to fill water tank with kettle water prior to evening tea round 
Hot water onto direct skin - left hand				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Staff		Harm		Clinical incident		Burn		Hot liquid or steam		Thorne,  Hazel		Finally approved		Low Harm		No harm		10/6/25		Burns management 
immediately rang under cold water - burn pack applied 
Escalated to duty manager 
Occupational health refferal required - work related incident 
? Faulty water tank - known by estates - currently delay fixing due to refurbishment		review of current management of hot water in the absence Geezer in kitchen		Clinical Support and Specialist Surgery (CSSS)

		I16916		10/5/25		22:30		10/5/25		I gave a dose of aciclovir 250mg as a push instead of an infusion. I made it up to 20mls saline as patient was fluid restricted (this is an acceptable dilution according to medusa) however I administered it as a push instead of an infusion over an hour. The mediation should have been given over an hour

Medusa "IV infusion (undiluted):
In fluid restricted patients only, aciclovir may be given undiluted (25mg in 1mL)(11) via central venous access device."				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Dr informed once I realised, Dr had no concerns, NIC also informed.				Clinical Support and Specialist Surgery (CSSS)

		I16974		10/5/25		00:00		10/7/25		TSRT9
2D acquisition tone and only 1 image appeared. Repeat attempt- no image appeared-escalated to superintendent at 1st attempt- decision made to used a CBCT to verify position. Additional CBCT dose & Additional 2D KV pair given.- this datix is in addition to I16906- filled out for 'Additional Mechanical CBCT'- this Datix is in relation to the 2D acquisition resulting in an additional 2d Kv Pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		contacted MCR logs requested.
Expected for 1# 0.090421906 x2= sup ISO 0.180843812
0.216013128549171 x2=Inf Iso 0.432026257098342

Total expected= 0.612870069098342/ #
Total Delivered= 0.341443811427291

X2 lat Head doses= 1 image appeared 1 did not- dose given each time

Additional CBCT used to verif- therefore additional 3D and x2 additional Lat Head doses (unusable & did not appear)				Network Services

		I16987		10/5/25		00:00		10/7/25		1 unit of Cryoprecipitate ordered but not used.		Increased awareness of handling blood products to be highlighted to team in monthly newsletter		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Informed AAU and wasted product.		Unclear from findings how additional unit was ordered and not used. Nonetheless importance of not wasting blood product (and financial implications of doing so) to be highlighted to team		Clinical Support and Specialist Surgery (CSSS)

		I17182		10/6/25		13:28		10/14/25		Second independent check completed by the same nurse.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Harris,  Andy		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I17183		10/6/25		12:53		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17141		10/6/25		09:13		10/13/25		Group and screen sample mislabelled.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		10/15/25		New sample requested via phone at 09:53				Network Services

		I17226		10/6/25		15:18		10/15/25		Unit of platelets collected from the blood issue room, and CWP not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion practitioner requested laboratory compatibility form from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17109		10/6/25		07:05		10/10/25		Sample bottle expired				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Rejected		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I16961		10/6/25		11:20		10/6/25		Patient started to vomit 16 minutes after Irinotecan infusion was commenced.		Reaction managed appropriately and documented, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Infusion was stopped. 
Observations taken and within normal parameters. 
0.25mg Atropine administered as prescribed. 
Patient monitored for 30minutes and remained stable. Vomiting/wretching stopped quickly. 
Infusion was re-started at the slower rate over 90minutes as per protocol. 
Further wretching/vomiting re-started at 12:50pm. 
Liaised with Consultant who prescribed a further dose of atropine 0.25mg and IV metoclopromide. 
Symptoms eased and patient was eventually discharged. 
Safety net advice to call hotline if patient is unwell at home or struggling with any toxicities.		Reaction managed appropriately and documented, no further issues reported.		Network Services

		I16963		10/6/25		18:00		10/6/25		Patient complained of feeling lightheaded to staff member whilst walking with frame.
Collapsed towards staff member, lowered safely to the ground.
Unresponsive for around 2 mins.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/8/25		Doctor informed.
Observations recorded.
Blood sugar obtained.
Cannulated with bloods.
Fluids commenced.
Moved safely to bed area.				Network Services

		I16964		10/6/25		19:00		10/6/25		TSRT9/level3/12f/ cf1c/ SB 13aa MD 13z
#1 m10 6.2mgy image taken, unable to see sup tumour, and patient had 5 degree rotations.

m20 filter required to see both prescribed PTVs

re-set  up and image with correct filter, rotns good - ptvs covered

treatment delivered without event

1 additional imaging event		corrective action

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Band 7 called - rotns and difficult to match - 2 lesion not covered, clip box off image.
Additional image note added.
Re- imaged with correct filter - and patient re-set up		field imaging lentgh insufficient

review all PTV		Network Services

		I16965		10/6/25		14:00		10/6/25		New C2 found on patient buttocks - reviewed by TVNs and accessed as MASD		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		TVN referral 
Med ill 
datix 
purpose T		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		Clinical Support and Specialist Surgery (CSSS)

		I16966		10/6/25		19:00		10/6/25		Pt attended XRT with stitches on his head and informed the treating team his partner had hit him with a vase and threatened to kill him.		Radiotherapy department referred to the safeguarding team. 
Safeguarding team liaised with Wythenshawe Safeguarding Team to ensure that appropriate action had been taken. 
Police involvement. 
Referral completed by Wythenshawe to adult social care.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Moderate harm		10/17/25		Long discussion with patient and his sister, police are involved and partner has been arrested and sectioned due to deteriorating mental health. Partner will not be returning to his house and he will change to locks, sister very supportive and has taken time off work to stay with patient. Patient visited Stepping Hill A+E and their safeguarding team are aware, review team informed but were happy to not review patient as already assessed in A+E. 
He assured me he is safe and has supportive family and friends, patients last # therefore signposted to Maggies and hotline number provided. Discussed at length support available and mentioned he will contact his GP to access this. 
Patients consultant and safeguarding team informed via email, anno in CWP.		Appropriate action taken by radiotherapy team by referring to The Christie Safeguarding Team.		Network Services

		I17015		10/6/25		12:00		10/8/25		Ordercoms number 9373555, 9372973, 9372976.  Urine ACR, Osmo and UPCR.  All three stickers received on 1 sample and bag, which was a microbiology bag.  Some samples state the time on them as 1am some say 10am.  These are biochem tests and should have been in the clear bags, however 3 barcodes on one sample is not right.  Unable to process as analyser cannot read 3 barcodes on one sample.  Should have been either 3 sep samples or one label with all the tests on.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Error logged. Booked in and all tests booked in on the request number ending in 555				Clinical Support and Specialist Surgery (CSSS)

		I17016		10/6/25		12:00		10/8/25		Ordercoms number 9373783.  Virology sample received in biochem bag.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in and sample sent to MRI with a delay.				External Other Trust

		I17017		10/6/25		08:00		10/8/25		Ordercoms number 9373315 & 9373318.  FBC sample received with biochemistry label on and biochemistry sample received with FBC label on.  Both unsuitable for processing.		A task and finish group has been created by the trust to look at ordercom incidents. Improvement and action plans will be discussed by the group		The Christie NHS Foundation Trust / Other / Photopheresis Department						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		11/6/25		Error logged, booked in with a comment in synergy stating why samples were rejected		The right label should be used for the right sample		Other

		I17018		10/6/25		12:00		10/8/25		Ordercoms number 9374126.  One sample received with two barcodes on - both with the same lab number and same tests so one could be removed from the tube.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Rejected		No Harm						Error logged, booked in, extra label removed as analyser cannot read two barcodes on one sample.

		I17020		10/6/25		13:00		10/8/25		Pharmacist covering AAU was alerted by Pharmacy tech that patient was taking Fludrocortisone 50mcg but prescribed as 500mcg (10x dosing). Confirmed with consultant on ward no plan to increase fludrocortisone.

Noted that 2 doses administered.		Findings and lessons fed back to A.P lead of medical staff and EPMA team 
Lessons learnt disseminated to all nursing staff on AAU to ensure they are querying prescriptions, particularly in light of the nursing staff giving the correct dose in this case but not ensuring EPMA was changed to ensure correct and safe dose received going forwards		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Immediately queried with treating nurse and confirmed that half of a ward stock 0.1mg given - therefore patient actually received 50mcg the correct dose. 

Explained to the nurse re prescription error and did the calculation with her.

Amended dose on EPMA as soon as possible		-Combination of incorrect (x10 dose) prescribing error on admission together with nursing staff not querying dose/administering substantially higher dose than is typical.

-Incident occurred over the weekend with reduced pharmacy reviews/cover, potentially leading to delay in identifying issue until weekday

-2 x medical ward rounds did not pick up on prescribing error prior to pharmacy identifying error on Monday. 

-Nurse who administered doses was involved in discussions at time of event and told reporter she had given 50mcg not 500mcg despite EPMA record. 

- Medical team informed at time of incident, deemed no harm to patient		Clinical Support and Specialist Surgery (CSSS)

		I17009		10/6/25		08:00		10/8/25		Ordercoms nummber 9373017.  Virology sample in with biochem/haem samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.		To follow up with training of ordercoms and action plans		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged, booked in and sent to MRI with a delay due to being in the wrong bag/pile		The right bag should be used for the right sample		Network Services

		I16917		10/6/25		02:55		10/6/25		patient found near to toilet floor when went  to do 15 min  check  since patient  was  confused  intermittently and assistance of 1 to 2.noticed  stool in the toilet , probably fell when trying to get  back to bed after  using toilet. patient declined banging of head or pain, post fall protocol followed.		All appropriate actions taken post fall, reviewed by medical team, no further actions necessary, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		observation checked .
full body assessment done for any bleeding or signs of fracture
excluded spinal cord compression
assisted to get back to bed 
lying  and standing not done since patient was not able to stand , Ax2 , M$ H updated , referred to PT,OT
requested urgent  doctor review 
 CT scan done  to rule out head injury or fracture since patient confused
1:1 care provided		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16925		10/6/25		08:04		10/6/25		Surname spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/6/25		New sample requested at 09:20 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16953		10/6/25		13:45		10/6/25		Phone-call from Renal CSN regarding her patient who needed an iron infusion - patient had been waiting for a phone call regarding an appointment time and where to attend for the infusion since 0800 this morning - patient had been added to our teams list for an iron infusion but no time on there, we were unaware that the patient hadn't been given an appointment time				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Incident being managed locally		No Harm						Patient aware we close at 1600 as we are an outpatient ward - is attempting to get to us for 1500 to have her iron infusion as planned - CNS aware that if patient is unable to get to us before 1500 that they would need to be re-booked.

For DG2 to review - patient was due to be booked an iron infusion - not part of R&Bs booking process.				Network Services

		I16954		10/6/25		09:00		10/6/25		Patient did not receive TPN night of 5/10/25, TPN script states wrong TPN bag in fridge - Triomel N4 in fridge but pt was only due to have this on 3/10 and then change to Triomel N9 from 4/10.
Script was written up and handed over to pharmacy on 3/10. 
Only Triomel N4 was written up on EPMA for the 3 days.		Pharmacy, dieticians and clinical teams to liaise to ensure completed in a timely manner to ensure no TPN is missed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/13/25		Checked CCU fridge and ward 10 fridge - none on CCU. 1x N4 on ward 10. 1x Triomel N9 in fridge with no name on.
Discussed with staff nurse looking after patient today.
Discussed with pharmacy tech covering ward 10 today. 
Datix input.				Clinical Support and Specialist Surgery (CSSS)

		I16955		10/6/25		14:45		10/6/25		Scanned patient with contrast in CT department. He was ok when I finished the scan. Told him to wait outside for 15 minutes to take out the cannula. When I went to retrieve next patient, the previous patient was having difficulty in speaking. A colleague mentioned that this has happened before, and I reviewed the last scanned form. Symptoms were not immediately recognized as indicative of a stroke, which led to delay in calling crash team.		06/10 - CSSS  Governance. Due to the seriousness of this incident, and that the potential outcome for this patient is a temporary loss of function/ increased length of stay in hospital, because of an intervention the Trust undertook, I have recategorized this incident as 'Moderate harm'. 
This triggers the need for an urgent 72 hour review to be completed. This will then be discussed at DPSIG, 9am Monday morning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Iddles,  Sarah		Finally approved		No Harm		Low harm		10/16/25		Called crash team.				Clinical Support and Specialist Surgery (CSSS)

		I16956		10/6/25		15:15		10/6/25		Patient called the trust to let us know., she had received a letter addressed to herself, but the content was for another patient. The patient read out to me the contents of the letter regarding the patient`s details. The other patients` surname is the only evidence of that it was for him as well as the contents that are on CWP. The letter I have attached below is the one that was sent to this patient .		The correct letter has been sent to the patient. She has returned the original incorrect letter and this has been placed in the confidential waste.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		I have asked the patient if she wouldn`t mind sending the letter back to the christie, which she said she will. I have spoken to another member of staff to make them aware what as happened. The secretary I spoke to is covering for the secretary that is on the letter. They said they will send the letter out to the correct patient.		Be careful and double check when copying into a letter from email or CWP.		Network Services

		I16957		10/6/25		12:46		10/6/25		Patient has been self administering the wrong dose of Sotorasib since she last collected her medicaiton. 
Has been taking Sotorasib 960mg (total dose) since 20/10/2023 
This lady has only ever known to take '8 tablets' was usually dispensed 120mg tablets however at her last collection was dispensed 240mg tablets and therefore supposed to be taking only 4 tablets. 
She has continued to take 8 tablets and therefore inadvertently doubled her dose accidentally.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Self administration		Dose or strength - wrong/unclear		Pabial,  Suneil		Finally approved		Low Harm		Low harm		10/8/25		Appropriate medical team informed. Patient contacted and informed. Advised to omit her medication for 1 week. Will attend the Christie today to have her bloods checked.				Network Services

		I16958		10/6/25		14:00		10/6/25		A patient was prescribed citalopram 30mg OD tablets on EPMA chart. However, patient sources identified the patient is taking Venlafaxine OD. Patient confirmed she takes the Venlafaxine capsules and she had her own meds with her. EPMA administration records showed patient took "citalopram 30mg" on 6th October however patient confirmed she took her own meds (Venlafaxine) that morning. Dr incorrectly prescribed Citalopram for Venlafaxine & also overseen by nurse to recorded administration on EPMA		email sent to all registered staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Drug/medicine - wrong		Marley,  Heather		Finally approved		No Harm		No harm		10/30/25		Informed pharmacist and prescriber to remove and amend. To prescribe Venlafaxine instead.		as per similar datix - nursing staff to be alert to the medication that patient is taking to ensure correct medication is prescribed and given		Clinical Support and Specialist Surgery (CSSS)

		I16945		10/6/25		10:15		10/6/25		Patient booked in for radiotherapy at 10:15 on 6/10/25, unfortunately due to an oversight in cardiac physiology booking process this appointment wasn't scheduled. Cardiac physiology had full schedule (Radiotherapy, Surgery and MRI). Cardiac physiology kindly agreed to attend once other patients appointments had been completed.

Apologised to patient, estimated availability of 11:30 passed on the patient, this was revised to 12:00 (at 11:00).

Cardiac physiology attended at 12:05.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Constantine,  Marvin		Incident being managed locally		No Harm						Discussed with cardiac physiology and patient to provide an estimated time for treatment.

Cardiac physiology to look into booking oversight.				Network Services

		I16946		10/6/25		08:45		10/6/25		DTI to spine and Sacral area. Not present on admission. Pt is on the End of Life pathway.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/29/25		Clinical Web Portal Pressure sore risk assessment updated. TVN ref sent. Pump connected to Mattress. Medical Illustration N/A as pt is on the End of Life pathway. Kerra pro applied to spine and Sacral area. DTI does not appear to be the cause of pts pain. Repositioned form Back to Left side. Band 6 Nurse Natasha also agrees that pt has a DTI.		Contacted TVN Matron 29/10/25 (and discussed with Ward Manager AAU previously during investigation). DTI attributed to end of life changes. 


Learning to be fed back to staff: 
Update PURPOSE T when patients condition changes (in this case risk assessment missed at time that patient transitioned to EOL). Although PURPOSE T is updated when DTI is identified. 

Elements of learning in documentation of actions taken in response to risk identified 
Across 3 day admission, staff consistently identified/annotate patients skin as significantly vulnerable but there is no documentation of additional measures taken to mitigate risk (for example increased frequency pressure relief given, pressure relieving cushions utilised, barrier cream applied, kerrapro pressure reducing pads applied etc etc). As above, DTI a result of end of life changes but pressure area care learning can be taken forward from this incident		Clinical Support and Specialist Surgery (CSSS)

		I16947		10/6/25		12:26		10/6/25		Crash call to security. 
Another staff member had noticed patient had gone faint and was not responding.
On arrival staff was recovery position. Staff members appears to be in a lot of pain under L rib. 
Staff member has no cardiac history, does not think she could be pregnant, no recent trauma to ribs. According to her manager has had many episodes like this before. Obs taken and is tachycardic 131.		Workplace adjustments adjusted in line with policies		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Staff		No Harm		Clinical Event		Collapse/faint/fit		Faint		Foden,  Gillian		Finally approved		No Harm		No harm		10/20/25		Taken to OPD dept 1 room for further assessment staff member was able to get up and sit on trolley. She feels that pain has subsided now. ECG completed and SR. Team left and her manager stayed with her for a discussion.				Network Services

		I16948		10/6/25		12:41		10/6/25		TSRT9
Patient set-up without the knee step outlined on the site set-up. Cone beam scan taken and realised knee step not present. B7 called and patient rescanned with knee step in. Pelvis M20 filter used. Additional dose to patient 10mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		B7 called, patient re-set up using correct immobilisation. Repeat scan acquired.				Network Services

		I16949		10/6/25		12:00		10/6/25		tsrt9 level 5 6d md13a cf1d
Patient attended for treatment as per 5# prostate SABR schedule. Change form put in on Friday afternoon saying treatment now for 20# and deferred until Wednesday. Change form stated patient aware of changes and 'Reg confirmed they will inform pt no longer for SABR and give new start date.' Patient not been called and not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		6D Communication of appointments to patient (including requested changes following initial booking)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Apologised to patient for lack of communication. Provided new start date/time and explained treatment was now planned for 20#. Have advised somebody from urology team will call to explain changes as per stated in change form (no updated documentation as to why # changed in patient's clinical notes so unable to provide information). Emailed consultant/registrar to contact pt. Datix completed.				Network Services

		I16950		10/6/25		00:00		10/6/25		TSRT9/ Level 5/ 7C
Patient CNS consultation note in CWP dated 3/10/25-  incorrect patient details and patient identifiable information present (patient 2) in wrong patient (patient 1) notes.		Incorrect patient detailed entered in CWP note. Member of staff informed who then ensured  Note redacted and entered into correct patient notes		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		7C New patient: generation of notes (including their availability as required across the patient pathway)		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/7/25		Email sent to Key worker who made the note- to remove the note from patient 1's notes and add to patient 2's notes and Datix submitted				Network Services

		I17654		10/6/25		08:44		10/29/25		Referral from the treating paediatric oncologist at Royal Manchester Children Hospital back in July to review patient for consideration of radiotherapy. An email to me on 11/08/2025 and followed up on 13/08/2025 by our admin team asking how I would like to proceed. These 2 emails were overlooked by me as I was on leave and did not look back when I returned until the referrer emailed me directly asking about this case.  This brought patient back on track after about 2 months of delay.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Thomas		Incident being managed locally		No Harm		No harm				Discussed on MDT, planned arranged (by medical oncology team). Further discussion happened today (29/10/25) at GMOSS MDT and agreed that I see patient in clinic to discuss pro and cons of radiotherapy. Patient was not seen by me before, so the duty of Candour not yet done.				Network Services

		I17228		10/7/25		02:40		10/15/25		Unit of RBC's collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17284		10/7/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used. Unit was issued to another patient who could have standard platelet.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Issued the unit to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17163		10/7/25		11:30		10/13/25		TSRT9
1x Additional 2d image pair acquired on review of logs post treatment. Logs indicate additional A/P and Lat image acquired. Confidence tone heard online but no image appeared on P2VA.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Reported to operational lead, activity capture updated.				Network Services

		I17206		10/7/25		13:55		10/15/25		Patient received a unit of RBC’s and starting information or no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		discussion held with RN who completed this transfusion, communicated with the team also so same error is not made.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the prescription will not close without this being documented.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		to look over all transfusions checklists when staring and to complete at patients bedside. 
RN doing transfusion should prioritise NEWS recording.		Clinical Support and Specialist Surgery (CSSS)

		I16989		10/7/25		13:25		10/7/25		14.9mls paclitaxel went through at slow rate. Patient pressed heir busser. Face was red and back pain.		Medication given for drug reaction	
Oxygen & Hydrocortisone 100mg, administered under PGD
	
Treatment stopped, attained help from nurses and ACP.
OBS done and recorded, 02 given with good effect.
100mcg of hydrocortisone given
back pain resolved 02 stopped and Sats sable. 
Patient felt a lot better, partner was with her so situation explained.
Paclitaxel discarded of as per policy and carboplatin given as per iQemo
Observations recorded prior to patient going home and NEWS2 score  - 0
Email sent to team and chemo apps to follow up and amend treatment plan		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Treatment stopped, attained help from nurses and ACP. 
OBS done and recorded, 02 given with good effect. 
100mg of hydrocortisone given as PGD
back pain resolved 02 stopped and Sats stable. 
Pt felt a lot better, partner was with them so I explained to them what had happened. 
Pac discarded of as per policy and carbo given as per iQemo 
Email sent to team and chemo apps.				Network Services

		I16986		10/7/25		11:58		10/7/25		TSRT9
Inf isocentre. x4 failed attempts at 2DKV acquisition. No confidence tone on first attempt, for remaining 3 attempts confidence tone heard. Generator interlocks present. 
Approximately 17 minutes downtime due to imaging issues. 
After 4th unsuccessful attempt decision made to use CBCT for initial and confirmation image (x2 additional mechanical). Panel A used as this was successfully used for SUP iso cbct. 
No further issues.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Online input from superintendent radiographer and MCR throughout
MCR attended in room after treatment.				Network Services

		I17000		10/7/25		12:00		10/8/25		Paper lab request form received with incorrect hospital number written on for patient.  Was booked in under the incorrect patient but then modified and sample rejected by lab with comment in synergy as it did not comply with laboratory acceptance policy.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Roberts,  Philip		Finally approved		No Harm		No harm		10/29/25		Staff member  came up to ask if sample could still be used with a correct form.  Informed duty biochemist and sample was processed according to laboratory protocol.				Network Services

		I17022		10/7/25		08:00		10/8/25		Ordercoms number 9374489.  Microbiology urine sample received with incomplete patient demographics. - looks like the printer is out of line and chopping of details.		To follow up actions re ordercoms themes and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Phoned ward and asked them to come and re-label sample as it cannot be sent due to incomplete demographics. Sent to Salford at the end of the day with a delay as the staff didnt relabel it during the morning.		To follow up actions re ordercoms themes and trends		Network Services

		I16991		10/7/25		13:00		10/7/25		Patient attended for Cycle 6 immunotherapy injection. he drove and was escorted into Hospice by Police due to dangerous driving. Patient was unsteady on feet and shoes on wrong feet. Patient did not wish to hand over car keys but was warned by Police that if they attempted to drive they will be arrested.
Patient agreed not to drive and gave verbal consent to have next of kin and medical GP and team to be contacted. patient was oblivious to the severity of the situation.		Patient was encouraged not to drive.
Hospice facilitated communication between police and the patient.
Police have notified DVLA.
Patient was safety netted and have subsequently been admitted to another hospital with pneumonia. 
Wife was called to ensure patient returned home safely and ongoing communication between hospice, treating team and wife.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		No Harm		No harm		10/17/25		Physiological measurement checked. Personal details of Next of Kin, GP details and oncology team  provided to police officers. explained situation to Patient and the importance of not driving.
Oncology consultant emailed and note completed on clinical web portal.		No specific learning but appropriate action was taken to safeguard both the patient and the public.		Network Services

		I17006		10/7/25		16:50		10/8/25		Nurse reported IV taz leaking from Port site while infusing. Aspirated only 2mls of "watery blood" from line prior to infusion and reported didn't feel it was flushing well. Handover given from morning team that Port had been "temperamental"				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Hamilton,  Ann-Marie		Rejected		No Harm						Infusion stopped
Advised to aspirate 5mls blood and flush again to check needle position, Tazocin to be disconnected  as no 3-way tap on line.
Advised new needle will have to be inserted				Network Services

		I16972		10/7/25		09:30		10/7/25		At 8:50 AM, the endoscopy team contacted TCPC to request that the patient be brought down for the procedure, and TCPC agreed. However, upon following up to ascertain the cause of the delay, the endoscopy staff received no response despite multiple attempts to contact TCPC. Ultimately, it took 40 minutes for the patient to be brought down, which resulted in delays for subsequent appointments. This, in turn, caused frustration and dissatisfaction among other patients awaiting their procedures.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Safety,  Patient		Rejected		No Harm						The Endoscopy Manager respectfully spoke with TCPC  Staff to inquire about the cause of the delay. TCPC reported the delay was due to lack of staff and busy with other patients. The Endoscopy team emphasised that the IPU is also experiencing high patient activity and ongoing services. Therefore, TCPC staff need to coordinate directly with the IPU Coordinator and the Endoscopy team, by promptly answer phone calls, or notify if there are any delays on their end.

They were kindly reminded of the importance of answering calls, as the lack of response caused delays for patient procedures. Additionally, TCPC was informed that the Endoscopy Care Pathway documentation remains incomplete and must be accurately completed, including the Entonox checklist. It was also reiterated that this is a mandatory requirement, which has been previously communicated.				External Other Trust

		I16970		10/7/25		09:10		10/7/25		wrong ecg added to patient
Female Patient A  2025215866 has Male Patient B's 202520021 ecg on cwp.		All staff reminded of importance of correct documentation and handling of clinical notes and their place in healthcare- including the diligence required to ensure documents are filed/uploaded correctly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		10/22/25		Incorrect Christie Number for patient A - please resubmit with correct number so we can investigate.

ECG removed from patient record and added to correct record via tech bar				Clinical Support and Specialist Surgery (CSSS)

		I16968		10/7/25		08:00		10/7/25		Low HCA staffing levels today and over last week due to 4 patients requiring enhanced observation, leading to delays to care and increased risk.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Monitoring and Information		Staffing		Staffing Issue		Mcgough,  Sophia		Incident being managed locally		No Harm						Escalated as policy to matrons, safecare updated, moves/swaps looked at for upcoming shifts, messages put on loop to offer bank shifts. 
Moves from BMRU where possible, housekeeper, hostess, students supporting with 1.1s, CE support on ward today. 
Today matron looking for support, currently 1 HCA on the floor leading to delays to care				Clinical Support and Specialist Surgery (CSSS)

		I16983		10/7/25		10:15		10/7/25		I was carrying out my role in the Mortuary department releasing a patient to funeral directors when my foot became trapped in a strap that had previously been added for patient safety reasons on the trolley but is not fixed therefore free to move around. This caused me to fall over directly on my knee on to a hard surface causing bruising and pain.		As above - remove strapping to revert mortuary trolly to manufactures specification.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Bereavement suite						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Hall,  Matthew		Finally approved		No Harm		Low harm		10/24/25		I was helped up off the floor by collegues and rested my knee. This is so far unsuccessful as I am in a tremendous amount of pain and discomfort. I have taken pain killers but am yet undecided if a trip to A & E is required.		All future adaptations to departmental equipment must be approved by Mortuary Manager prior to implantation via department change process. Discussions held with team about reverting previous change to manufactures specification . All staff members reassured of this step.		Clinical Support and Specialist Surgery (CSSS)

		I16984		10/7/25		11:55		10/7/25		I was asked to upload a document onto CWP by a secretary. Upon scanning and uploading the document, I realised that there were several dates present on the document, and that, in the context of the document, I had inputted the wrong date as the clinically relevant one.		The staff member recognised the mistake straight away and rectified it by requesting tech bar remove that and scanned into the correct date.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		I first took note of the time, and then contacted the secretary to confirm which date was the correct one. Upon the secretary replying, and confirming that the date was incorrect, I began the Datix process. Upon completion, I will also submit a redaction request to Tech Bar.				Network Services

		I16976		10/7/25		10:39		10/7/25		Monitor access to CWP request made to clinical trial using wrong DOG number. Monitor accessed CWP and saw list of patients for wrong clinical trial. Monitor clicked on top patient and saw main CWP home page then informed CTC and logged out of CWP.		None needed as inputter error		The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Taylor,  Claire		Finally approved		No Harm		No harm		10/20/25		Monitor logged out of CWP whilst CTC watched. CTC asked monitor not to log back into CWP. CTC informed manager who contacted CTC who made request for access to CWP. CTC who made original request to CWP checked request and realise incorrect study DOG number entered. CTC informed tech bar who asked the CTC to contact research systems to amend CWP monitor access request to correct DOG number. CTC also rang study monitor to apologise and check what monitor accessed on CWP. Monitor confirmed they saw a list of patients on another trial and clicked on the first patient and saw their main home page on CWP.		None needed as inputter error		Research and Innovation

		I16977		10/7/25		10:10		10/7/25		Patient was due endocrine bloods and then treatment. However, was treated before bloods and then too late (10am) for endocrine bloods (needs to be between 8.30-9.30am).
Patient will need rebooking ASAP for early bloods and appointment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		CSW identified timing too late and did not take bloods - correct action				Network Services

		I16978		10/7/25		11:15		10/7/25		During the preparation of immunotherapy medication (Pembrolizumab Lot :Z009879), leakage occurred from the closed- system drug transfer device (Lot: 14295341). The leakage was identified at the valve connection point, which was found to be cracked.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		The preparation process was immediately stopped, and the affected equipment (few drops inside the blue tray) was safely disposed of according to cytotoxic handling procedures. No spillage onto skin or surrounding surfaces was observed.		Following discussion with PEF in attendance at the time, it was identified as partially user error. Vial discarded appropriately.		Network Services

		I16979		10/7/25		10:00		10/7/25		tsrt9
The patients plan targets are not visible on the plan report screenshot from external beam. Discovered on #2.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11T End of process checks		Lowe,  Matthew		Rejected		No Harm						The plan target for MFO structures were taken from external beam planning.				Network Services

		I16980		10/7/25		11:40		10/7/25		An operation note was received for the patient and uploaded to patient's record but on the incorrect date				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/20/25		Document re-uploaded to the correct date. IT requested to remove original uploaded document from incorrect date.				Network Services

		I16993		10/7/25		09:00		10/7/25		Patient brought into theatre, on prepping the abdomen it was noticed that under a fold patients right side moisture lesion/ crack in skin with some redness and ? fungal infection.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Periwound dermatitis		Madden,  Sarah		Finally approved		No Harm		No harm		10/8/25		Micro biology swab taken and sent to lab, skin prepped  operation continued as per case. post operatively the area was cleaned and skin barrier spray applied , handed over to recovery advised may need medical illustration.				Clinical Support and Specialist Surgery (CSSS)

		I16994		10/7/25		11:30		10/7/25		within rehab session seeing inpatient on palatine ward. patient sat on edge of bed with  AO3 therapists. when moving forward on edge of bed therapist in position behind patient not fully prepared for movement and patient had slow uncontrolled movement forward of trunk - patients head made contact with therapist in front (therapist bent over so contact with therapists back) 
this was a slow light impact which patient reported caused no harm and therapist could not see any sign of injury.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/9/25		checked patient for any signs of injury, checked how patient was feeling. patient felt well and was happy to continue with rehab session.
at end of session handed over this event to Nurse on ward looking after patient and documented event.				Network Services

		I16995		10/7/25		14:00		10/7/25		In the process of sampling blood for culture from a PICC line a nurse (myself) was exposed to blood splash in the eyes. A build up of air in the culture bottle meant application of minimal pressure resulted in the spread of the sampled blood in a fine mist that contaminated myself and the surrounding environment / equipment.		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Staff		No Harm		Clinical incident		Spillage		Contained spillage		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Escalated to the nurse in charge on shift and 5 minute eye rinse undertaken at earliest opportunity. Showered and uniform changed before returning to work and  assisting with environmental decontamination with chlor-clean				Clinical Support and Specialist Surgery (CSSS)

		I16996		10/7/25		00:00		10/7/25		Following a pt phone call and feedback from a Gynae CNS at a nearby trust it became apparent that when patients were having OPAs in the Gynae CO Nurse Led 6 wk tel FU clinic there was not clear communication back to their 'home' trust asking for ongoing FU to be arranged.  The concern was that this breakdown in communication between 2 organisations could have led to patients being lost to FU				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Cox,  Margaret		Learning response required		Low Harm		No harm				The clinic was audited from Jan-Sept 2025, a total of 122 consultations.  In 74 cases there was no clear communication back to the referring Gynaecologist.  All trusts concerned were contacted and this found that 13 patients have not had a subsequent FU arranged, for 12 this is now being organised and there appears that there has been no apparent harm to pts (see attached document).  The13th had a delayed FU and in that time has presented with cancer recurrence.
The nurse running the clinic was informed of the issue and from 16/9/25 inserted back into every clinic letter a standard phrase 'Action Needed by referring [Gynaecologist[insert name]/Secretary [DICTATE]] please arrange follow up as per your local policy'.  The team is looking at other improvements to to the letter ie inserting the tel no. for the Gynae CNS from the patient's local trust and stating 'If you do not hear from them in the next 2-3months or have any new concerns related to your cancer please contact your Gynae Nurse Specialist ' so there is an extra safety net.  Also all the Gynae CNS's at other trusts have been given the option of being Cc'd in to the letter.  There has been a subsequent meeting with the nurse concerned who will use this incident for reflection and learning				Network Services

		I17108		10/7/25		15:14		10/10/25		No year recorded for date taken on sample.		To discuss at weekly incident meeting
To introduce scan for safety to minimise incidents		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Name should be properly documented on sample before sending to the lab		Network Services

		I17102		10/7/25		13:00		10/10/25		Patient due EOT muga scan , this was cancelled .Patient made aware but research team not informed . this is therefore out of protocol window.				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				escalated to manager and PI				Network Services

		I17060		10/7/25		10:25		10/9/25		During a pre-op assessment I began to review the "past medical and surgical history" for a patient, which was pre-filled from previous documentation. It Stated MI, T2DM, hypertension, permanent pacemaker, respiratory disease, renal disease. All of these are incorrect and the patient has never had any of these issues or procedures. It correctly stated "triple A" which was accurate for the patient. Discussed with the patient who was a good historian and reviewed GP record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/16/25		I deleted the inaccurate data from history once confirmed with patient and GP record that it was incorrect. Also edited surgical booking form to remove all of these. Discussed with operating surgeon and unit manager. Looked into past notes and only other records with this history on is a note from SACT on 28/5/25, screenshot attached.				Clinical Support and Specialist Surgery (CSSS)

		I17099		10/7/25		00:00		10/10/25		Patient consented for Radiotherapy for pain to hip, return to Unit at Tameside had a fall but did not inform the staff at Tameside until after after they had been seen at the Christie and consented.  Staff at Tameside were then made aware of this and patient had sustained a #NOF.
The Christie were not made aware of this and continued with the plan for planning scan and treat.
By chance Consultant spoke to the team and discovered this patient had had surgery with pins to the hip.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Safety,  Patient		Rejected		No Harm						Consultant  immediately asked for the ambulance to be cancelled and for treatment to be deferred for 2 weeks.  Patient did not disclose this as still wanted to commence treatment.
Incident needs to be raised with Tameside Hospital.				Network Services

		I17076		10/7/25		10:08		10/9/25		TSRT9/ 13F/ Level 3/ SB13i/13AA/ CF1C
Noted prior to #4 when reviewing images.
On #2 (7/10) and #3 (8/10) patient had blankets/ a bair hugger covering them anteriorly.
These materials were in beam path for G355, G330 and G305
Not picked up at systematic or online.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Redfern,  Matthew		Finally approved		No Harm		No harm		10/22/25		Escalated to superintendent radiographer.
Alert added, and comment added to image review document to aid appropriate placement of blankets. 

Discussed with duty physics verbally- Journal note added in retrospect 'Dosimetric review carried out for the impact of patient having a blanket covering the beam path on #3 of treatment on 15th October 2025. Due to being a single fraction of 23# treatment and low density of the blanket. No dosimetric concerns were identified with regards to the overall plan dosimetry.'				Network Services

		I17068		10/7/25		08:30		10/9/25		When raising patient bed accidentally knocked oxygen on the wall causing it to snap in the oxygen vent. Unable to stop Oxygen leak from the wall.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Estates, Matron on call, security and medical physics and fire safety informed immediately for support. 
Patient moved to corridor, was not on oxygen and transferred to another ward until fixed.
Windows opened in the SR and door kept shut where possible. 
Leak slowed down by medical physics and problem identified. Did not need to turn off oxygen supply to the ward and managed to fix the problem by 2pm the same day. Room operational and safe for use 2pm onwards.		Accident, nil lessons learnt.		Clinical Support and Specialist Surgery (CSSS)

		I17037		10/7/25		13:00		10/8/25		Query medication given that was out of date.		Medication sent from RMCH for BMT patient undergoing TBI. Nurse noticed medication out of date when going to administer. Thus further medication ordered from pharmacy, 
Fed back to RMCH that medication is out of date		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/21/25		Medical team informed.				Network Services

		I17040		10/7/25		19:30		10/8/25		19:00 HCA alerted to RN in bay - Alison short of breath, panicking and trying to get out of bed
Platelet transfusion had finished
Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD
Obs settled, breathing returned ot normal rate
Weaned off oxygen as now Scale 2 as of today
Alison feeling much better, medic reviewed on ward
Platelet bag saved to go back to lab, esc to medic to sign transfusion reaction forms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Medical Oncology / Head and Neck (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		Low Harm		No harm		10/10/25		Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD				Clinical Support and Specialist Surgery (CSSS)

		I17671		10/7/25		14:00		10/30/25		On cycle 1 Carboplatin and Etoposide, she had IV Carboplatin and Etoposide on Day 1 and oral Etoposide Day 2 and Day 3. 

On cycle 2 onwards, Etoposide prescribed oral for Day 1, 2 and 3. 
Patient not verbally informed about this when supplied with TTO's and did not take day 1 oral Etoposide. Instructions on box of Etoposide did state to take on Day 1, 2 and 3 but she did not realise this. 

This also happened again on cycle 3 29/10/2025.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Escalated by patient 30/10/25. Clarified with parent oncology team that she can take Etoposide Day 2, 3 and 4.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		Network Services

		I17207		10/8/25		16:23		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meetin		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17299		10/8/25		00:12		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP  post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17283		10/8/25		10:00		10/16/25		Two units of HLA-matched platelets were ordered for this patient, but only one was used. The 2nd unit was used for another patient who needed a standard platelet.

Donation number: G095625367428Y				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient.				Clinical Support and Specialist Surgery (CSSS)

		I17482		10/8/25		10:00		10/23/25		Trial travel reimbursements submitted with wrong patient details
Payments gone to diseased patients account ( previous trial patient)				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				The Christie NHS Foundation Trust / Research Delivery Team / Head and Neck Research Team		Incident affecting the organisation		No Harm		Non-clinical incident		Finance incident		Loss of cash or cheque		McCaul,  Damian		Finally approved		No Harm		No harm		10/29/25		Informed line Manager of error 
Ensured new blank form added to files - so others not repeat mistake
Informed Team - check all patients details				Research and Innovation

		I17501		10/8/25		14:49		10/23/25		tsrt/level 3/
4d lung noted after started scan that pitch had not been amended was set at default pitch				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hannelly,  Lisa		Incident being managed locally		No Harm						Staff paused scan and called b7 who advised that they should terminate scan and start again with correct pitch 
dlp from first scan was 14.8mgy 
This was first occurrence of additional exposure due to protocol failure				Network Services

		I17041		10/8/25		19:35		10/8/25		Test injection was performed and patient felt okay. However when during the contrast injection contrast was not seen at on the image and scan was stopped. Local swelling was observed in keeping extravasation. This happened at PR2 Pat-seed CT.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		Low harm		10/14/25		Contrast injection and monitoring scan was stopped. Explanation  was given to patient on what has happened.
Cannula was disconnected from injector and attempt was made to aspirate with 10ml syringe. Cannula was then removed and the area marked with skin pen. Cold pack was applied and arm elevated.
Consent was obtained and consent form completed with the patient and photograph taken.
Extravasation leaflet was given to the patient and follow up plan was discussed.				Clinical Support and Specialist Surgery (CSSS)

		I17039		10/8/25		19:30		10/8/25		Pt attended AACU post pharmacy closing hours
Needed 10 days Dalteparin 15000 from emergency drug cupboard however no stock available
On call pharmacy states likely 1 hr before a script can be dispensed as she is not on site.		forms must be completed by staff out of hours to ensure stock is replenished and available for ongoing use by other colleagues when needed. This needs to be disseminated across the trust to all teams that make use of the Emergency cupboard stock outside of pharmacy opening hours		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Watt,  Loretta		Finally approved		No Harm		No harm		10/9/25		Stat dose given
Husband will collect remaining script tomorrow		Clinical staff taking items from the Emergency cupboard should ensure a sheet is completed to ensure stock is replenished by the pharmacy team		Clinical Support and Specialist Surgery (CSSS)

		I17032		10/8/25		13:00		10/8/25		Helen attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On observation she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script. 
Email sent.		Patient attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On looking she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart. NEWS" score - 3 at 13.00 then at 13.40 NEWS" score was 0.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script.
Email sent to team and schedulers.

DR requested - Has had reactions to Carbo/Paclitaxel
Requested clinic FU on 21/10/25 to discuss alternatives
Please book chemotherapy chair on 29/10/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Reaction protocol followed.
Observations taken, see news 2 chart.
Monitored patient before restarting treatment.		Reaction guidelines followed and patient safety considered throughout.		Network Services

		I17033		10/8/25		10:44		10/8/25		Patient had procedure for TAH, BSO, Omentectomy and Appendicectomy - Anaesthetist requested for the surgeons to have Rectus sheath catheters for this patient at the WHO brief. Both rectus sheath introducers were inserted followed by inserting the catheters, upon pulling back the white plastic - the right side plastic snapped leaving 5cms of the plastic inside the patient and the surgeons had to create a bigger excision and forceps to remove the foreign object.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						Completely removed the rectus sheath catheter from the right side only. Packaging kept and images taken of the medical equipment to be reviewed. Surgeons refuse to use the catheters for their next case.				Clinical Support and Specialist Surgery (CSSS)

		I17034		10/8/25		14:00		10/8/25		Patient attended for #2 SABR, set up immobilisation used as per site setup. Rad noticed that there had been a large post verification vert shift on #1 (+2.2). When checking the plan PDF Rad noticed that there appeared to be a large civco that was not noted on the site setup. This was identified during patient setup in the treatment room and escalated to B7 before XVI acquired.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		Low Harm		No harm		10/10/25		B7 informed who agreed it appeared there should be a large civico (checking plan PDF & XVI rtp image). B7 called CT scanner at satellite centre in which patient had their planning CT scan who confirmed large civco used. Patient re-set up using large civco and proceeded to treatment as per protocol. Site setup amended by rad to include correct immobilisation device.				Network Services

		I17035		10/8/25		14:15		10/8/25		Patient complained of itchy hot palms after 155mls of carboplatin. Palms looked red on examination		Team reviewed on 9/10/25 - Pls book in for 28/10/25 Morrison Tuesday afternoon clinic for review pls due to carboplatin reaction for C4

SA carbo AU5 desensitisation script prescribed. pharmacist has kindly screened through 

Chemo appt will appoint date on 28/10/25 before her next cycle on 29/10 given reaction. 

I have asked to post out the desensitisation meds to take on 26/10

Phoned Lynn to discuss about above, she is happy and aware to start taking meds on 26/10 in preparation of chemo		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/10/25		Infusion stopped, obs done. Reaction meds administered. Symptoms soon settled. Protocol states not to rechallenge same day, refer to team. Obs rechecked and sent home.		reaction guideline were followed
patient had follow up and treatment plan changed and patient informed before next cycle.		Network Services

		I17036		10/8/25		16:35		10/8/25		Patient  states back pain. Infusion stopped .Patient flushed. Patient reports SOB. Patient attended to by staff. Observations taken, ACP  called to scene. Patient states feeling sick, sick bowl offered. ACP prescribed Metoclopromide, which was administered. Observations taken . Patient states wanting to open bowels.  Patient taken to toilet. Paracetamol prescribed and administered. Observations taken. ECG done.		Medication given for drug reaction	Hydrocortisone 200mg, administered under PGD
Other, Metoclopromide, paracetamol
Actions and result of actions taken	- Patient administered medications above under PGD. Observations taken and patient monitored. ECG done and cleared by medonc. Patient reviewed by ACP on site. Paclitaxel not re-challenged. Carboplatin administered.
Team emailed to chase up. 

Paul recovered from reaction and obs stable.
Carboplatin administered as prx.
Paul well on completion aware to call hotline if required or seek emergency advice if necessary.

Doctor review as follows;

SpR A.Elwasila/ UGI clin onc

G2 reaction with C2 concurrent paclitaxel (not rechallenged but given carbo)

TC to pharmacists on 8535 - no guidance for UGI hypersensitivity with paclitaxel, also nab-paclitaxel not approved for UGI. We looked at breast protocol which states: IV dex., famotidine, chlorphenamine and slow rate paclitaxel which patient has already been having with script

Pharmacist will kindly get back to me given complexity here

UGI pharmacist kindly called back and we have made amendments as per UGI paclitaxel protocol: Dex. IV 1hr pre Rx, chlorphenamine, famotidine and slow rate paclitaxel

Pt. will need to take famotidine day before chemo (when he attends tbs)		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Infusion stopped, Hydocortisone 200mg administered under PDG, Observations taken, ACP attended. Metoclopromide administered. Patient reports feeling slightly better. Paracetamol prescribed and administered. ECG done and reveiwed by med onc. Paclitaxel not to be re-challenged.		Extra information needed - for example treatment infusion stopped - what volume went through.		Network Services

		I17028		10/8/25		14:41		10/8/25		Wrong appt booked				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25						Network Services

		I17029		10/8/25		14:47		10/8/25		wrong appt booked		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.  In-between this an email was sent to the secretary to book see below


MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.

MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please				Network Services

		I17030		10/8/25		15:20		10/8/25		Pt reported feeling hot & flushed and nauseous. Gave pt sick bowl where she then vomited. Symptoms occurred towards the end of Carboplatin infusion.		Observations taken and were stable. Patient safely discharged after doctor on the unit prescribed IV metoclopramide and sickness settled.

Team and chemo appts emailed - to ask if patient needs slower rate infusion or stronger anti-emetics pre-treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Chemotherapy had been infused at time of reaction. Sick bowl provided. 100mg Hydrocortisone given under PGD, IV metoclopramide prescribed given. Observations monitored throughout. Symptoms started to settle after anti-emetics given. Observations re-checked after 30 mins, Pt feeling well in herself to go home. Pt safely left unit, safety netted with hotline. Has oral metoclopramide at home,. advised to take this if feeling sick later.		Importance of clear documentation and ensuring patient is followed up post reaction.		Network Services

		I17065		10/8/25		10:00		10/9/25		6cm IUT found broken upon opening a sterile medium venezia (2) set. not used inside the patient, replaced with a 6IUT from a different set
(01)08717213054851(10)1000251079 (240)126129-01				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of clinical use , not used in the patient				Network Services

		I17097		10/8/25		00:00		10/10/25		TSRT9.
CMA moves input incorrectly, S/I move input as + instead of -.
Noticed at time of moves during set up in the room as moved in wrong direction.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 called and CMA moves amended and checked.
Pt reset up and treated correctly.
Discussion with prep room staff regarding the need for vigilance when inputting CMA moves.				Network Services

		I17105		10/8/25		09:54		10/10/25		Surname incorrect on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17106		10/8/25		08:32		10/10/25		Forename and Surname spelt incorrectly on transfusion sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Rejected		No Harm						Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17107		10/8/25		00:00		10/10/25		Sample tube expired.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I17136		10/8/25		11:40		10/13/25		Thiamine test rejected from lab due to not being protected from light. 2nd time this has occurred for this patient (Same issue 10th Sep). Also has happened with another patient on same trial (24th Sep)		All staff emailed and reminded to protect Thiamine sample from light when send to labs		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Will inform PI & plan to recheck result at next visit.		IMP - Thiamine samples to be protected from light		Network Services

		I16997		10/8/25		04:00		10/8/25		VTE assessment on admission 27/9/25 - Awaiting senior review for decision on prophylaxis

prophylaxis anticoagulation has never been prescribed for patient, no repeat VTE assessment 
patient is mobile but not frequent				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Finally approved		No Harm		No harm		10/28/25		handover to staff on multiple occasions to chase medical team regarding VTE assessment/ prophylactic anticoagulation. 
also written in nursing notes on multiple occasions 

27/10 -  CSSS Governance; My deepest apologies. This incident has only just appeared on my DCIQ after some settings were changed by DCIQ IT support. Relates to a Med-Onc Lower GI (Colon) patient on Ward 4 submitted 08/10.				Network Services

		I16998		10/8/25		02:00		10/8/25		unable to cycle count second drawer of omnicell for CD check 
this has been an issues for a long time				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting the organisation		No Harm		Medication incident		Storage		Other		Langstaff,  Alexandra		Incident being managed locally		No Harm						escalated to matron				Clinical Support and Specialist Surgery (CSSS)

		I16999		10/8/25		09:00		10/8/25		Patients chest drain was inserted 07/10  evening  and drained 700mls but the x-ray suggests there may be more fluid.

Sporadic drainage on the ward as  only opened 4 hours later and then left on free drainage which is against the chest drain protocol. Not much drained overnight.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Rejected		No Harm						We advised the nurse on the ward to flush the drain and see what else can be drained as there was some sediment in the tube.

The nurse will send an Alertive the chest drain team after this, and then the patient should go for a chest xray if drainage appears to stop.				Clinical Support and Specialist Surgery (CSSS)

		I17023		10/8/25		10:00		10/8/25		Patient dispensed GCSF injections by pharmacy as part of mobilisation treatment for stem cell harvest. Dispensed in split dose 300mcg & 480mcg dose to be administered once daily, total dose 780mcg. Patient only administered X1 300mcg GCSF daily.  Low CD34 count reported potentially due to error.		To reallocate incident to outpatient pharmacy		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Verbal patient directions - wrong/omitted		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with senior team. 
Additional GCSF administered to ensure correct dose given today. 
For Plerixafor this evening.				Network Services

		I17024		10/8/25		10:20		10/8/25		TSRT9/level 5/ 13AA/ SB13AA/ MoD 13AA/ CF1c
GA patient #3. Additional imaging task was not added follow a repeat GEC #2 for resetup.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		The additional imaging questionnaire was updated by B7 upon realising additional image task was not added.				Network Services

		I17026		10/8/25		13:55		10/8/25		TSRT9 13CC SB3i 13CC CF3a
Scan started using Pelvis M20 CC. Error message popped up partway through scan saying
'Unable to create target file to app MOSAIQ'. Scan interrupted as was still acquiring image. Engineers and B7 called. Patient taken off the bed as Mosaiq needed to be restarted and test scan needed to conducted. 152 frames/650 frames delivered. Approximately 2.4mGy additional dose delivered to the patient.		Following error popped up on MOSAIQ window during XVI scan "unable to create target file c:\MOSAIQ APP\vmi_icom.dll" SHARE.EXE was not loaded, or a shared region was locked", so rads interrupted scan and called RTSG .152/650 frames delivered.
Clicked ok but the error kept popping up, so the patient was removed from the bed. Tried restarting MOSAIQ and CCP pc, error disappeared, did test scan and gave the machine back to rads bu the error returned.
Then Cao did multiple attempts to re-establish the connection between MOSAIQ and LINAC by restarting CCP PC and eventually rebooting lilac but no luck. Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/13/25		Scan interrupted when error message appeared. Engineers and B7 called. Patient taken off the bed and moved to another suite to complete their treatment.
Engineers conducted test scan which was ok. However next patient loaded up and error message reappeared. Next few patients moved off the suite so engineers could investigate further		Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		Network Services

		I17001		10/8/25		09:30		10/8/25		Internal referral was delayed over 1 month		- Delay was queried.
- Referral processed as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added to triage and reported to Datix		- This issue should of been raised by the secretary who typed the letter.		Network Services

		I17002		10/8/25		08:50		10/8/25		Medication error Oxycodone 10mg MR given when oxycodone 10mg SR prescribed		- Will request that this learning is discussed during medication study day
- Learning given to AAU/AACU vi email, handover and verbal to highlight potential mistakes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Cunningham,  Melanie		Finally approved		No Harm		No harm		10/17/25		Observations taken NEWS -1 due to Heart rate 100
Patient informed - apology given 
Medical team informed 
Nurse in charge informed		- Need to clarify medications with patients before administering.
- Check the information on EPMA		Clinical Support and Specialist Surgery (CSSS)

		I17003		10/8/25		10:12		10/8/25		Invoice proposal sent to CRA for wrong study in error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/10/25		Have attempted to recall the message and sent a follow up e-mail requesting that the CRA ignore and delete the email				Research and Innovation

		I17010		10/8/25		11:25		10/8/25		While checking IV Cutdown set from the radiology department, my colleague noticed a suture packet on set, when he went to remove he noticed that there was a suture in the packet. Photographic evidence taken, suture and packet disposed off safely in a sharps bin				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / TSSU				Incident affecting Staff		No Harm		Equipment incident		Medical		User error		Ross,  Emma		Finally approved		No Harm		No harm		10/8/25		Photographic evidence taken, suture and packet disposed off safely in a sharps bin				Clinical Support and Specialist Surgery (CSSS)

		I17011		10/8/25		11:50		10/8/25		started off with back pain after 13 minutes of the second rate (76), back pain which then started chest tightness. This is how the first reaction started however patient informed us sooner this time so the reaction wasn't as advanced this time. treatment stopped, 100mg hydrocortisone given at 11:50. observations taken and consultant informed.		Correct procedure followed and after discussion with consultant treatment re started. A pla has been agreed for following cycles due to limited treatment options.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/13/25		treatment stopped hydrocortisone 100mg given consultant informed				Network Services

		I17012		10/8/25		11:04		10/8/25		Pt had RTP & transport booked for 8/10 at 2.45. We were informed by Health records at 11.04 on 8/10 that a F2F interpreter could not be sourced. A tel interpreter was not appropriate due to the type of appointment and the pt has dysphasia and can't talk on the phone to an interpreter.		at least 5 days notice is required to book an interpreter with our out side providers		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Interpreter service				Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Goodall,  Robert		Finally approved		No Harm		No harm		10/20/25		Transport cancelled and pt's niece contacted to advise not to get in transport if it turns up as we have had to cancel the appt due to no interpreter. Rebooked for next avail 15/10		at least 5 days notice is required to book an interpreter with our out side providers		Network Services

		I17013		10/8/25		10:00		10/8/25		TSRT9
Paediatric patient had CBCT image verification 1# early (on #7 when should've been #8)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 made aware, offline review done, patient only 10# and so imaging went complete. No harm as no additional image needed over course of treatment.				Network Services

		I17014		10/8/25		12:45		10/8/25		I was provided with an incorrect hospital number by a member of the clinical team to send a message on CWP.  I sent a message to the wrong patient.  Is it possible to remove this message from the patient's records?				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Scott,  Andrea		Finally approved		No Harm		No harm		10/8/25		Message sent on correct patient records and IT contacted to ask for a redaction of clinical message				Clinical Support and Specialist Surgery (CSSS)

		I17673		10/8/25		08:30		10/30/25		INCIDENT REPORTED BY TCPC :Patient has bloods taken at home externally the day before treatment. Treatment is an on hold drug and requires bloods to be back before Baxters make the drug. Bloods taken on 07/10/2025 but not showing on CWP. NIC thought bloods were delayed in arriving to lab as had spoke to patient that day and confirmed bloods had been taken. Due to delay patient's appointment had to be moved from 08:30 to 12:30 as treatment would not be on site until then.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						8/10/2025 NIC checked again in the morning and bloods still not showing. Went down to labs and they confirmed bloods had been delivered approx 12:00 on 0/10/2025 and analysed and results on the system. Results printed for nurse and treatment then taken off hold. Delay in treatment arriving due to this error and did not arrive until approx 13:00. Delay also in chair being available due to capacity on unit and apologies also given for this.				Christie Pathology Partnership

		I17611		10/8/25		12:55		10/28/25		Tick box missing off consent form				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		10/28/25		Consent form completed, datix, redaction requested				Network Services

		I17511		10/9/25		16:00		10/24/25		I received a call from the BCN in clinic to say they were on a new patient's file who they were seeing that day and it had an outpatient history for a different patient on it. There were also errors on the outpatient history for the patient it actually related to.		Error identified and correct process followed to rectify and redact information.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Research and Innovation First floor -administration office				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		10/30/25		I amended the errors and added to the correct patients files. I have reported an error and asked for it to be removed from the wrong patients file				Network Services

		I17306		10/9/25		08:00		10/17/25		Ordercoms number 9377301 Requested by Cindrella Chikombe :  Virology sample sent in biochem bag.  (Please note that Virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem & haem samples are sent in the clear bag and processed here.  This sample was delayed getting to MRI as it had been put in the clear bag and put in the biochemistry pile.)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				External Other Trust

		I17307		10/9/25		12:00		10/17/25		Ordercoms number 9378161 Requested by Meena Afzal Lakha : Virology sample sent in microbiology bag.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could have ended up in Salford as it had been put in the wrong bag. Consequence -  sample not processed and no results on CWP.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay as it was in the wrong pile due to being in the wrong bag.

		I17387		10/9/25		09:00		10/21/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare team.
Pharmacy Homecare team have looked at CWP to establish if patients medication has been re-dispensed.  In this case the medication was re-dispensed.				Network Services

		I17389		10/9/25		09:00		10/21/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed where applicable
Pharmacy Homecare Team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.  
Record of datix number added to return log
Email sent to team and reply sent to say patient will collect in future.				Network Services

		I17421		10/9/25		14:50		10/22/25		My colleague received a phone call from a patient to say they had received another patients letter attached to their own letter. She took down the details of both the patients involved.		staff was contacted and he confirmed he would shred the incorrect letter 
Letter re-printed and sent in the post to correct patient 
Patient whose letter was sent in error contacted and explanation provided and apology for the breach		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/24/25		Patient disposed of the wrong letter in confidential waste and a new letter was sent out to the patient who had not received a letter.		Staff members reminded of the need to ensure that letters are not stapled in error 
Reminded of patient confidentiality		Network Services

		I17208		10/9/25		11:21		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17185		10/9/25		00:00		10/14/25		An email was erroneously sent to a recipient in another Trust - The email contained internal and external communications about a business continuity incident involving the temporary closure of the Aseptic unit and action being taken to manage this ( organisational  sensitive information)
No patient PID 
Staff Trust email addresses included.		Distribution list corrected. Email recipient confirmed deletion of the email.		The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		1.Distribution list updated- internal personnel advised of the error in distribution and not to use.  2. New list created. advised used RBV not the global address list 
3. Information Governance team advised  to confirm local contact or central contact  -local advised 
4. Recipient contacted with request to :
"not to open, share forward or save the email or its contents; to delete the email immediately (along with any attachments it may have included), remove it from their trash or deleted items folder as well and ask for a confirmation that these have been done" Individual on annual leave until 20th October. To FU post this.

05/11/25 AS QT- email sent in error was confirmed to be deleted by the external recipient. No further action to follow.		Distribution lists require review prior to cascade emails being sent		Research and Innovation

		I17142		10/9/25		12:11		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive at 12:20.		sample should be properly labelled before sending to the lab		Network Services

		I17145		10/9/25		18:33		10/13/25		E.coli in peripheral and cvc Blood cultures 9/10/25. Inpatient since 9/9/25 ward 12.  Patient deceased 10/10/25.		Reminded staff to label each blood culture bottle accurately		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS. 72 hour review requested. Medical team aware.		Ensure labelling all blood culture bottles with accurate location of site		Clinical Support and Specialist Surgery (CSSS)

		I17146		10/9/25		16:00		10/13/25		A patient on the Costi-MM study (24_DOG06_344) was admitted as in inpatient for a SAE on 03/10/2025. The admission was documented on CWP by the PI; however, the lead CTC was not informed of the hospitalisation. The lead CTC reviewed the patient's records on CWP on 09/10/2025 and came across the discharge summary sheet for this admission. The reporting timeline for SAEs is 24hrs from when the team is made aware of the admission, however this was not reported until 6days after admission by the PI.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Garcialopez,  Tamara		Incident being managed locally		No Harm						The lead CTC communicated with a nurse working on the study to confirm the SAE. The lead CTC then notified their manager of the incident. This was then raised in the Management Meeting. Following the Management Meeting, the Senior Research Nurse and PI supported the CTC in completing all the required information to report the SAE to the clinical trial sponsor.				Network Services

		I17147		10/9/25		12:50		10/13/25		The haemofilter stated that the effluent bag needed changing. Therefore the nurse changed the effluent bag. Whilst doing this a sign came up that said there was an effluent bag weight change and the red alarm started to sound. The page then froze and we could not press continue or silence the alarm. It would not let us press any button.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Equipment incident		Medical		Failure of device/equipment		Harris,  Andy		Rejected		Low Harm						I tried to press the green on button but nothing happened. It was then decided to detach the patient's red access line, attach it to a bag of N/Saline and return the patient's blood using the crank. This was being done by myself and a band 5 staff nurse. 
Unfortunately I had forgotten to remove the return line from the clamp and so we when we were trying to manually return the blood with the crank the blood would not return, which I understand is my mistake. Therefore we detached the return line without returning the blood to the patient as around 10minutes had passed by then and therefore thought this was the best course of action. We removed the PrisMax from the room. A senior sister pressed and held the green start button which restarted the machine. The screen said 'System Reset Occurred' and would then give instructions on how to return the patient's blood using the handcrank. 
I then rang the vantive helpline and they offered for vantive to come and look at the machine to see what went wrong and when they can do so it doesn't freeze again. Ref No. 293599
Patient was put back on a different Pris Max haemofilter.				Clinical Support and Specialist Surgery (CSSS)

		I17148		10/9/25		11:00		10/13/25		Docetaxel infusion reaction started 5 minutes into infusion. Janice complained of feeling warm in her face and had back pain. Patient managed successfully following drug reaction protocol.				The Christie NHS Foundation Trust / Network Services / Satellite Sites						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Infusion stopped. Observations checked and satisfactory. 10mg chlorphenamine IV given and 100mg hydrocortisone as per protocol. Symptoms settled down within 30 minutes. Infusion re-started as per slow rate/hypersensitivity protocol. Remainder of treatment given with no issues.				Network Services

		I17152		10/9/25		17:13		10/13/25		C.diff PCR positive, toxin positive 09/10/25. Previous positive 24/8/25. Recent discharge from ward 12 (5/9/25) within the past 84 days.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Cdiff		COIA (community onset – indeterminate association)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS, medical team aware. 72 hour review requested.		severity not documented by medical team		Clinical Support and Specialist Surgery (CSSS)

		I17285		10/9/25		10:00		10/16/25		A unit of HLA-matched platelet requested for the patient, but not used.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Diggory,  LornaJeanette		Rejected		No Harm						Unit issued to another patient who could have standard platelet.				Network Services

		I17137		10/9/25		13:05		10/13/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		New signed form requested via Alertive at 14:11.				Clinical Support and Specialist Surgery (CSSS)

		I17139		10/9/25		10:14		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via phone		sample should be properly labelled before sending to the lab		Network Services

		I17112		10/9/25		14:00		10/10/25		Patient had medicine prescribed and the weight had been documented in the height and vice versa

Reallocated from ORTC as error was made at initial prescribing				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Joanne		Finally approved		No Harm		No harm		10/28/25		did not give treatment 
Rang pharmacy and informed of error
Informed patient, apologised and sent patient home to have newly prescribed medication today

13/10/25 - Re allocated from ORTC as error was made at initial prescribing.		Picked up immediately by pharmacy screen and clinician informed and prescribed correct treatment using correct weight and height		Network Services

		I17103		10/9/25		14:20		10/10/25		Pt initially due for Chemotherapy at 9 am. Pt called Christies inform us that she will be late as the transport that was booked come to her house but left.

Pt states the transport desk at Christies would arrange another transport for 10am but it did not turn up.

Tried to call Chrsite again to tell them what happened but could not get through. Pt is at home and states she will not be coming. no capacity to treat her this week.		Will escalate to NWAS team in the next meeting to investigate and take action with the taxi provider provided on the day for the patient		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/14/25		Informed Pt unable to reschedule treatment later in the week. Treatment deferred 1 week and team informed that pt did not have treatment as scheduled. Advised by team to Datix for transport issues		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17069		10/9/25		14:00		10/9/25		Patient attended for C5 day 1 of treatment today, while having Paclitaxel, had reaction after 22.3ml has been infused, Patient complained tightening of the chest.		Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken - 	Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med.
10ml of saline posiflush given as a bolus
Observations done and recorded news score 0
ANP Jenny Booth reviewed patient and 30mins later TX re-started at a reduced rate as per hypersensitivity protocol and patient reacted again she feels the tightening of the chest and mild nausea, she took metoclopramide from her take home meds.
another 100mg of hydrocortisone given and TX stopped and taken down.

patient booked through clinic as will need change of treatment. Secretary has sent out nab-paclitaxel consent form to patient.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med
10ml of Saline posiflush given
Observation done and recorded
ANP Jenny Booth reviewed patient
Patient feels better after that & 30mins later, treatment re-started as per hypersensitivity protocol and patient reacted again, she feels nausea with chest tightening. 100mg hydrocortisone given , TX stopped
Patient will go back to team for review and Treatment changed		Treatment stopped due to chest tightness - ACP reviewed but no ECG requested or completed. Will discuss with ACP whether an ECG was clinically indicated.		Network Services

		I17077		10/9/25		18:26		10/9/25		TSRT9 13CC SB3i MD13CC CF3a
kV drop occurred on attempted image acquisition on two separate patients on the same machine (Macc 1). No images were taken and no dose delivered prior to either kV drop.		Unknow error, rads reported there was a beeping coming from the bunker after they pressed KV enable, asked for the patient to be taken off the bed, copied logs and checked generator logs E06, E139 & E009 had occurred test scans passed (CW & CC) returned to clinical use, checking the manuals indicates that the tube is coming towards its end of service life.

Rads, called back saying it had done the same thing on the next patient, same errors present, patient moved to Macc 2. 

Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks. .		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/13/25		Engineers alerted. Test scans performed after first kV drop - kV acquisition working, given the go ahead to acquire 3D image again.  kV drop occurred again on a second patient. Engineers alerted again - kV acquisition capability removed from use on the affected machine as a kV tube replacement is required.		Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks.		Network Services

		I17078		10/9/25		18:30		10/9/25		Bloods sent as urgent for patient- FBC, co-ag, christie profile, magnesium and crp at 17:40.  These were podded to the lab immediately.
At 18:25 we phoned the lab as the FBC result was available however the biochem was not even pending.  We were told that they had not received that sample despite it being sent in the same bag as the FBC.  We explained that it had definitely been sent, however were told it had not reached the lab and we would have to re-bleed her.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Edgington,  James		Finally approved		No Harm		No harm		10/28/25		The lab phoned back as we were attending the patient to re-bleed her to say the sample had been found.  I am unsure where the sample had been in this time				Christie Pathology Partnership

		I17079		10/9/25		10:00		10/9/25		suspected cat one to right big toe - identified 
? friction / pressure from end of bed frame		Information added to ward huddle regarding patients need for 2 hourly repositioning due to pressure ulcer risk and current DTI
Ward staff educated on the indications for when to update PurposeT pressure ulcer risk assessment and care plans
TVN link nurses and Ward 10 CPE to facilitate ward teaching and update TVN education board to promote good practice in pressure area care.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Dale,  Emma		Finally approved		No Harm		Low harm		10/13/25		identified 
escalated to nurse incharge 
photograph completed 
dressing applied 
to support with repositioning / pressure relieving 

TVN comment-DTI resolved on the 17/10/2025		PurposeT pressure ulcer risk assessment to be updated when clinically indicated, in the event of a patients mobility deteriorating, PurposeT risk assessment should be updated to reflect the increased risk of the development of pressure ulcers. 
Patient should be repositioned 2 hourly due to pressure ulcer risk, pressure areas should be assessed at each repositioning.
Patients feet should not be touching end of bed frame, they should be repositioned to not slide down the bed or a bed extension/additional mattress block to be used. 
Mattress pump to be used to aid pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I17080		10/9/25		22:45		10/9/25		Patient admitted to the ward and initial skin check completed. Healing MASD found to both sides of buttocks. Patient and partner aware of this, have been caring for it at home with barrier cream.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		All of skin is vulnerable so mattress pump attached to air mattress. Barrier ointment provided. For regular skin checks as has diarrhoea and is vulnerable. For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I17071		10/9/25		09:00		10/9/25		oxycodone long acting given in error when oxycodone instant release capsules prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		escalated, doctor informed, patient reviewed - not symptomatic. supportive care referral sent. pharmacist aware - prescription reviewed				Clinical Support and Specialist Surgery (CSSS)

		I17072		10/9/25		13:30		10/9/25		TSRT9 / EL3 / 13Z / CF1a CF1c / MoD 13I / SB 13HH
Touch guard engaged on treatment head by couch bar during kV image acquisition causing kV panel drop.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Engineers contacted, bar moved.
Additional image authorised by superintendent.
Additional dose of ~1.5mGy. Not reportable.

Radiographers reminded to perform full clearance check.
Note added to treatment beams to ensure clearance checked daily.				Network Services

		I17073		10/9/25		14:30		10/9/25		Pharmacy tech noticed that probenecid was in drawer. Patient then mentioned to myself that she doesn't believe she had her doses post cidofovir on Tuesday.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Finally approved		No Harm		No harm		10/20/25		Checked Iqemo and probenecid not signed for. Discussed with haem reg and pharmacist and as renal function stable there is no benefit to having probenecid now. plan to monitor kidney function and electrolytes and replace as required. Dip urine which was +protein- pharmacist aware. Patient fully aware of plan to monitor and to look into why drug was not given		Discussed with JB. No medications handed over as being needed. Reiterated to her the importance of checking iqemo for every patient regardless of what has been handed over.		Network Services

		I17074		10/9/25		14:00		10/9/25		Leakage noticed from the filter on the A line during a 30-minute flush.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Flush was stopped immediately and the PFS in the unit was informed. As the incident occurred mid-flush and the packaging had already been discarded while hanging the line, the lot number could not be checked. The line was discarded.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		Network Services

		I17075		10/9/25		16:50		10/9/25		I read the vetting of the ct scan of this patient as a thorax abdomen and pelvis instead of thorax and abdomen. Therefore the pelvis was scanned unnecessarily.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		Manager informed, datix and radiation incident form completed.				Clinical Support and Specialist Surgery (CSSS)

		I17066		10/9/25		10:00		10/9/25		ovoid 1 found broken upon opening sterile small set 4. Not used inside the patient, replaced with a ovoid 1 from spare small 6.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting the organisation		No Harm		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Lane,  Laura		Finally approved		No Harm		No harm		10/13/25		taken out of use. spare small 6 ovoid 1 taken to make small set 4 whole.				Network Services

		I17062		10/9/25		09:30		10/9/25		TCC Patient partner insisted on coming down to department with patient for drain removal procedure. Against policy for relatives to come to IPU with patients for procedure.				The Christie NHS Foundation Trust / External Other Trust		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Staff		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Safety,  Patient		Rejected		No Harm						Porter insisted partner not come down with patient, but ignored.				External Other Trust

		I17063		10/9/25		12:45		10/9/25		531mls of oxaliplatin had gone through, Patient pressed her busser alerting that they cannot breath and  throat feels weird. struggling to breath.		See above		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped obs done, heat pack given and a warm drink. 
obs okay explained everything to the pt and the relative. 
Symptoms did not resolves so gave 100mcg of hydrocortisone to good effect. 
ACP came to review who advised not to give the rest of treatment due to duration of time it took for them to recover. 
Treatment discarded of as per policy
Pt happy with this. 
Email sent to team and chemo apps to change oxli to be given over 4 hours instead of 2hours for future appts		Observations taken only once - NEWS-2 score - 2 and observations not repeated before discharge. Plan to discuss with nurse.		Network Services

		I17064		10/9/25		12:50		10/9/25		TSRT9
Patients arm triggered OMRON mid CBCT.
The image acquisition was not able to be resumed with MCR guidance.
Multiple attempts to resume and reconstruct under the advice of MCR and B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/20/25		Patient reassured and maintained informed.
Eventually the imaging systems had to be rebooted and complete re-image, authorised by B7

*There wasn't a note on the imaging document to state a clearance check was required prior to CBCT acquisition. It is felt for this particular # the patients arms were in a slightly different position (extended further laterally). Therefore this is deemed operator error opposed to patient compliance*				Network Services

		I17055		10/9/25		10:40		10/9/25		Extravasation of contrast media during out patient CT scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/14/25		SOP followed.  Arm elevated. Attempted aspiration.  Applied cool pack.  Area drawn around. Photo requested.  Patient advised how to manage.				Clinical Support and Specialist Surgery (CSSS)

		I17056		10/9/25		11:00		10/9/25		Deviation: Patient started LD chemotherapy for CAR T on Thu 09/10. Kite unable to ship cells until the day of cell infusion (14/10) due to not having enough temperature logs of the new tanks in the stem cell lab.		Discussed with lab manager. To close incident as a deviation		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/28/25		Consultant informed, stem cell informed, patient informed of deviation.				Christie Pathology Partnership

		I17057		10/9/25		11:15		10/9/25		Patient reported feeling hot, appeared red faced and complained of lower back pain on receiving C1 Paclitaxel.		SACT stopped. Hypersensitivity protocol followed. 
Hydrocortisone 200mg, administered under PGD
Other, IV paracetamol for back pain 

SACT restarted at slower rate. Observations stable throughout.

Doctor reviewed and Team emailed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		C1 Paclitaxel stopped. Hypersensitivity protocol followed. Observations recorded. Regime to be restarted at slow rate as per protocol. Team to be emailed and desensitising medication prescribed for next cycle		SACT update - written regarding reaction could have been more detailed. Extra information like what volume of Paclitaxel went through before patient reacted.		Network Services

		I17058		10/9/25		11:20		10/9/25		Patient assisted to floor of bathroom with wife and myself when trying to mobilise to toilet. Did not hit head or cause any injury.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Observations complete and charted. BM 13.9 taken and charted.  Assisted back to chair by physios and staff. Medics reviewed. Falls care plan activated. Lying and standing BP outstanding. NOK at event.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I17059		10/9/25		09:10		10/9/25		Patient felt faint, hot, appeared vacant, sweaty. 
Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		ORTC doctor reviewed.

-attends for C2 Gemzar 

-did not have good night sleep this week; unclear the reason, not on any regular steroid, apart from two days course with chemo

-felt sick this morning, but did not vomit, and managed to have breakfast

-has had likely vasovagal episode , while cannulation

-recovered quickly from it

-nil recent infection

-G1 nausea, for about two days, after the last cycle

-seen in clinic two days ago, and recent blood results look satisfactory

Plan:

1. sleep hygiene measures advised for now; may consider for a short course of low dose sleeping tablets, if it does not help

2. can proceed with today's treatment, if nil other concern		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		Deemed as a vasovagal episode not a reaction to treatment. Patient stable following review by doctor and went ahead with treatment.

Observations need to be recorded on CWP in NEWS2 section but were recorded within doc		Network Services

		I17052		10/9/25		09:30		10/9/25		Pt due for port insertion first on IR list. Ward had not sent or taken bloods by 9:30, when results should've been available prior to list start.
Delay to pt's port and disruption to IR list.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Safety,  Patient		Rejected		No Harm						Re-organisation of list, PP pt's port procedure moved to end of morning list.				External Other Trust

		I17042		10/9/25		06:00		10/9/25		Patients blood sugar 3.9. Patient refused to take orange juice. Patient refused glucosegel. In patients  best interest tried to insert glucogel into patients mouth (patient has DOLS). Glucogel placed on middle finger of right hand. On attempting to insert patient bit down hard on my finger and it dented/grazed my finger.		9/10 - staff followed policy, will await results of virology bloods, ward manager to meet with his next of kin to inform her today.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Anderson,  Rebecca		Finally approved		Low Harm		Low harm		10/9/25		Hands washed thoroughly
Virology bloods taken on my self and sent to labs
Duty manager informed for advice purposes
Day team to complete patients virology bloods				Network Services

		I17043		10/9/25		01:30		10/9/25		A squirrel was trapped in the radiator at the bottom of the stairs to the education centre.		Education Centre Manager discussed risks with wider team.		The Christie NHS Foundation Trust / School of Oncology / Education Centre						Incident affecting Members of the public/visitors		No Harm		Non-clinical incident		Estates		General estates issues		Heaven,  Cathy		Finally approved		No Harm		No harm		10/27/25		Security alerted and in attendance.
Estates alerted and in attendance. 
Squirrel was removed from radiator, caught and released outside.
Area cleaned by domestics		For the team to be aware of potential ingress points for wild animals and to monitor the opening of window spaces.		School of Oncology

		I17251		10/10/25		00:17		10/16/25		Confirmed yesterday that patient has been buying methadone pre-admission which was then prescribed when she was admitted on 10.10.25.  
Meds rec 10.10.25 and prescription screened 13.10.25. Noted in SCT handover that no details of community methadone prescription in medical notes or EPMA. 
**Note that Datix  I17247 15.10.25 relates to same patient- suspicious substance found in belongings.** [incidents have been linked - MSO]				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		15.10.25- contacted CGL, Manchester who closed her file in July 2025. GP confirmed they don't supply methadone. Pt has also admitted to buying other controlled medications previously, including pregabalin/MST. CGL advised pt must be obtaining methadone supply illicitly as she was admitted from home and not another hospital. Pt often away from bedside so ward pharmacy team confirmed that this was the case when patient present on the ward. Unable to clarify how regularly she has been taking methadone pre-admission.

CGL said to refer to local methadone policy for ongoing management. As we don't have a Trust policy for methadone in patients with opioid misuse, they suggested obtaining a local Trusts guidance- a  colleague kindly sent me the SRFT guideline. CGL also advised they couldn't give clinical advice as pt not under their service, however if she is discharged on methadone she needs to be referred to them for community prescribing. 

As patient had received 6 x inpatient methadone doses I discussed with SCT cons and pharmacy colleague with experience of working in substance misuse, who agreed that it was appropriate to continue methadone at dose of 40mg/day, but not for further titration and requires close monitoring for toxicity as it can take several days or more to reach steady state- we don't know what other substances patient is taking or her methadone Hx pre-admission as per Datix I17247.

Oncology and pharmacy teams updated. Methadone prescription annotated to contact CGL on discharge. Requires single point of prescribing. Ongoing SCT input.				Clinical Support and Specialist Surgery (CSSS)

		I17151		10/10/25		00:00		10/13/25		Resident doctor was on call this weekend. She had not passed her ALS exam done on the 07/10. This was not reported to myself until Sunday 12/10 when she was already on call. This was a fault on our end due to us not chasing the exam results to make sure she was compliant and able to be on call. It was raised on Wednesday 08/10 that it needed expediting but there were no further comms from the CCOT team. There was no risk or harm due to the quick actions of the CCOT team.		Improved communication between ALS admin and Resident doctor service managers. Discussed with ALS admin to update  deputy service manager in NWS who supervises resident doctor rotas.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)						Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/28/25		CCOT team did not give resident doctor a crash role. CCOT member who marked her exam was on call over the weekend so knew she was not holding an ALS certificate. 
CCOT Team communicated to say - 
“ I was actually on over the weekend and there were  actually 2 cardiac arrests over weekend.. considering we haven't had one in 3 months it's typical isn't it. I didn’t actually give the resident doctor a role, but she was present and helped with odd jobs and not the major jobs. Luckily, one happened on Sunday at 9am so night doctors attended as well. Saturday was okay as I had two CCOT. There were other crash calls but nothing that needed the resident doctors help”		Improved communication between ALS admin and Resident doctor service managers		Clinical Support and Specialist Surgery (CSSS)

		I17214		10/10/25		15:00		10/15/25		Patient contacted CNS Via email on Sunday 12/10 to say how unhappy she was with her transport home after her first cycle of treatment on Friday. "On my way home the taxi driver wasn't nice to me at tall took the p*** out of me blasting is windows while open going down the motorway told me to chill, Asked him to close is windows ect and he wouldn't said to it was hot...and to chill out, This as really got to me and really upset me and because my voice is gone. I don't want to come again"		Advised Department that should this happen again then to direct the patient towards the transport department where a complaints form can be passed on for the patient to make a complaint 

Escalated to NWAS to investigate 

Advised as per outcome of the meeting to put a datix to NWAS so that it can be dealt with at a higher level		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/28/25		Once I read patients email on Monday I called to offer reassurance and to ask further questions, I gained permission to take this further. 
I emailed PALS and transport department asking how I should escalate this ; PALS promptly told me that as this was not internal it would be transport may be best placed to help with this not them. 
Reply from transport on Tuesday PM asking for DATIX to be completed so that this can be investigated further and escalated to the transport provider.		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17203		10/10/25		14:20		10/14/25		TSRT9 13CC SB3i MD13CC CF3a

Additional image #15 due to machine fault prior to initiating treatment, after acquisition of CBCT. Engineers requested the patient to be brought off the bed to allow for the fault to be investigated. B7 approved additional image, additional concomitant dose to patient 0.8mGy (Fast H&N S20).		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Fault occurred, would not allow treatment to be delivered. Called engineers who requested patient be brought down so they could investigate and fix the fault, B7 contacted to approve additional image. Patient moved onto another suite, rescanned and treated.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I17195		10/10/25		15:00		10/14/25		Radiographers reported that the carbogen regulator had a loose flow meter.
This is the second time we have seen the issue with these devices and fortunately was picked up before it flew off like in the previous incident.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting the organisation		Near Miss		Radiotherapy incident		TS - Technical services		3I Regular preventative maintenance and repair programme		Redikin,  Jacqueline		Finally approved		No Harm		No harm		10/31/25		Reported to engineers who confirmed flow meter was loose.
Tightened the flow meter grub screw and logged in EQUIP. 
Removed from clinical use. 
Informed MDSO and arranged to take device to CTSG.		keep on checking gauges before use.		Network Services

		I17187		10/10/25		00:00		10/14/25		Haematology support secretary has identified that several patients have had incorrect blood results added to EPRO by Haematology registrar. The registrar has dictated clinic letters but has manually inputted incorrect blood results into the EPRO letters.		discussed with SpR- reminded of correct practice and not to copy and paste
Secretary informed not to amend results herself
improvements to local inductions		The Christie NHS Foundation Trust / Network Services / Haematology Governance						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		Low Harm		No harm		10/29/25		Secretary identified and informed Service Manager and consultants. 
Letters corrected and checked to ensure all letters have correct information. 
Datix submitted. 
Trainee's educational supervisor notified.		Improvement on local induction processes for resident drs.		Network Services

		I17392		10/10/25		09:00		10/21/25		Postal return of High cost medication which can not be used so will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Contacted team to inform them and received reply				Network Services

		I17519		10/10/25		18:48		10/24/25		Patient passed away on the ward on 10/10/25. Patient was marked as "deceased" on Care Flow but was not marked as "Fully Deceased", meaning their appointments remained booked. Consultant noticed the patient was booked into an upcoming clinic, and flagged to me.		Awaiting		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Incident referred to DPSIG		No Harm		No harm				Turned off communication preferences so patient's relatives would not receive a text about the appointment cancellation.
Marked patient as fully deceased on Care Flow, and closed down the open referrals in the process.

At time of writing, there are 858 other patients who have passed away in the last 180 days who have not been fully deceased on Care Flow. Screenshot attached.

27/10 -CSSS Governance; RAPID REVIEW NOT REQUIRED -  I have flagged this for DPSIG 27/10 just for a mention so Team Leaders can disseminate this issue down to staff.		Awaiting		Digital Services

		I17081		10/10/25		03:50		10/10/25		Patient assisted with Zimmer frame by another Nurse  to transfer to commode
Patients legs gave way and assisted to the ground				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to sit		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Myself and a colleague assisted Patient from sit to stand position onto commode

13/10 - CSSS Governance; just need to check M&H assessment was updated after this near miss				Clinical Support and Specialist Surgery (CSSS)

		I17104		10/10/25		14:00		10/10/25		Upon entering transfusion room when transfusion was completed it was noticed that cannual dressing had come away and cannula shaft was bent at right angle in arm. Upon removing there was a swollen area above cannula suggesting infiltration.		Patient was informed of infiltration as he had not noticed until the nurse pointed it out. Aware that there will be bruising due to being a blood product. Patient safety netted with the correct advise.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Transfusion incident		Equipment		Equipment failure in clinic area		Aremia,  Laura		Finally approved		Low Harm		No harm		10/17/25		Patient informed that an unknown quantity of his transfusion had gone into his arm and he would likely have a bruise. Safety netted signs of compartment syndrome and what to do in the event of these.				Network Services

		I17101		10/10/25		15:12		10/10/25		After finishing paclitaxel and flush - noticed slight swelling and slight redness		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/16/25		No treatment was infusing at the time - treated as extravasation although, reviewed by Dr. Clement and was unsure if it was skin/vein irritation or extravasation. Re-cannulated for the next treatment in the regime.		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		Network Services

		I17098		10/10/25		12:30		10/10/25		TSRT9 / EL3 / 13Z / CF 1B / MoD 13I / SB 13AA SB13I
#6/20 prior to switching on for image it was noted that the image preset length was longer than required. 
Jaws indicate M20 but when measured only required an M10.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Escalated to B7 immediately, agreed.
Filter changed to M10 prior then image taken.
Image suitable therefore changed in imaging beam for future #'s.

Additional 7.0mGy delivered. Not reportable.
Feedback given to radiographer that completed image prep.
Feedback also given to staff that had imaged #1-5 to highlight for their awareness to check the preset is appropriate.				Network Services

		I17095		10/10/25		08:20		10/10/25		Planned apheresis today, patient went straight on machine for day 2 collection, CD34 count results 12 today. Deviation as their cell count does not meet minimum threshold.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Myers,  Nicola		Finally approved		No Harm		No harm		10/27/25		Dr Kulkarni has reviewed and and approved the plan for this patient with yesterday results. To continue with apheresis today.				Network Services

		I17113		10/10/25		16:50		10/10/25		17:50 patient tripped over her feet and fell onto the floor. She was receiving SACT through her port at the time and the drip stand fell to the floor as well. 
HCA saw the fall from afar, shouted out for help. the HCA confirmed she did not hit her head.		Incident managed appropriately, patient did not report any further issues after her trip.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		Observations done as charted and NEWs 0. 
Patient said she felt completely fine and had just tripped over her own feet. She confirmed she wasn't in any pain. 
nil issues with the SACT on the drip stand, this continued as normal. 
nil further actions required, she was helped back to her chair. repeat observations taken.		Incident managed appropriately, patient did not report any further issues after her trip.		Network Services

		I17114		10/10/25		10:30		10/10/25		Reviewed my patients pressure areas, she had broken skin to sacrum, very red. diagnosed as DTI.		Care applied as per TVN plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		dressing applied, mattress upgraded, pressure ulcer care plan updated and skin bundle, referred and reviewed by TVN and DTI dressed, also had medical illustration.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17115		10/10/25		16:00		10/10/25		TSRT9
Patient attended for fraction 4 out of 5 radiotherapy vsim plan, before getting patient in the room rad noticed post pin value given on plan was measured on PLO beam (measured diagonally through the civco and bed). Plan PDF did not provide a post pin measurement from directly under the couch. Alerted B7				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		11A Verification of patient ID, orientation and data entry format to include all patient data, imaging etc		Saunders,  Jane		Finally approved		Low Harm		No harm		10/17/25		B7 spoke to pre-treatment rads in vsim and asked them to provide a measurement for under the treatment couch to be able to calculate post pin to back of bed. This screenshot was added to patients plan and new post pin calculated by B6 & B7 treatment rads. Patient did not manage treatment due to pain so rescheduled.		n/a		Network Services

		I17116		10/10/25		20:00		10/10/25		Patient told he could go home late this afternoon 
TTOS completed however not handed to pharmacy so no TTOS dispensed 
This wasn't realised by nursing staff until late when pharmacy was closed. Agency nurse looking after patient 
Patient said he would go home with the medications in his draw and receive back the CDS that he brought in with him 
CDS were left on ward 2, not transferred up to ward 4 with him. these were discarded by pharmacy today so now patient has no CDS
Patient refusing to				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		continued.... wait overnight for TTOS to be dispensed from pharmacy 
Noted TTOS were also incorrect as Dr prescribed 100mg instead of 10mg of Zomorph, this has now been changed 
Apologised to patient and explained situation 
Escalated to oncall DR- has now spoken to patient 
TTOS changed and printed ready to give to pharmacy tomorrow 
Added to handover to NIC on the 11th to ring patient when TTOS on the ward- Note patient lives alone so difficult for him to get in- escalate any concerns to duty manger tomorrow 
Night time zomorph given to patient before he left. Has enough regular medications in his draw,				Clinical Support and Specialist Surgery (CSSS)

		I17117		10/10/25		19:40		10/10/25		take over patient at 6 pm , at the end of treatment when i was about to put the flush , noticed swelling above the cannula dressing and on her fingers , treatment was finished , explained to patient about extravasation ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/13/25		tried to aspirate from cannula but nothing was there  . removed cannula , marked site , provide heat pack and elevated hand , took a photo on patient phone to compare , provided hydrocortisone to apply if any inflammation , advised to use heat pack 20 mts 4 times a day for 1 to 2 , advised to move hand and elevate for 48 hours , made a note on diary to follow up , waiting on call to review ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		Network Services

		I17118		10/10/25		10:00		10/10/25		HCA had buzzed for assistance with getting Leslie into commode. Leslie was struggling to stand straight and unable to listen to instructions. Managed to get onto commode with Ax2 with great effort. When trying to stand to clean Leslie up, he was not able to stand on his own. Was sat at edge of commode so I advised the HCA to assist Leslie to the floor to prevent him falling. We assisted patient safely to the floor. I asked the HCA to stay, and I will get some help.		No further action needed		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		I went out to ask for help. I had come across OT, and asked whether he would be able to help me get the patient back into bed. Physio, and senior colleague came in to assist me and the HCA.		Great team work by staff		Network Services

		I17135		10/10/25		16:30		10/13/25		Patient was due etoposide on Sunday, which needed to be dispensed by Baxters on the friday, however due to short expiry on the bag from Baxters it would expire before it needed to be administered on Sunday. Discussed with sarcoma specialist pharmacist, advised patient could receive 'pharmacist stock' bag instead, however, would need to be collected by a nurse @ 4pm.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit				Incident affecting the organisation		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Finally approved		No Harm		No harm		10/27/25		I contacted aseptics at 4pm asking if it was ready to collect and they advised I should come at 16:15 to collect. At 16:15 i went down to aseptics to collect and they said I could not collect it because I was a nurse and that it needed to be a pharmacist. I explained that to the pharmacist via alertive, but the sarcoma pharmacist was off site so could not collect. Escalated to ward manager, she asked iQemo pharmacist to collect. Half an hour later (15 minutes before aseptics shut), the etoposide still hadn't been delivered so i contacted the iQemo pharmacist again and a different colleague answered the phone, she said the other pharmacist had gone home and hadn't collected it. Haematology pharmacist (not a haematology regimen / patient) ended up collecting it as aseptics was closing.				Network Services

		I17138		10/10/25		12:46		10/13/25		Incorrect NHS number on the sample.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested via phone at 15:00.				Network Services

		I17111		10/10/25		09:40		10/10/25		Wrong laterality on TheatreMan and CWP. 

Patient was listed for left sided operation on the TheatreMan , CWP etc (Left heel surgery).  But the actual operation was meant for right side (right heel surgery). The consent was done with correct laterality which reflected on the images.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Friskney,  Caroline		Finally approved		No Harm		No harm		10/16/25		Informed the coordinator. Checked with patient, consent was double checked along with the surgeon . As it was wrongly recorded on the Theatreman and CWP only  , team was happy to proceed with the surgery after checking the consent and  images . Patient was happy to proceed.  Communicated well with IPU staff too

13/10 - CSSS Governance; Difficult to allocate as no patient details included. If error on CWP/ Theatreman is due to parent team, please add Pt details & let me know so I can reallocate				Clinical Support and Specialist Surgery (CSSS)

		I17710		10/10/25		17:40		10/31/25		Patient scheduled for contrast MR scan of Head for staging; contrast injection not given due to difficult cannulation; scan completed without contrast (For a Brain scan, a scan without contrast for Grade 4 tumour) that has potential effect on diagnostic quality.
Patient need to visit again for the scan, clinically he is not well and needs an urgent scan, still awaiting for a date.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Whelehan,  Sarah		Finally approved		No Harm		No harm		11/3/25		Repeat scan as urgent requested on 21/10/25, as scan Radiologist can't comment on the disease status for the scan without contrast, but awaiting date.				Clinical Support and Specialist Surgery (CSSS)

		I17211		10/11/25		07:40		10/15/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number:  G095 625 407 446 A		To monitor and discuss at IRM		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS		Proper communication between the ward and transfusion lab for blood products ordered		Network Services

		I17143		10/11/25		11:41		10/13/25		First name spelt wrong on the sample.		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive.		sample should be properly labelled before sending to the lab		Network Services

		I17250		10/11/25		16:31		10/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17267		10/11/25		09:00		10/16/25		BP reading monitoring required daily from cycle 1 day 1. Unclear in protocol when to start BP readings at home, from Schedule of events appears starts from cycle 2. However upon clarification the bp review is from cycle 2 day 1, but daily blood pressure readings needed from cycle 1 day 1. 

Due to this error patient missed 4 days of blood pressure readings				The Christie NHS Foundation Trust / Research and Innovation						Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		Patient called and was able to obtain and BP machine at home. Bloods pressure readings normal. 
Medical team aware. 
Patient is coming in on Friday where an at home blood pressure machine will be provided with a blood pressure dairy. 
Daily blood pressure monitoring added to prompt sheets. 
For discussion in risk meeting. 
Clarification about this from sponsor.				Research and Innovation

		I17129		10/11/25		11:30		10/12/25		when doing weekly CD stock check, noticed on pg 98 diamorphine, there's an unsigned by x2 nurses Syringe driver check for a patient		Discussed with nurses involved 
Added to learning from incidents newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Record - no record/not recorded		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		datix, NIC aware.				Clinical Support and Specialist Surgery (CSSS)

		I17130		10/11/25		22:00		10/12/25		Rn on night shift missed a long acting CD for a patient		Discussed with named nurse. Advice/support given for learning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		NIC aware, datix				Clinical Support and Specialist Surgery (CSSS)

		I17131		10/11/25		22:00		10/12/25		Night staff reported oramorph (morphine sulphate) carried over to two different pages in CD book.		Communications sent out to all staff regarding being vigilant when carrying over CD's as this could lead to errors. Near miss incident highlighted to all Band 6s within their communication forum at time of event.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting the organisation		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		One page discontinued and oramorph recalculated - less that expected but within 10% - datix completed and email to be sent out to staff re being vigilant when carrying over CD's as this could lead to errors.				Clinical Support and Specialist Surgery (CSSS)

		I17132		10/11/25		16:40		10/12/25		night nurse didn't handover or escalate news - 6 to day nurse. Pt became very SOB and agitation @11:20 , RN looking after pt escalated to dr, reg, ccot on call. REG + dr reviewed, stated not concerned and doesn't think its a chest infection so gave the go ahead for chemo. high resps and agitation when administered pre chemo meds, escalated to dr and RN looking after pt that I'm concerned. DR was happy with reg plan. pt had cardiac arrest 20 mins later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Bushell,  Lyn		Learning response required		Death						CCOT informed about escalation concerns with dr and reg. NIC aware, email sent to ward manager 

SKB moved to CSSS but SKB will support via Parent team.				Clinical Support and Specialist Surgery (CSSS)

		I17133		10/11/25		10:00		10/12/25		pt stated that RN's throughout the day have been disconnecting pts TPN from CVAD and reconnecting the same line/TPN back to patient. pt was agitated due to saying we cannot disconnect when its running as RN's have been doing so for the week while he's been IP.		WM conducted full investigation. CPE discussed with the patient to determine details and to apologise for policy not being followed. Incident discussed with all of nursing team and healthcare assistants. Added to handover and discussed in huddle.

audits implemented.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		explained to the pt why we don't disconnect TPN, stated rn's disconnect when changing t-shirt every day and reconnect him. no one told him that this cant happen. explained and advised that this shouldnt happen but he stated 'im dying anyway and to just do it' and said 'we too young to understand' . NIC aware. managed to put tpn through his shirt and was happy with this. updated on handover to remind people of correct protocol				Clinical Support and Specialist Surgery (CSSS)

		I17119		10/11/25		05:00		10/11/25		patient required 2 units RBC 
1unit given 
on request of second unit - documents showed that 2nd unit has been collected 
escalated to blood bank - who did not disclose information if 2nd unit has been collected 
Unable to given 2nd unit due to records				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Escalated to NIC 
Requested new prescription 
contacted porters / blood bank/ security - no information provided regarding collection of 2nds unit				Clinical Support and Specialist Surgery (CSSS)

		I17120		10/11/25		01:30		10/11/25		Following suspected infiltration - escalation for reinsertion of new cannula required to administer 1 unit RCB 
8 attempts to re-cannulate with successful insertion to left jugular - not practise we often see ward level 
Concerns raised by peers regarding technique as same needle was used for multiple attempts on patient who has positive blood cultures for infection 
Cannula only secured with dressing to neck - high risk of displacement in this area 
No documentation of attempts / completed		The CCU on call team including the on call registrars will be informed that the use of External Juglar venous approach should be discouraged except in life-threatening/ resuscitation scenarios. If further training in Ultrasound guided venous access is needed the doctors should contact their educational supervisor to facilitate it.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Seth,  Rajan		Finally approved		No Harm		No harm		10/28/25		Escalated to duty manager 
cannula inserted in left hand early am 
to review patency of cannula in left hand prior to removal of line in jugular 
inspected attempted insertion sites 
conversation held with patient to help alleviate stress		After a detailed discussion we agreed that the CCu registrar should have documented the events on CWP which would have provided some guidance to the nursing staff on how to use this line. Also for future we agreed that External Juglar access is not the recommended access route in current clinical practice and alternative approaches like ultrasound guided venous access or in emergency Intraosseous access should be practiced.		Clinical Support and Specialist Surgery (CSSS)

		I17121		10/11/25		13:00		10/11/25		AACU staffed with 2 ANPs at weekend with escalation plan as follows (from AP Bradley): first help from AAU Reg, then Hospital Reg then consultant.  AACU full, pt reviews getting delayed, No ANP capacity, further 5 patients added to list; have asked for help via alertive - no response.  D/W Dr Nagy - he is busy on AAU and reports Trust one Reg short.  Unable to arrange assistance as per current escalation plan.		To speak with the trust lead SpRs on how short notice gaps on the rota can be managed.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting the organisation		Harm		Monitoring and Information		Staffing		Staffing Issue		Cox,  Margaret		Finally approved		Moderate Harm		No harm		10/14/25		Will keep trying to source assistance to prevent delays to pt care; otherwise, night team will have to keep AACU open to review later patients.  
12/10 - CSSS Governance; Tricky to allocate & needs downgrading to 'low harm'. Allocated to NWS re: rota's and Reg cover.				Network Services

		I17122		10/11/25		02:59		10/11/25		Phosphate Polyfusor infusion possibly prescribed wrongly and given wrongly.
500ml over 10hours, clinically indicated for low phosphate		Findings fed back to medical management

Clinical Based Educator and Ward Manager on AAU have highlighted findings to nursing staff. 
New electrolyte derangement policy highlighted in newsletter. Hypophosphatemia algorithm poster in treatment room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		Infusion stopped		No harm to patient 
New clinical guidance on management of hypophosphatemia (July 2025) may have contributed to prescribing and administering error  
More education and awareness required to both medical and nursing teams of new trust guidelines on electrolyte management		Clinical Support and Specialist Surgery (CSSS)

		I17123		10/11/25		11:00		10/11/25		Patient received C2D1 Weekly Paclitaxel. 
After 26.1mls patient visibly flushed and mentioned experiencing some back pain
Treatment immediately stopped. colleagues and ACP made aware of reaction.		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication.
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain.
This then settled and patient continued with treatment over slower rate, tolerated well

Team emailed but no clinic appointment booked as patient had just seen the doctor prior to this cycle. Communication with Team via e-mail is to ensure script highlights slow rate for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication. 
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain. 
This then settled and patient continued with treatment over slower rate, tolerated well		Documented that observations were recorded but no actual results of observations were documented on CWP so unclear how many sets of observations completed and what was the NEWS2 score.
Will email the nurse that reported the incident to highlight this and identify learning.		Network Services

		I17124		10/11/25		10:00		10/11/25		Administered 50mg pregablin instead of 25mg pregablin in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		-informed ward Dr
- informed nurse in charge
-informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17125		10/11/25		13:00		10/11/25		Preparing Pembrolizumab with closed system.
upon drawing up on of the pembrolizumab vials started to leak medication around the bung of the vial where spike was inserted, medication dripping all over ANTT tray.
On observation, looked as though bung was dislodged.
Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Spillage cleaned as per policy
NIC informed.
Colleague assisted.
New vial of medication obtained to make correct dose for patient.
faulty vial disposed of into sharps bin.		Correct procedure followed, nurse feels this was the rubber bung that had become loose in the metal rim. Reported to yellow card - ID: GB-MHRA-DEFECT-202510131350478030-DMLPN. Vial discarded so unable to send away. No harm to anyone.		Network Services

		I17126		10/11/25		14:00		10/12/25		No duty manager attended work on the late shift.
Second on call informed. 
Early duty manager at the time asked CCOT to temporarily sit in as DM whilst 2nd on call was coming in but they were an hour away.
There was a cardiac arrest at 16.51 - CCOT informed 2nd on call DM that they were at a cardiac arrest and can't do two roles.
No duty manager came in to cover the role.				The Christie NHS Foundation Trust / Network Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Adams,  Claire		Rejected		No Harm						CCOT needed to lead the arrest therefore unable to do both roles.
Cardiac arrest team was without a duty manager to help support the cardiac arrest, coordinate staff on the wards and help with other patients. 
Nurse on the ward put an alertive out to ask if any of the wards could spare a nurse to help with the ward.				Network Services

		I17127		10/11/25		16:51		10/12/25		Patient had a cardiac arrest on the ward
CPR for 6 minutes, 2 rounds of CPR.
ROSC achieved.
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Caporn,  Alice		Incident referred to DPSIG		No Harm		Death				ALS algorithm followed
Intubated on the ward.
Transferred to CCU intubated.
Later found AaND from Macclesfield on a purple form in the notes from 3rd October - no acknowledgement of this on any CWP documentation from parent team or clerking.				Clinical Support and Specialist Surgery (CSSS)

		I17166		10/12/25		14:00		10/13/25		Patient on TPN. Firstly N4 on Friday 10th October which was dispensed on ward level/communicated with TCP. Then patient to be commenced on N9 for the weekend 11th and 12th. Two bags of N9 was requested on EPMA to send up on Friday 10th. Patient had one bag N9 on 11th however no bag was administered on the 12th therefore missed a TPN feed. Bag not found in fridge.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Dietician aware		Staff reminded to ensure using correctly named/dated bag for TPN		Clinical Support and Specialist Surgery (CSSS)

		I17209		10/12/25		12:00		10/15/25		TSRT9

When doing a patients treatment prep it was noticed that the pt's village was spelled incorrectly.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Clinical Event		Radiotherapy clinical event		Radiotherapy Clinical event		Booth,  Adam		Rejected		No Harm						Messaged reception who were able to amend the data in CWP				Network Services

		I17300		10/12/25		14:48		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17128		10/12/25		09:05		10/12/25		Cardiac arrest on the ward
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Clinical Oncology		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Incident being managed locally		No Harm		Death				No issues during cardiac arrest
ALS followed
No reversible causes, likely cardiac given history
Good team work throughout
Hot debrief undertaken				Clinical Support and Specialist Surgery (CSSS)

		I17134		10/12/25		20:00		10/13/25		Poor recording of fluid balance:
Patients Fluid balance had not been recorded from 00:00 12/10/25 till 10:00. 
Patient scored highly in the evening with low sats. Was handed over that an additional stat dose of furosemide was given  when spiked a temp in the evening. Already on BD furosemide. This has not been signed for on EMPA in PRN section of chart.		13/10 - lack of documentation - nurse involved to be spoken to. MT to find out when frusemide was given/what dose.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Brennan,  Naomi		Finally approved		No Harm		No harm		10/13/25		Temp spike from 17:00, with no paracetamol given till night staff on shift. 
Calculated fluid balance		Accurate documentation		Network Services

		I17308		10/13/25		08:00		10/17/25		Ordercoms number 9380525 :  Re-used virology label from the 12/10/2025  Requested by Kiah Singleton.		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged and sample sent to MRI in the hope that they would process it using one of their own numbers.		One label should be used for one sample.		Network Services

		I17309		10/13/25		08:00		10/17/25		Virology sample received in pink photophoresis bag.- These bags are specifically used for the test photophoresis.  Requested by Cesarina Goncalves Leite
(Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could ended up in the wrong department as it had been put in the wrong bag.)		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged, booked in and sample sent to MRI with a delay due to it going to the wrong department as it was in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17310		10/13/25		08:00		10/17/25		Ordercoms numer Patient 1: - 9380981 Virology in with biochemistry samples in clear bag. - requested by Shauna Docherty, label printed by Harriett Nicholls.  Patient 2 - 9381217 - Requested by Nicola Hewitt   (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample was delayed getting to MRI as it had been put in the wrong bag. )		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged booked in and sample sent to MRI with a delay due to being in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17311		10/13/25		12:00		10/17/25		Ordercoms number 9381115 - Virology sample in biochemistry bag.  Requested by Cesarina Goncalves Leite.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This ample was delayed getting to MRI as it had been put in the wrong bag.)		To continue monitoring ordercom incidents		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Network Services

		I17314		10/13/25		14:39		10/17/25		Patient referral received 13/10/2025, dated 04 08/2025. Was on CWP, but appears not received by New Referrals at that time.		- Referral processed as urgent due to delay.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Triaged urgently to Consultant.		- Do not send referrals via post.
- Always send to the-christie.new.referrals@nhs.net		Network Services

		I17315		10/13/25		00:00		10/17/25		Two cases for biomarker analysis were mislabelled on receipt. 
Error was detected at analysis stage.
Case B25-53008 was identified as analysed and reported following protocol. Case B25-53009 had not been reported and was rectified prior to reporting and sending according to internal QC processes.
The report was retrieved and amended before dissemination to patient resulting in a near miss incident.		See Actions tab for details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Billington,  Catherine		Finally approved		No Harm		No harm		10/17/25		Stoke hospital was contacted to inform of error and report was destroyed pending release of correct authorised report. Correct results were re-issued and electronically distributed on authorisation. Stoke contacted and confirmed receipt of the correct report.		To maintain a quiet environment with no distraction to ensure the protocol can be followed and QC checks are not missed		Christie Pathology Partnership

		I17415		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/24/25		Medicine return logged by TCP
Medicine return log reviewed by Homecare Pharmacy Technician
Datix completed where applicable 
Pharmacy Homecare team have checked CWP for any relevant background and CMM to establish if the patients medication has been re-dispensed.
Email sent to team and reply received.				Network Services

		I17418		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil - all actions taken by reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician
Datix completed where applicable 
Pharmacy Homecare Team has checked CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Patient has had further cycles dispensed since 
He usually collects				Network Services

		I17212		10/13/25		12:30		10/15/25		Patient began deteriorating in clinic - escalated to the team and outreach. Bed requested on the AAU at 12:27 by doctor. Two research nurses and a healthcare assistant waited with the patient until we were able to transfer them at 19:00. During these 6 1/2 hours the patient was scoring on the NEWS2 between 6 and 10. Outreach came to review - sepsis was suspected but were unable to complete sepsis 6 within the hour as there was not a clear plan from the medical team that reviewed the patient.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Calvert,  Sarah		Finally approved		No Harm		No harm		10/23/25		As the patient was waiting for a bed in the outpatients department (department 1) we alerted the CRF NIC regarding the incident as if an emergency were to happen it would be more safe to have the patient on the CRF rather than the outpatient department. We were advised by the NIC to remain in the outpatient department as they believed it would be unsafe to transfer the patient upstairs and were told to ring up if we needed help.				Research and Innovation

		I17186		10/13/25		11:00		10/14/25		Patient gave informed consent to V5 of PIS, however had previously been provided with V4 PIS prior to a recruitment freeze. Patient was verbally updated on the changes to the PIS over the phone when asking if he would like to join the trial, however new PIS was not provided prior to randomisation.
Patient has been randomised to the active monitoring group prior to identification of the error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Taylor,  Claire		Incident being managed locally		No Harm						Apologised to the patient. Contacted patient and made aware of the changes to the PIS, new PIS emailed to patient to read. Plan to reconsent in clinic on next visit.				Research and Innovation

		I17200		10/13/25		11:00		10/14/25		Completed pharmacy part of discharge for patient on 13/10/25, not known to me as first day covering ward. Checked medicines reconciliation on admission against current drug chart and TTO, identified pre-admission was on sodium valproate EC 500mg tablets (Epilim GR), 1g OM and 1.5g ON but was prescribed sodium valproate MR 500mg tablets (Epilim Chrono) 1g OM and 1.5g ON on admission on 02/10/25		staff reminded via email		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Seth,  Rajan		Finally approved		No Harm		No harm		10/30/25		Explained error to patient and apologised for error. Able to supply correct formulation of sodium valproate (Epilim GR) on discharge		Importance for nursing staff to ensure the correct medication is being given in relation to the prescription - ie modified release etc		Clinical Support and Specialist Surgery (CSSS)

		I17184		10/13/25		17:00		10/14/25		Patient had MR scan of spine finishing around 0820. Scan was checked with radiologist covering list who said confirmed MSCC and patient should be log rolled on to MR trolley and kept in the department. Staff were brought from CT to help and the patient was logrolled onto the trolley and put in the anaesthetic bay with his wife around 0830.  The radiologist contacted the med onc reg who agreed to see the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						When the med onc reg arrived, they also had to assess a patient who had been found to have brain mets. This patient became unwell requiring further treatment from the outreach team and the med onc reg.  After this had been dealt with, the MSCC patient was assessed and the med onc doctor would request a bed for the patient. 
The patient was made as comfortable as possible through the day, and provided with sandwiches, and water and kept lying flat. 
Patient flow was checked with throughout the day and evening but the bed for the patient did not become available until 1850.  The patient was put on Teletracking at this point. 
Shortly after this the patient pressed the call buzzer which was answered immediately by a staff member who found the patient had turned on his side and was vomiting heavily. The patient was assisted  and left lying on his side. We attempted contact with the porters to ask for the patient to be taken to the ward immediately but there was no answer at the porter's lodge. 
As soon as 2 MR staff members were available, the patient was taken to the ward . They met the porters on the way, so the patient was taken by them.				Clinical Support and Specialist Surgery (CSSS)

		I17167		10/13/25		15:45		10/13/25		patient was sat on edge of bed and fell forward onto floor (unwitnessed) - reports didn't hit head just hurt his side as he fell down.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		emergency buzzer pressed (found by hca) obs taken with no concerns, bm taken within range. ward doctor checked over, supported to stand. No apparent injuries				Clinical Support and Specialist Surgery (CSSS)

		I17179		10/13/25		16:00		10/14/25		ASU prepared Mifamurtide SOC in the AM session with 4 hours expiry allocated. Confirmation of required time given by ward to ASU coordinator. Notified at 16:00 that treatment had not administered in time and the product had now expired, patient was unable to receive treatment on the required day. Ward request for ASU to make treatment the following day, uncertain of whether they will be able to receive due to other therapy on the same day (MTX).		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed.
Service Manager has sent comms out to medics re pathway with iqemo permissions. See evidence in documentation section.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		ASU agreement to remake treatment the following day should it be required.		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed - to reallocate to HS for review and input		Network Services

		I17164		10/13/25		12:00		10/13/25		Patient A was booked for a chest aspiration that resulted in a chest drain. Patient A was not vetted or booked for a IPU recovery space. Patient need last minute space in recovery after drain was inserted. Was communicated to IPU team after drain inserted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Royle,  Gregory		Incident being managed locally		No Harm						Space created for patient. 
Emergency admission done. 
Bed booked for patient.				Clinical Support and Specialist Surgery (CSSS)

		I17165		10/13/25		13:00		10/13/25		MDT Notes left in ORTC seminar room, containing detailed information about 9 patients. Approximately 10 copies left in the room of the info.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Rees,  Amanda		Finally approved		No Harm		No harm		10/24/25		Copies removed and put into confidential waste immediately. Unclear how many members of staff used the room between MDT meeting and meeting at 1pm when sheets were disposed of.				Research and Innovation

		I17157		10/13/25		11:15		10/13/25		Bed 5 (2 missing line label) 
Bed 8 (2 Missing line label)
Bed 9 ( 2 missing line label)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Information fed back to nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17169		10/13/25		11:45		10/13/25		Patient attended for C1D8 paclitaxel. Received 23mls and reported feeling hot and flushed with a "pain in her kidneys" and appeared drowsy. Treatment stopped, observations checked, two doses of hydrocortisone given. Oxygen administered as patient was desaturating on RA. Became hypotensive so 250mls bolus given. Patient then started to stridor and adrenaline was given.  ECG done, VBG sent and blood cultures. Lactate 2.6, blood cultures taken and repeat bloods. Monitored patient until became stable.		Actions and result of actions taken	

Oxygen, hydrocortisone, metoclopramide, adrenaline given.
VBG taken, meropenem given, ECG done.
IV fluids administered. Blood cultures and repeat bloods taken.
Observations recorded. NEWS2 initially scoring - 6. then increased to 8. Reviewed by Critical Care Outreach Team.

ACP reviewed on unit -  see above annotation 
Details and reason for admission	
Taxol reaction on ORTC this morning. Seen by outreach and requires 24 hour monitoring. BP unstable. Please could she be admitted to AAU ASAP? 
Patient monitored closely.

Handed over to AACU.
Team emailed to inform of situation.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/15/25		Treatment stopped, O2 given, hydrocort administered, adrenaline given		Critical care outreach review was important in confirming treatment plan.

Most recent NEWS2 score	3
Outreach comments	
Responded to urgent clinical request following Paclitaxel reaction. 

CCU Consultant Dr Vidya & SpR Dr Mo also in attendance. 

Mary had become very flushed, hot & was complaining of back pain around 24mls into infusion. 

Infusion stopped immediately by nursing team. 

0.5mg 1:1000 Adrenaline administered s/c by nursing team due to significant wheeze, desaturation & hypotension. 

2 x 100g Hydrocortisone IV administered 

4mg Chlorphenamine administered as pre med

On arrival: 

All symptoms appear to have resolved. Observations stable and within normal range. 

No audible wheeze, chest clear on auscultation. 

Agreed for plan to admit to AAU for further monitoring. 

1L NaCl in situ. 

No further concerns at present. Team aware to re-escalate any time with any worries or concerns.		Network Services

		I17170		10/13/25		16:00		10/13/25		paclitaxel reaction immediately after start of chemo,
10 ml of chemo in, started feeling breathless, seeing lights in front of eyes, felt like dying, red face, 1 episode of loose stool, 1 episode of vomiting
 doctor alerted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		stop therapy, doctor made aware, obs check, reaction box taken and used drug as per doctors advise given, re started therapy after 30 mins in slower rates, patient tolerated well , email sent to consultant.				Clinical Support and Specialist Surgery (CSSS)

		I17171		10/13/25		11:00		10/13/25		Patient on MATrix chemo regime.
Patient confused during admission, issues with using urine bottles to measure accurate urine output. 
Documented by medics on 09/10, "Urinary catheter short term to facilitate urinary pH and output monitoring whilst clearing methotrexate, urine pH 8 or above and urine output 100ml/hr or above". 
Not done until overnight 12/10/25 whilst documented on fluid balance "incontinent". Missing urine pHs on fluid balance and U/O<100mls hr and not escalated over weekend.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Catheter now insitu. 
Medical team aware of AKI. 
Now having 2 hourly urine dips documented on fluid balance.		16/10 - Lymphoma Drs will need to be aware of how to get messages for actions to the staff undertaking actions.		Network Services

		I17172		10/13/25		12:00		10/13/25		PGD 1 hour breach. Difficult Venous access resulted in a 1/2 hour window to administer antibiotics. PGD criteria met and Tazocin and Gentamicin commenced on EPMA. Medication given late due to nurse-related confusion over which antibiotic was required and near miss with administering the wrong antibiotic (Not myself). This near miss incident will be documented separately.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Clarke,  Catherine		Incident being managed locally		Low Harm						Clinical review on admission from ANPs. Aware of delay in antibiotic administration. 
Conversation with administering nurse about error and reflection advised.				Clinical Support and Specialist Surgery (CSSS)

		I17173		10/13/25		19:30		10/13/25		Patient having a shower with 2x HC, had vasovagel epsiode.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Emergency bell pulled. 
Outreach contacted. 
Observations, BMs taken. 
Escalated to Dr to review.		Reviewed by crash team and outreach. Patient had vaso-vagal and seizures.
All appropriate actions taken at time of review		Clinical Support and Specialist Surgery (CSSS)

		I17144		10/13/25		07:00		10/13/25		Feedback externally patient was discharged home with MASD and no district nurse referral.
Patient went on to develop cat 3 and admitted to hospice
Rapid Review requested by Associate Chief Nurse				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Patient discharged home with completed discharge checklist
Stairs assessment completed by physio				Clinical Support and Specialist Surgery (CSSS)

		I17149		10/13/25		06:45		10/13/25		Arrived in PBT dept level 1 from the bed lifts. Controlled access doors to gantry corridor both stuck in open position, so swipe access not maintained to Controlled radiation area.
Supervised radiation area (physics store cupboard) door was also wide open. 
This was following extensive physics QC on Sun 12.10.25 & no sign present on door for activated equipment following QC (physics colleague advised that this was missing).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Hard Facilities / Operations and maintainance				Incident affecting the organisation		Near Miss		Security incident		Site security		Doors unlocked		Edwards,  Thomas		Finally approved		No Harm		No harm		10/21/25		Closed door to Supervised radiation area and reported to physics team performing morning QA checks once they arrived. 
Closed swipe access doors to Controlled area.				Network Services

		I17150		10/13/25		12:50		10/13/25		referral received via post, sent to us by the secretary.  referral was dated 09/09/2025 and emailed 08/10/2025 to us.

**Awaiting email reply 17/10/25**		- Referring trust was contacted and advised on the correct process to submit referrals.
- Referral was actioned as urgent due to the delay.
- Datix was submitted per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		added the referral as urgent and emailed the referring organisation to send future referrals to us by email to avoid delay in possible treatment.		- External referral must be sent to the referrals inbox only.		Network Services

		I17153		10/13/25		14:00		10/13/25		Email referral Stepping hill. referral is dated 27/06/2025. we received it on 13/10/2025.		- Secretary sent to the NR team asap.
- Processed as urgent due to delay.
- NR team queried referring trust as to why it was delayed - yet to respond.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		i have added the referral on as urgent and let the secretary know. I have also asked the referring hospital why it was sent so late as well as additional reports.		- Do not send referrals via post.
- All external referral should be submitted via the-christie.new.referrals@nhs.net		Network Services

		I17154		10/13/25		13:45		10/13/25		patient tests booked in under incorrect patient.		To monitor incident category		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		test request deleted and correctly booked in		To book test under correct patients name by crosschecking the request and label on sample bottle		Christie Pathology Partnership

		I17155		10/13/25		12:50		10/13/25		TSRT9
Treatment radiographers noted when patient on treatment couch and when speaking to patient that fractionation had changed due to including a SIB from 23# to 25#. Pt unaware of change. Not highlighted at prep or during FDC.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		Alerted to B7. Dr contacted to speak to patient in department over the telephone. Pt happy with this. Updated annotation given by clinician. Feedback given to radiographers involved in incident.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		Network Services

		I17159		10/13/25		11:30		10/13/25		Bed 12 ( 1 correct line labelled , 1 Missing line labelled) 
Bed 20 (1 correct line labelled, 2 missing line labelled)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		Info feedback to Nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17160		10/13/25		11:45		10/13/25		Bed 19 ( 1 Missing line label) 
Bed 06 ( 2 Missing line Label) 
Bed 02 ( 2 Missing line Label)		Ward staff reminded to ensure they are labelling lines		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Information Feedback to Nurse in charge		Nurses to label lines		Clinical Support and Specialist Surgery (CSSS)

		I17161		10/13/25		13:00		10/13/25		Lab numbers (1) 2662315 & (2) 2662386.  Handwritten blood request form was booked in incorrectly.  The hospital number looked like 2014 when in fact it was 2019.  Results had gone over to CWP -to Patient 2's records (deceased 2015).		All incidents are discussed during daily huddles with the reception team.  The team have been reminded to double check that the number put in matches the sample to avoid any mistakes occurring when labelling, and to ensure that checks are completed against the computer and request form during the booking in process.
A trust wide digital solution such as Ordercomms, would help to reduce this error as the clinical team will request tests via CWP and label the samples before they reach the laboratory.
Space is limited within the laboratory and no capacity to move the computer to another area that is less distraction but within range of reception.  The trust ASICS project will result in a pathology decant and as part of this the new reception area can be modelled to reduce distraction as much as possible.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Abbas,  Madihah		Finally approved		No Harm		No harm		10/24/25		Samples re-labelled, comment put in on synergy to ignore results as they had been booked in in errory		The reception section is small within pathology and distractions can lead to errors being made.		Christie Pathology Partnership

		I17162		10/13/25		13:40		10/13/25		TSRT9
Patient was set up by the treatment team with a CIVCO mattress mistakenly in place and a scan was taken. The immobilisation equipment readout procedure was completed as per protocol in the room but the CIVCO was not removed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/14/25		A superintendent radiographer was immediately informed. The treatment team informed the patient of the mistake made, and re-set up without the CIVCO mattress in place. An additional scan was authorised.				Network Services

		I17258		10/13/25		15:08		10/16/25		Incorrect DOB on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 16:20.				Clinical Support and Specialist Surgery (CSSS)

		I17259		10/13/25		07:43		10/16/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 11:12.				Clinical Support and Specialist Surgery (CSSS)

		I17260		10/13/25		14:39		10/16/25		First name spelt wrong on the sample.		Reminded team to check cross match before send sample to labs. Samples to be checked by second person.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		New sample requested via phone at 15:30.		Coordinator to check sample before sent to labs and document on notebook about blood components requested		Network Services

		I17249		10/13/25		14:35		10/16/25		Patient received a unit of RBC’s and the first independent check not completed at the patients side. 
No starting information or end vital signs recorded.

NEWS not completed.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Safety,  Patient		Rejected		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I17256		10/13/25		15:15		10/16/25		No date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		New sample requested via Alertive.				Clinical Support and Specialist Surgery (CSSS)

		I17205		10/13/25		19:14		10/14/25		Red blood cell unit transfused over 1 hour instead of 3 hours as prescribed on CWP.		Transfusion Practitioner - Reported externally to SHOT 2025/010/016/HV3/010
Contacted ward Sister for further information on 16/10/2025, and ward manager on 21/10/2025, awaiting replies.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Learning response required		No Harm		No harm		10/15/25		NIC made aware. 
Asked RN caring for patient to complete duty of candour and also asked RN to escalate to the medical doctor on call. 
Observations post transfusion completed. 
No harm to patient made. No adverse symptoms identified. 
RN whom made error was open and honest and highlighted the error as soon as it was noticed.				Clinical Support and Specialist Surgery (CSSS)

		I17224		10/13/25		10:30		10/15/25		Patient had USS + FNA request for Neck + Axilla

Message sent on the 10th October to radiology on CWP to explain USS axilla no longer required but to proceed with USS FNA Neck . 
Attended for appointment both axilla and Neck USS done but no FNA to the neck.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Royle,  Gregory		Finally approved		Low Harm		Low harm		10/23/25		Contacted patient to check which area he has had a biopsy to . He confirmed only his axilla , even though he did raise the question that he was supposed to be having his neck biopsied . 

Contacted radiologist via email to ask reason neck was not biopsied. 
Spoke directly to radiologist following day , who confirmed message sent on the 10th October was not noted , and that the neck nodes were amendable to biopsy , and to book patient back in for this.				Clinical Support and Specialist Surgery (CSSS)

		I17239		10/13/25		10:20		10/15/25		An expired suture was used on a patient for wound closure. Surgeon was informed on identification of the error. Surgeon confirmed no harm to patient as the suture was expired less than 2 weeks time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Equipment incident		Medical		Damaged equipment		Wilson,  Kay		Incident being managed locally		Low Harm						Co ordinator was informed.
Escalated to band7.
Added on to the morning huddle to make aware of the staff ,the potential risks and harm of not checking the expiry before opening any consumables for the surgery .
Inspected the theatre for any other expired items.
Discarded the items.				Clinical Support and Specialist Surgery (CSSS)

		I17499		10/13/25		13:14		10/23/25		Tsrt9 
No cma moves available during image matching unsure if it was due to rejecting image?
Unable to send cma pt in pain therefore band 7 approved under protocol an additional image after manual applying bed moves in room, therefore re imaged to ensure correct moves applied
This was first incidence where additional concomitant image due to error- resulting in additional dose of 424ugy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Ensum,  Hannah		Incident being managed locally		No Harm						Band 7 informed and additional concomitant image approved				Network Services

		I17477		10/13/25		15:00		10/23/25		Ordercoms number 9380092 requested by Sandra Johns (1342)  Biochemistry urine sent in a microbiology bag.  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and sample processed with a delay as it had been put in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17454		10/13/25		12:00		10/23/25		Patient was in an emotionally difficult mood when attending clinic 13/10/2025 and MRSA swabs missed by nurse prior to his port insertion.
Identified 17/10/2025 - manager informed via email.
Port was implanted as planned 20/10/2025.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Turner,  James		Finally approved		No Harm		No harm		10/23/25		Contact made with IPU, there was a negative result from July 2025 and he was starting his eradication treatment as planned prior to procedure.  
IPU confirmed swabs will be taken prior to the port insertion.  
Also, handed over how the patient can present when he is anxious – in case he presented like this when attending.				Research and Innovation

		I17140		10/13/25		09:00		10/13/25		Student Nurse borrowed a Trust laptop and found a patient's ECG tracing, with their ID sticker, folded in half and on top of the keys.		Knowledge Services Manager made aware of the issue identified and potential risk. Subsequently understood that the issuing lapsafe was not in the library but elsewhere in the Trust.

To be followed up with Digital Lead by Friday Knight in relation to notices on other Lapsafes across the Trust.		The Christie NHS Foundation Trust / School of Oncology / Library and Learning Zone						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Knight,  Friday		Incident being managed locally		No Harm		No harm				Datix raised, informed DCSGO and Digital Matron.		Health care professional who left the information on the laptop should not have done so.
Notice to be placed on the Lapsafe in the library outlining confidentiality issues.
Student Nurse followed process correctly.		School of Oncology

		I17609		10/13/25		14:00		10/28/25		tsrt9
scanned referral on wrong patient notes		Techbar contacted and incorrect document redacted 
The patient where the incorrect document was recorded also had her own document recorded at the same time 
The notes for the patient the documents were meant to the recorded on was correct		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/31/25		Consultant made me aware of this. Tech bar contacted to ask on removal of the scanned referral on the incorrect patient on CWP
CB 202517851 has the incorrect ref of AW 608 429 8923

cross referenced, the correct scanned referral document is on the correct patients CWP file		Staff to be aware of risk of documentation recorded in error on incorrect patients notes and not being identified - resulting in the correct patient having no record on their file of the results		Network Services

		I17483		10/14/25		12:00		10/23/25		for the same patient: Ordercoms 9383162 - Virology sample sent in microbiology bag, ordercoms number 9383161 - Microbiology sample sent in virology bag - both requested by Kathleen Winter (3926).  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  These samples could have ended up going to wrong hospitals due to being in wrong bag.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Errors logged, booked in and samples sent to the correct hospitals.				Network Services

		I17500		10/14/25		14:49		10/23/25		TSRT9 Level 1 13BB md16g sb13aa cf1c
additional concomitant exposures not added into notes and not highlighted to band 7 that further authorisation needed for additional concomitant exposures
-Patient already had additional image on #3 which was recorded in nav
-However offline review after #3 decision was to repeat #4/5 but was not recorded as additional exposures as per protocol, and therefore at that point should of been highlighted to a band 7 as further authorisation from a practitioner was needed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Thompson,  Aimi		Incident referred to DPSIG		No Harm		No harm				This was picked up during end of treatment checks via additional imaging summary 
-band 7 informed				Network Services

		I17480		10/14/25		12:00		10/23/25		Ordercoms number 9382880 Req by Joshua Lentink & 9382916 (TFT) requested by Rachel Brown 2 barcoded on 1 sample. Handwritten not on the label - only one brown top bottle ?? add thyroid function on afterwards.  Two barcodes on one sample is not possible.  Analyser cannot read two barcodes.		Ordercoms training organised by the IT team and Lab team. Training video sent to area lead to cascade to staff.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		error logged, booked in both labels but added the TFT on to the 9382880 and booked the other one in with a comment stating that TFT was added to the previous number.		One barcode should be used for one sample		Network Services

		I17233		10/14/25		10:00		10/15/25		Patient 1 called endocrine reception to say that she had recieved another patients appointment (patient 2) letter alongside her own letter. Informed by reception staff who took the call.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Staff		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Scott,  Andrea		Incident being managed locally		No Harm						Attempted to call back patient 1 to ask to bring letter in on her next appointment, no answer. Another appointment sent to the correct patient (patient 2). Attempted to call patient 2 to apologise and inform that her appointment letter had been sent to another patient in error, no answer after 2 days of trying. 
Reminded all admin staff to take care when sending out letters to patients.				Clinical Support and Specialist Surgery (CSSS)

		I17236		10/14/25		13:50		10/15/25		Patient confirmed they attended BCTH Bury Hospice for bloods on 14/10 at 13:50pm. Came to review her via nurse led oral sact 15/10, however no bloods on the system? Unsure where or if they have been mislocated. Apologies provided to patient and rebooked for tomorrow 16/10.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Datix completed to highlight error
Apologies provided to the patient				Network Services

		I17223		10/14/25		15:40		10/15/25		Patient complained of new severe back pain during C2 Odualag treatment.		Actions and result of actions taken	

Treatment stopped.
Medications given - pain settled.
Treatment recommenced at 1/2 rate as per ANP advice.
Who was involved or informed of the event	Chemotherapy nurse
Reasons responsible medical team not informed	ANP Jenny B involved.
Team emailed to inform as will need slow rate next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped. 
Observations taken. 
100mg IV Hydrocortisone and 10mg IV chlorphenamine given. 
Pain settled. 
Treatment recommenced at 1/2				Network Services

		I17227		10/14/25		10:20		10/15/25		The rolling floor control cabinet 'fell off' the gantry. the brackets holding it to the gantry sheared.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Staff		No Harm		Equipment incident		Medical		Damaged equipment		Hewitt,  Mark		Incident being managed locally		No Harm						Gantry stopped rotating. Patient removed from the bed, and gantry 2 taken out of clinical use for the day whilst the system was repaired				Network Services

		I17215		10/14/25		12:40		10/15/25		Date of birth incorrect on Sample for Group and Save request.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		11/3/25		Ward informed and new sample requested				Network Services

		I17219		10/14/25		18:00		10/15/25		Pt for 1 unit red blood cells. Unit arrived to ward and G0 number wrong - taken back to lab. Next unit came and prescription said 'irradiated blood not required' however when clicking on 'view prescription' it said 'Lifelong irradiated blood required'		15/10/2025 - Transfusion practitioner discussed with the prescribing Dr who advised that when completing the special requirements checklist, it stated 'no special requirements'. Ticket placed with Tech Bar for further review.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/16/25		Called the lab to explain the error. Unit not given to patient. Informed doctor and lab who confirmed pt does not need irradiated blood. Unit of blood that we had on the ward not irradiated. 

Doctor confirmed unit can be given to patient (see anno)
All observations in RN anno on CWP. 
Explained to pt the delay.				Clinical Support and Specialist Surgery (CSSS)

		I17257		10/14/25		08:00		10/16/25		14/10/25
Significant leak from molecular radiation 2 on ward 4 down to brachytherapy unit. 
large amount of water, leaking +++ in corridor of unit through the sky light panels on the ceiling. 

16/10/25
Early hours significant leak again on to brachytherapy unit. 
Shower was running in molecular radiation room - switched off. Felt this may be the cause. 

*Nuclear medicine assessed radiation of leak - nil. Ensured safety. 
update 09:10am started leaking again.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)				Incident affecting the organisation		Near Miss		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident being managed locally		No Harm						Escalated to estates. 
Attended MR room with ward manager (supplied radiation monitoring badges)
Estates felt toilet was the cause and confirmed fixed. 

17/10 - CSSS Governance: I have linked this incident to another incident, raised by Clinical Scientist I17238, whcih has been sent to DPSIG. Spoken about in CSSS DPSIG this morning. No Rapid Review from Estates. Incident sent to NWS as it's a CMPE issue				Network Services

		I17238		10/14/25		17:00		10/15/25		Brachytherapy ward staff alerted us to Estates staff (plumbers) entering room MR2 on ward 4 (BMRU) to investigate a leak. This is a Radiation Controlled area- only trained staff may enter, all others require a Permit to work and supervision for their safety. No-one in the Nuclear Medicine department was contacted for advice. Do not know who the plumbers were.				The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Staff		No Harm		Non-clinical incident		Estates		Plumbing		Penny,  Christopher		Incident referred to DPSIG		No Harm		Moderate harm				The Plumbers had left the ward by the time we were made aware. Therefore we think an incident is best way to draw attention to this.				Capital, Estates and Facilities

		I17262		10/14/25		10:30		10/16/25		TSRT9/ level 5/ 13J/SB13F/MOD13G/CF3A
Noted prior to #4 that there were no inf isocentre marks on vacbag.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		Escalated to superintendent radiographer
inf isocentre marked on vacbag during treatment #4.				Network Services

		I17266		10/14/25		10:30		10/16/25		Staff member walked around the corner to go into the treatment room on Ward 2 when she slipped on a damp floor. It had been mopped earlier - the slippery floor sign was there but it wouldn't have been visible from where the staff member was coming from.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Paterson,  Ruth		Incident being managed locally		Low Harm						Staff member was assisted to the staff break room and she using cold/ heat packs for the area on her leg just above the knee. She stated that she had fallen onto her knees but the area above her right knee was very sore immediately after the fall.
She is not a Ward 2 nurse - she was just helping out on the ward due to staff sickness and after a rest she returned to ambulatory care unit as originally planned.				Clinical Support and Specialist Surgery (CSSS)

		I17264		10/14/25		13:47		10/16/25		Sample mislabelled.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		New sample requested via phone.		To ensure samples are labelled properly		Network Services

		I17180		10/14/25		08:30		10/14/25		The date dictd is on 9 Sep 2025 on the referral letter, but our secretary received the letter on 13 Oct 2025.		- New Referrals team actioned accordingly.
- Requested amended referral letter.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Marked referral as urgent and asking referrer the reason of delay referral		- Proof read letters before signing off and sending out.		Network Services

		I17175		10/14/25		07:00		10/14/25		Unwitnessed fall in bathroom- patient found sat on floor after calling for help.
Patient states his conveen fell off whilst on the toilet, tried to pick it up off the floor but right leg gave way and he slipped off the toilet and onto the floor.
Did not hit head- able to recall event.
Patient usually mobile with zimmer- did not take zimmer frame and mobilised independently to toilet.
Safe footwear in place- hospital grip socks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations and BM checked immediately- stable, HR was elevated but patient was anxious.
Skin check- all areas appeared intact, nil visible injuries.
ward doctor and ccot alerted- ward doctor reviewed patient, see CWP.
Assisted with 2 off the floor- wheeled back to bed on commode. 
Call bell given to patient- advised to use for assistance.
Already known to PT/OT- was due stairs assessment today.
Handover updated.
Will update moving and handling care plan when lying and standing BP taken- will handover to day staff because patient has only just got back into bed.
Patient adamant he did not want us to update his NOK- happy to update her himself.				Clinical Support and Specialist Surgery (CSSS)

		I17196		10/14/25		11:30		10/14/25		Churchill Unit. Patient receiving 2nd cycle of Docetaxel. 5 minutes into infusion - started to feel very sick - also had severe back pain and looked flushed.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Obs taken - stable. Hydrocortisone and Chlorphenamine given as per hypersensitivity protocol. Symptoms dissappeared almost instantly. Re-started Docetaxel at slower hypersensitivity reaction rate - no further reactions.				Network Services

		I17197		10/14/25		15:00		10/14/25		I have just received a phone call regarding this patient`s appointment letter. The lady who called said she has received an appointment letter for this patient for a scan scheduled for the 23rd of October. The lady said that the address on the letter is totally different to the one we have for the patient, and that it is her address which is an M11 Postal address, where as the patient`s is M18. The lady is NOT a patient of the Christie.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Health Records				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/24/25		I asked the lady to destroy the letter, and apologized for the inconvenience, and that we will contact the patient to let them know about their appointment. I also contacted the secretary, and I have messaged the department where the patient is attending their appointment on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I17198		10/14/25		11:20		10/14/25		The patients pump was alarming as infusion had finished. 
I administered the treatment with Super nummary nurse.  I over estimated however I assumed that there was 100mls in the bag rather than 50mls (which was what the treatment was re-constituted in). Super nummary nurse inputted the volume in pump and I thought I had seen 30 minutes on the duration however as the over estimate was wrong, it was administered over 15 minutes instead of  30. Supervised by myself and I did not check correctly.		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/27/25		I completed observations. 
Informed the patient and explained the error. 
ACP Informed and she reviewed patient. 
Patient felt well- and discharged safely and safety-netted to hotline. 
Documentation completed on CWP		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		Network Services

		I17188		10/14/25		11:15		10/14/25		Extravasation of 50 mls of iomeron 350 contrast agent for a CTPA scan.
The patient did not report express that there was any  pain during the injection				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/15/25		attempted to withdraw the contrast with a syringe, canula removed  and applied cool pack. Medical illustration took photo		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17189		10/14/25		10:10		10/14/25		Contacted by paediatric medical team - experiencing increased no of high creatinine results for paediatric patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						identified all samples run on line 1 - shut down enzymatic creatinine on line 1. 
Samples rerun on Line 2 and amended reports issued.				Christie Pathology Partnership

		I17190		10/14/25		13:00		10/14/25		Patient attended for PBT planning scans. Christie profile obtained to check creat prior to IV contrast for planning scan. CWP blood result showed creat result to high for IV contrast so not able to have planning scan. High creat result highlighted to biomedical scientist as didn't fit patient's clinical status. Patient was rebled, creat rechecked, now in normal range. Patient has to reattend for a new appointment for cannula and scans.
5 other paed patient creats high , re analysed, now  normal				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						Patient was assessed to check if creatinine result reflected clinical status. 
High creatinine highlighted to biomedical scientist as querying validity of results.
Patient was rebled via cannula to see if creatinine result was accurate.
Cannula was removed as we were unable to continue with PBT planning scans as IV contrast could not be administered.
Apology given to parents and paediatric patient.
Patients planning scans were rearranged.
Other paediatric patients with higher than expected creatinines also highlighted to biomedical scientist. 
Samples reanalysed and new creatinine results acknowledged on CWP.				Christie Pathology Partnership

		I17191		10/14/25		12:15		10/14/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minutes break as per medical team advice and protocol.		Hydrocortisone 100mg, administered under PGD
Other, metoclopramide 10mg

ACP on unit present for support, Observations taken and NEWS2 score 2 and then decreased to 0.

Patient felt better after 30 minutes and treatment completed successfully.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minuted break as per medical team advice and protocol.		No documentation from ACP. If a review was not needed then documentation would of only been completed by the nurse dealing with the patient.

It was documented that the patient continued the rest of her treatment at a reduced dose when in fact it was a slower rate.

No documentation that team was emailed to ensure slower rate prescribed for next treatment.		Network Services

		I17192		10/14/25		09:00		10/14/25		2 new Gynae Clinical Oncology patients triaged on Thursday 9th October.  On Friday 10th October patients phoned by booking and left a voicemail message for patient to call back for details of Tuesday 14th October new patient appointment.  Patients did not receive message and did not call back.  Bookings team did not chase this, nor did they inform the Gynae team.  Patients did not turn up for appointment.  One category one patient contacted on the day and got a taxi to clinic.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Tuesday 14th October - patients phoned by Gynae team, urgent category 1 patient encouraged patient to attend clinic and team accommodated late arrival.  Other patients appointment rearranged.

RP - Apologised to consultant and investigated with the team.  Will update the incident review with further actions and findings.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		Network Services

		I17193		10/14/25		10:50		10/14/25		The correct consent form was present explaining what the patient were booked for on CWP. The paper consent form was correct but instead of stating 'brachytherapy' it had 'radiotherapy' in small print on the form, which weren't picked up until the WHO Time out.		Escalated on day, DATIX completed.
Ensure correct consent processes followed.
Scrub nurse to be present at sign in in anaesthetic room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Wilson,  Kay		Finally approved		No Harm		No harm		10/28/25		the entire team involved confirmed against the consent form on CWP to ensure it correlates with the paper copy. We all agreed the form provided was the radiotherapy consent form instead of the brachytherapy consent form. 

Correct Consent form was present in CWP (signed back in August)  need to ensure have correct consent form to hand at check in.		Process for brachy theatre patients needs paper consent form. Must be provided on transfer from ward.
Consent form needs to be confirmed and signed each treatment.
Scrub team did not do sign in in anaesthetic room with anaesthetic team - asked to do this in future. 
Correct consent checked in theatre by team but patient spinal and sedation already started.		Clinical Support and Specialist Surgery (CSSS)

		I17194		10/14/25		14:39		10/14/25		A patients documents (2) were uploaded to a different patients CWP				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Mis-filed documents		Vinod,  Cellins		Incident being managed locally		No Harm						Request for the documents to be deleted. I have already uploaded the documents to the correct patient. techbar now require a datix to be filled in before i can make a request for the document to be deleted so that is why no techbar reference has been added.				Research and Innovation

		I17201		10/14/25		15:00		10/14/25		TSRT9
2DkV confirmation image shifts applied and additional 2DkV concomitant exposure taken by B6 without approval from band 7, outside scope of practice.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Member of staff involved contacted and  clarification of scope of practice given.				Network Services

		I17202		10/14/25		12:00		10/14/25		Patient noticed 15minutes after her scan that she felt itchy around her inner right thigh. She called the attention of a Radiographer aide who called me to assess the patient. 
She consented for me to view the area, where I noted some hives. She also said that she felt flush and noted a possible rash on her left side too. Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction. Reaction form filled and alarms put on CWP and CRIS.				Clinical Support and Specialist Surgery (CSSS)

		I17204		10/14/25		14:20		10/14/25		Myself (RN) & another RN went to complete CD check for pts s/driver - counted 13 vials of morphine sulphate 10mg/1ml in CD cupboard, however 14 vials recorded in CD book, went back in book but couldn't find where a miscount had happened.		Lead nurse and pharmacist informed
NIC checked the patient's administration history and CD book and everything adds up on EPMA with the entries in the CD book
Full CD check done of the CD cupboard and all other controlled medication accounted for
Possibility of it being disposed in the sharp bin without realising it?		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Lost or missing CDs		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		Also checked oxycodone etc. to see if could to find where error had occurred and looked at regular patients etc.
Asked other nurse to recount.
Escalated to Nurse in charge at time of incident.		Staff to be more vigilant when administering controlled medication		Clinical Support and Specialist Surgery (CSSS)

		I17213		10/14/25		09:28		10/15/25		TSRT9 / EL4 / 13GG / CF1c / MoD13HH / SB13CC 13HH
Noted on #2 that a treatment history check (CLOCK) had not been completed after #1.
Team treating chose to read through all of the treatment/machine data as protocol on #1 without the treatment history checked being completed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13GG Recording of additional information		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Band 7 was informed.
Treatment history check was completed after #2. All data was correct.

Uncertain which B7 was informed however have discussed with the treatment team who acknowledged they should have completed the CLOCK prior to treating #2 rather than after as the patient was not in pain & the delay would have been minimal. Reminded staff of importance of checking fractionation & if #2 checking prior to taking the patient in for treatment that CLOCK has been completed on QCL & assessments tab.				Network Services

		I17422		10/14/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician 
Datix completed where applicable
Pharmacy Homecare team has checked CWP for any relevant background and CMM to establish if patient has had their medicines re-dispensed.
Team aware and further supply has been made ready for collection.		nil		Network Services

		I17318		10/14/25		12:00		10/17/25		TSRT9

S2 patient - Patient activity  was in as lung for Oesophagus patient - IRMER site states diagnosis Oesophagus and site as mediastinum/scf. 
Preset fast lung M10 was used, noticed after patient was scanned #10 by s11.  Discussed with B7 who advised chest M10 should have been used,  resulting in more exposure than intended by protocol.  4mGy total over 10 #'s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Feedback to s2 staff				Network Services

		I17675		10/14/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC : 1 unit of platelet was requested on the 13/10/2025 @ 09 :57 AM, and it reflected on the laboratory result as pending, meaning request was received by the laboratory. On duty resumption today(14/10/2025), a call was placed to the blood bank via the ward intercom to inquire about the time when platelet would be issued. The laboratory personnel, stated on phone, that it would be ready by 15 :30hours because they were low in stock. (CONT)				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						@ Exactly 15:30hours, I rang the blood bank requesting to know when it would be issued as its still not reflected on the system as issued, then I was informed that a request form wasn't sent which was quite unusual as the RMO on shift stated he did send a request form. He however prepared another form, which I sent to the laboratory. I called for the third time to inquire when it would be ready and a staff confirmed that the previous form might be somewhere.

The above however caused a lot of distress and anxiety to my patient including the team.  Platelet was however issued late, and patient left late with partner who is to drive long distance to Scotland				Christie Pathology Partnership

		I17645		10/14/25		13:20		10/29/25		TSRT9 
During data input it was noticed that immobilisation devices used at RTP were missing from site set up, B7 alerted, able to determine no civco mattress used and nothing under knees, any poly can be used depending on patient preference. Note added to Navigator, this information was added to Site Set Up following confirmation of appropriate position on #1 CBCT scan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						Able to determine immobilisation used.
Note added to Nav.
Site set up amended following CBCT confirmation of appropriate position.				Network Services

		I17707		10/14/25		16:25		10/31/25		BNT-122-01 Trial - vital signs to be recorded at specific timepoints from infusion start and end times.
Vaccine 10 -  4h (+/- 10 mins) vital signs measurements were 5 mins out of window.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting the organisation		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Pickwell,  Thea		Finally approved		No Harm		No harm		10/31/25		Reported on deviation tracker.		To review handovers carefully and ensure that trial procedures are completed in a timely manner.		Research and Innovation

		I17329		10/15/25		15:30		10/17/25		IQemo prescription for 15/10 Carboplatin and oral Etoposide C2 D1.
- Carboplatin given as prescribed.
- Etoposide missed. PO tablets were supplied by pharmacy that day- pharmacist handed over to NIC that the SACT tablets were present on the ward.
- Etoposide not prescribed on CWP. Was supposed to be given at the same time as Carboplatin. One dose on Day 1, 2 and 3.
- Missed Day 1 and Day 2 of Etoposide.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Issue raised by ward pharmacist. Team doctor informed. Ward doctor informed team registrar as was unsure. Reg advised to re-prescribe for today to start day 1 and continue regime. Filgrastim to be prescribed 24 hours after last PO SACT. 
Team doctor informed patient for duty of candour.				Clinical Support and Specialist Surgery (CSSS)

		I17320		10/15/25		15:30		10/17/25		TSRT9

Incorrect image preset used #1-3. Small FOV preset used despite isocentre being greater than 13.5 cm away from lateral aspect of GTV/CTV.

Identified on #3 online image as unable to visualise full GTV/CTV - escalate to B7.

Additional dose to pt = 3.2mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Escalated to B7 online #3.

B7 justified additional image using Medium FOV preset to ensure GTV/CTV captured within XVI reconstruction.

Images not escalated previously (#1/#2) - unable to retrospectively assess coverage as image acquisition not adequate.

Preset changed offline for future #s.				Network Services

		I17301		10/15/25		16:05		10/17/25		Unit of platelets was collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.		Discussed incident with individual concerned who advised that there were no issues with the computer and they were adamant that they used CWP to collect.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Able to confirm traceability using the corresponding laboratory compatibility form.
Collected on 15/10/25 at 16:05.				Capital, Estates and Facilities

		I17295		10/15/25		22:40		10/17/25		Patient received a unit of RBC’s and the pre transfusion vital signs completed one hour and 25 minutes prior to its commencement.
NEWS not completed within the timeframe for transfusion vital signs.		Staff reminded to ensure		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Transfusion practitioners informed		Staff to ensure observations taken within 60 minutes of starting a transfusion and that this is documented in CWP prescription.		Clinical Support and Specialist Surgery (CSSS)

		I17296		10/15/25		14:50		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17413		10/15/25		22:30		10/22/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly as G095 562 542 313 7 on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 423 137 *				Clinical Support and Specialist Surgery (CSSS)

		I17263		10/15/25		12:21		10/16/25		Crossmatch sample mislabelled.		Scan for safety to help ensure proper documentation
Ward managers to documentation of crossmatch at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		New sample requested via Alertive.		To  accurately document cross matched sample for the benefit of patient safety.		Network Services

		I17253		10/15/25		09:30		10/16/25		Patient was on C@Home list seen at 09:35 and assessed as ok to proceed with treatment.  SC Atezolizumab given with no issues.  Nurse unable to get onto CWP or Iqemo as laptop not connecting trust wifi.

Patient seen in clinic at 14:41 on same day to discuss scan results and these showed disease progression and plan was to change treatment.

Nurse returned to main site at around 16:30 and was going to enter batch numbers and annotate on CWP but script had now been cancelled by clinic.		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home		The Christie NHS Foundation Trust / Digital Services / External Digital Environment				Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Meek,  Crawford		Rejected		No Harm		No harm				Staff rang pharmacy to get script put back on, CWP anno from clinic they were aware that treatment had been given and this was done so nurse could annotate.

This is a near miss and could have been a larger issue need to look at improving the C@Home team access to trust intranet when off site to avoid further incidents		No harm to patient. Advised that a TechBar ticket be raised instead for network issues. Datix to be closed.		Network Services

		I17254		10/15/25		14:00		10/16/25		observing staff member reconstitution a pembrolizumab 100mg vial (Lot Z009879 expiry 02/2027)
as they put the closed system vial spike into the vial the silver rim of the vial itself came loose.
Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		staff member instantly realised this and no drug was spilled.
correct PPE was worn and no contamination to staff member.

drug vial disposed of via sharps bin.

escalated to management as similar issues have occurred recently.		Vial removed from use and placed in a sharps bin. Vial kept for inspection. Reported to yellow card GB-MHRA-DEFECT-202510160951111640-KTZJH.

Pharmacy aware and staff informed to be careful when using the vial and to inspect rim carefully before use.		Network Services

		I17255		10/15/25		21:00		10/16/25		Insufficient sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Tried to request new samples, no answer from the ward.				Clinical Support and Specialist Surgery (CSSS)

		I17270		10/15/25		13:00		10/16/25		set opened, set checked, on the instrument checklist 6 hiess, 7 heiss in the tray, tray used, note made  on the checklist, counts correct, set sent back with 7 heiss
CHR00000020, 299377237,		Issue reported to Steris.
Discussions had with team and at the staff meeting on process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Wilson,  Kay		Finally approved		No Harm		No harm		10/27/25		tssu staff informed coordinator the next day, coordinator escalated to TSSU band 7 and TSSU lead, datix completed		ensure that all instrumentation matches tray sheet before use as part of operation count.		Clinical Support and Specialist Surgery (CSSS)

		I17272		10/15/25		12:23		10/16/25		Patient was admitted to the CRF Unit, completed C1D1 on 14th of October. Patient still an inpatient for C1D2 trial procedures. As per protocol, patient is to skip the morning dose of trial treatment and to not be dosed until after 36hr post-dose assessments completed. Reviewing Dr notified that patient had been incorrectly dosed at the 24hr point with trial drug. This occurred prior to 24hr post-dose assessments were completed. As a result, the 24hr and 36hr post-dose assessments will be invalid				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Finally approved		No Harm		No harm		10/23/25		PI of the trial informed, patient reviewed by the doctors to assess if any AEs had occurred. Sponsor informed via email. Dosing at the 36hr mark had been withheld so that patient only dosed the once on C1D2. Patient informed of error as part of duty of candour. DATIX completed. To be escalated in monthly RISK meeting.				Research and Innovation

		I17273		10/15/25		12:00		10/16/25		TSRT 9

Picked up at #1/20 during cross check of iso move directions in the room that CMA move had been input into site setup incorrectly. Post move so should have been +2.2 but input as -2.2.		- Corrected error. 
- Discussion with staff involved. 
- Documented.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Ensum,  Hannah		Finally approved		No Harm		No harm		10/30/25		- Band 7 informed. 
- Cross checked plan and amended CMA moves. 
- Patient aligned to tattoos again and CMA moves reapplied. 
- Cross checked move directions against plan and correct. 
- Proceeded to image which was acceptable. 
- Treatment completed as planned.
- DATIX submitted.				Network Services

		I17286		10/15/25		13:11		10/16/25		Patient reacted to Carboplatin, volume infused 360mls.
Eaction grade 2:
Itchy palms, swollen fingers, rash on face and neck, slight rash and tingling around mouth.		The correct procedure was followed- carboplatin hypersensitivity protocol followed. 
Patient will continue treatment but on a de-sensitising regimen		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		Moderate Harm		No harm		10/17/25		Stopped the treatment, IV Hydrocortisone and IV Chlorphenamine  administered. Recovering within 10min., swelling settled within 30min.
Escalated to the consultant. Patient for  Carboplatin de-sensitisation.				Network Services

		I17220		10/15/25		09:05		10/15/25		There are 2 consent forms in the patient notes. The latest date is the correct consent form which matches the list. This was used at check in by  the waiting area A/R prac. and the anaesthetic practitioner for T1. However, in the anaesthetic room the old consent was shown to the scrub nurse and signed by the anaesthetic prac. The patient had correctly verbally consented, on checking in.  It was identified in time out that the old consent form had been used in the anaesthetic room check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Jones,  Tracey		Incident being managed locally		No Harm						Spoke to the surgeon at the table and queried removing the old form however he said to retain it as a record of conversation.  Carried on the time out using the correct consent form. Asked line manager how to proceed,  who checked the check-in consent , which established the patient had verbally consented as per the correct form. NB Team commented that It did not help that the list order changed last minute, as the scrub  team were already prepped to carry out SLNB on the original first patient, so may have had that foremost in mind. SLNB was the procedure on the incorrect consent form.				Clinical Support and Specialist Surgery (CSSS)

		I17221		10/15/25		00:00		10/15/25		I have on two recent occasions (details below) identified radiology reports that show my name as one of the reporters on a scan when I have had nothing whatsoever to do with that scan or its report. This is a result of a setting in SECTRA PACS that auto-populates additional names on reports unintentionally. It is hard to detect the scans that have inaccurate author details. This represents a risk to the patients, reporters and to the trust - insufficient character allowance to explain				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		PACS manager and consultant PACS experts within department informed. Raised issue at consultant meeting with departmental leads present. Requested that reports be corrected - at time of writing my name is still erroneously recorded against the affected reports.
 
The functionality that introduces the risk is built into our computer systems and as such is very difficult to eliminate. It is also very hard to detect when it has happened - both the reporter and the person erroneously named as reporter can be unaware. I have only detected these cases by chance and we have no way of telling how many patients are affected across the department.

There is risk to patients because referrers can be falsely led to believe there has been consultant review of scans when there has not. 
There is risk to consultants who could be falsely held responsible for errors in radiology reports that they have had absolutely no input in.
There is risk to trust as this false documentation of reporters undermines their ability to investigate incidents and patients complaints involving radiology reports.

Scan reports that I know to have been affected (and still have inaccurate author details) are:
RBV202107068 FDG PET-CT dated 6/9/25
RBV202310044 XR Chest dated 30/9/25
RBV202502082 XR Chest dated 30/9/25
RBV202502185 XR Chest dated 30/9/25
RBV201914656 XR Chest dated 30/9/25				Clinical Support and Specialist Surgery (CSSS)

		I17222		10/15/25		10:40		10/15/25		Multiple interlocks including Layer switch error, Generator time out, emergency stop etc )during the middle of second beam of SUP isocentre. Lost couch compensation. Informed MCR and Superintendent.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Compensated couch and additional 2D taken.				Network Services

		I17216		10/15/25		10:10		10/15/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Team took the image, proceeded to open the 2D online image review workspace which opened behind tabs on a different computer screen. Engineers were called and refreshed each individual screen to try and open the workspace on the correct computer. Engineers restarted the CCP and Band 7 authorised another image.  2nd Image taken and matched well.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Band 7 and engineers informed. Patient wanted to sit up so radiographers went into the rooms to help. Engineers restarted the CCP and Band 7 authorised another image.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		Network Services

		I17217		10/15/25		11:05		10/15/25		HCAs found a DTI on pt's buttocks. Have made nurse in charge and nurse aware.		HCA Away Day in December focus on pressure area prevention and care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		No Harm		No harm		10/22/25		Medical illustration came up for her but she declined. 
TVN referral done. 
To update SSKIN bundle. On regular turns. 
Datix done.		All correct actions at time of finding DTI 
Ensure consistent and regular pressure area care given prior to DTI		Clinical Support and Specialist Surgery (CSSS)

		I17218		10/15/25		10:40		10/15/25		it was C1 D1 administering paclitaxel, 300 mg in 1 hour. after administering 205mg  patient felt hot and flush. so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Nurse that made the drug error had administered the 3 hour paclitaxel over 1 hour and has been open and honest about their mistake and emailed the team. 
The team stated - 
Thank you for updating us.
Please can you complete a DATIX just for learning purposes? (which has been done)

I don't think we need to make changes to her iQemo script at this point,  as her reaction was due to a mistake in her paclitaxel rate in this instance. 

Very best wishes from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Take time when administering chemotherapy. Ensure correct route, dose and rate. If unsure always check with another member of staff or an educator.		Network Services

		I17225		10/15/25		12:45		10/15/25		patient bone marrow request scanned onto wrong patient on cwp		scan removed
discussed with staff member to check correct patient record identified.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Broomhead,  Jan		Finally approved		No Harm		No harm		10/31/25		bone marrow request scanned onto correct document				Network Services

		I17237		10/15/25		14:00		10/15/25		Missing PGD stock 
1 box of fybogel
3 single enemas				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Finally approved		No Harm		No harm		10/29/25		Stock levels recalculated. 
Informed line manager 
Datix completed				Network Services

		I17234		10/15/25		13:10		10/15/25		On the 3rd reduced rate of paclitaxel pt complained of chest discomfort, flushing to the face, tickly cough.		Note  from review by SpR MedOnc on call

Alerted to review patient due to ?paclitaxel reaction despite rechallenge with desensitisation pre meds and slower rate

Part way through reduced rate of paclitaxel patient suffered a new cough, left sided chest pain, mildly tachypnoeic on obs

Received 200mg IV hydrocortisone in all 

On attending, obs normal, pain and cough resolved

ECG - AF (known AF), rate controlled, nil ischaemia

O/E

HS dual

Chest clear

No tongue/lip swelling

No rash

Imp

Grade 2 Hypersensitivity to rechallenge paclitaxel

Plan

1. Informed clinical oncology team

2. Not for further paclitaxel today; for carboplatin today		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Infusion stopped immediately.
Asked for help.
NEWS2 completed.
IV 100mg Hydrocortisone given under PDG by Sister on ORTC.
As symptoms still persistent after the first bolus of hydrocortisone, second 100mg IV Hydrocortisone administered under PDG by Sister with a good effect.
IV 1g of paracetamol administered for pain by Sister as per IQEMO.
Concerns escalated to clin onc who came to review pt. 
ECG completed. 
Pt reports feeling better, pt not for re-challenge of paclitaxel as per clin onc		Message from patients medical Team 

Many thanks for reviewing pt.

Patient had a taxane reaction G2 on C2 and was re-challenged as per protocol for C3 (today), unfortunately he had another G2 reaction so will continue carboplatin and paclitaxel discontinued. He is very well and I agree to continue carboplatin today.

I have discussed this with other members of the team not for further paclitaxel and continue single agent carboplatin. Wil amend script to reflect above.		Network Services

		I17235		10/15/25		00:00		10/15/25		Hospital letter scanned on incorrect date 24.10.2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/17/25		Scanned on correct to correct date 24.09.25				Clinical Support and Specialist Surgery (CSSS)

		I17230		10/15/25		10:03		10/15/25		Patient  had Paclitaxel in 3 hours but by mistake I started it at 1 hour. after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		Low harm		10/20/25		after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		Network Services

		I17231		10/15/25		14:20		10/15/25		Transport failed to collect patient for her treatment. Was arranged with transport managers with less than 24 hours notice due to the patient being treated at a different site and reassured this was ok. Transport failed to collect patient resulting in the patient missing RT. Transport contacted and mentioned that it is not possible to arrange with less than 24 hours noticed and that this should never have been booked in.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		18B Transport issues		Scott,  Andrea		Incident being managed locally		No Harm						Patients radiotherapy was cancelled for today. Patient contacted via phone and informed that an appointment will be added on to the end. As a result of this transport failed, this additional appointment has cause issues with capacity.				Network Services

		I17232		10/15/25		11:00		10/15/25		IPU outpatient plastic clinic lead by SHCA who had patients ready to be seen at 08.50 (start time 09.00). Delayed start with the surgical team not seeing patients until 09.20am. Clinic delayed through the morning as a result. At 11.00am, 4 x (1 new, 3 f/up) patients. 24 pts in total experienced a delay ranging from 20minutes to 90mins.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Smith,  Lydia		Incident being managed locally		No Harm						IPU co-ordinator apologised and informed patient of delay on behalf of the plastic surgeons and clinical nurse specialists as clinic progressed. Refreshments offered with explanation. Datix submitted.				Clinical Support and Specialist Surgery (CSSS)

		I17240		10/15/25		14:00		10/15/25		I have noticed that paclitaxel infusing through a filter line that was not changed after pembrolizumab upon administration by my colleague.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		Infusion paused. 
Advise sought from CPEF who advised me to attach another line on the 3-way tap and re-start the paclitaxel that way without disconnecting the line to prevent leakage of chemotherapy. Pt aware that 17mls in the line of the treatment will be lost as we are not able to give treatment through the line used for pembrolizumab. Pt upset about it. Pt tells me that ''I had no problems in blue team last time, my son doctor is not going to be happy about this''. Conversation witnessed by Sister on ORTC. Re-assurance and apologies made again to the pt.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		Network Services

		I17241		10/15/25		14:50		10/15/25		Patient received a platelet transfusion. End observations not completed. Patient sent home without end observations.		Action created on the action section of this record. 
Incident to be closed		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Patient contacted to check that they feel well as has previously reacted to platelets. Discussed with staff member who forgot to complete end observations.				Network Services

		I17242		10/15/25		14:11		10/15/25		Phone call from Salford labs patient AFB positive. Awaiting further sputum samples.
Medical annotation 14/10/25 13:23 'given Quantiferon +ve, will send sputum samples t test fr TB - indicates exposure '.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Perry,  Liz		Incident being managed locally		No Harm		No harm				Alertive sent to nurse in charge on ward 4, ward manager, patient flow and Medical doctor in charge of care. Patient isolated. Patient contacts noted for Surveillance on IPC tracker. On call microbiologist informed. On call microbiologist to contact Salford microbiology due to cover day shift tomorrow. Ward 4 matron and Lead nurse contacted to inform. Ward manager contacted to compile Staff exposure list. Occupational health contacted. Spoke to medical doctor via alertive more samples to be sent and to be reported to UKHSA.				Clinical Support and Specialist Surgery (CSSS)

		I17243		10/15/25		16:42		10/15/25		After 25.5mls patient started to feel unwell, flushed and chest pain. 
Observations checked 
BP 148/79
HR 66
SATS 94%
RR 27
TEMP 37.2

3L via nasal specs to help 02 recover to 100%		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	

Treatment stopped immediately, colleagues made aware.
100mg hydrocortisone administered and 10mg chlorphenamine given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware

Medical team emailed to follow up		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped immediately, colleagues made aware. 
 100mg hydrocortisone administered and 10mg chlorphenamine  given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware				Network Services

		I17244		10/15/25		07:30		10/15/25		Patient seen on AACU 14/10/25 for attempted NG tube insertion (head and neck ca). Patient declined to stay overnight for NG insertion 15/10/25 mane. Patient returned to Christies 15/10/25 mane but was unfortunately taken to outpatients instead of IPU, where the staff member sent him home as no o/p appt on system. Bolton Hospice liaised with IR co-ordinator on patient's return and made decision to blue light back to IPU for NG insertion due to low blood sugars and no way of feeding patient.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Berman,  Danielle		Incident being managed locally		Low Harm						IPU co-ordinator phoned outpatients where member of staff confirmed they turned pt away earlier today. IR team attempted further NG tube insertion on return to Christie - IPU where they were unsuccessful. Patient refused further NG insertion attempt. In line with patient's request and consultant radiologist aware, patient transferred back with same ambulance crew to hospice where he will reattend for an outpatient appointment mane 16.10.25. Parent team consultant messaged on CWP. Attempted to message team/CNS via Alertive, however at this time it was 16.30pm - OOH. Handover given by IR team to hospice.				Network Services

		I17245		10/15/25		17:30		10/15/25		Started on rechallenge caelyx
After 13mls complained of slight 'twinge' in lower back.
Infusion stopped and pain resolved. After discussion with senior nurses treatment restarted.
After 17.9mls back pain returned. Still very mild.		Then following above situation - Patient appeared flushed and red after 96mls of Caelyx total
Infusion stopped and 100mg hydrocortisone administered under PGD
Obs documented and improving
Currently on 4l oxygen nasal cannula
To be reviewed by Junior Dr before deciding to go home
to email team

Doctor documented - Carbo/Caelyx on hold - requested clinic FU on 28/10 as had x2 reactions to caelyx despite changes made to script and pre med chlorphenamine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		infusion stopped and contacted on call Akhlaq Maan who advised likely grade 1 reaction, and that given back pain now resolved can give 100mg hydrocortisone and rechallenge. To stop and not rechallenge if back pain reoccurring.
Hydrocortisone given under PGD at 18.10
Restarted treatment at 18.30
So far no recurrence of symptoms
To email team		Always confirm plan with doctors if outside of protocol.		Network Services

		I17246		10/15/25		08:30		10/15/25		Patient fell off toilet, landed onto knees with zimmer frame holding upper body up. NIL head injury. Emergency buzzer pulled, assisted back from fall to bedside chair via commode. Patients observations recorded and fine, doctors aware and assessed patient for further injury. NIL further treatment needed related to fall		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I17247		10/15/25		19:00		10/15/25		Patient went off ward. 
Came back with porter and seemed unconscious. 
Porter reported she was found on side of road. 
Taken back to bed. 
Patient not making sense. 
Not able to communicate. 
Observations taken. BP low. Asked Dr to prescribe stat dose of fluids. 
Bms stable. 
When helping patient to bed found substance in a packet. Looked green and brown and finely chopped. 
Gave to NIC. Locked in DC cupboard. 
Patient safe in bed. 
Will continue to monitor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations taken. 
Bms taken. 
Reported to NIC and Doctor. 
 [incident I17251 has been linked to this record as it involves the same patient - MSO]				Clinical Support and Specialist Surgery (CSSS)

		I17484		10/15/25		08:00		10/23/25		Ordercoms numbers 9383243 and 9383241 requested  (3778) - CPW samples sent for virology testing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and comment added in synergy.				Clinical Support and Specialist Surgery (CSSS)

		I17485		10/16/25		08:00		10/23/25		Ordercoms number 9384727 requested by Jessed Oliver Ext 1197 -  MRSA swabs in virology bag. (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and samples sent to Salford.				Clinical Support and Specialist Surgery (CSSS)

		I17457		10/16/25		14:33		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17458		10/16/25		12:00		10/23/25		Addressograph cut off on request form for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17248		10/16/25		01:45		10/16/25		POCT VBG 15/10/25 at 5.45am and POCT VBG at 01.45 16/10/25, patient on 2 litres O2 and FiO2 should be 28% but is 21% on VBG- RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				Clinical Support and Specialist Surgery (CSSS)

		I17287		10/16/25		13:00		10/16/25		TSRT9/level 5/ 13i /CF1c/CF2c/MD13i/SB13i

#3 DIBH 3 field breast
Radiographers imaged TP but omitted SCF image. Realised after delivering 80mu.
Paused beam and escalated to B7		reminder to staff to follow protocol		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		As beam had been partially treated decision made to deliver beam.
Daily imaging
SGRT used for monitoring
TP in tol, SCF in tol previous 2 #s
Staff reminded of importance of making sure following protocol.		follow protocol		Network Services

		I17288		10/16/25		15:50		10/16/25		C1D15 Paclitaxel
18mL has gone through
patient appeared red in colour
chest tightness and back pain		Medication given for drug reaction	
Oxygen as saturations were lower than normal threshold. And patient had chest tightness.
Hydrocortisone 200mg, administered under PGD
Actions  taken - followed the hypersensitivity protocol
Patient tolerated slow rate and completed the dose.
Emailed- Responsible medical team

medical team documented in notes - 	
Emailed about recent hypersensitivity to paclitaxel. I have added in dexamethasone pre-med and asked for slower rate of paclitaxel.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Stopped infusion
called for help
Obs taken
Dr on duty informed
Hypersensitivity protocol followed
Patient felt ok within 15-20 mins		Cannot see on CWP that observations taken or documented. Will clarify with nurse who submitted datix.

Spoken with nurse who as present at reaction - email sent from her states - 

Apologies, I didn’t realise that I hadn’t documented the observations on CWP . However, I remember that the patients Spo2 dropped to 93-92 and the patient reported experiencing chest tightness. Oxygen was applied for approximately 10-15 mins after which the patient Spo2 maintained within normal range on room air .Other vital signs were within normal limits. Restarted the treatment after 30 mins on slow rate and patient completed the infusion without any issues.		Network Services

		I17289		10/16/25		16:00		10/16/25		Bone marrow transfusion brought to the ward at 4pm with 1.8 litres to be infused. It was not possible to infuse it all with hours.		Discussed with the lab team:
A reminder to think about dilution factors.
For future BMH, if this happens again, to prioritise issuing this above other transplants / workload.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Bone marrow infusion given with consent from medical team.				Network Services

		I17290		10/16/25		19:25		10/16/25		Patient had completed third desensitizing bag of carboplatin, returned from the toilet reported she felt very warm, appeared slightly flushed, also mentioned itching around abdomen and down arms.		Team emailed to inform them 
They will need clinic review to consider future treatment.

NEWS2 score initially 4 then decreased to 1. Safely discharged.

Consultant documented -
Reacted to carboplatin on de-sensitisation protocol after approx 1/8 of the dose.

Stop carbo, continue with SA paclitaxel		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		Treatment stopped, piriton and hydrocortisone given under PGD, observations recorded and stable. Resolved quickly, patient discharged.		Patient safely discharged and communication sent to team.		Network Services

		I17291		10/16/25		15:00		10/16/25		Pt has increasingly become more confused today. Pt was very agitated that she has been flailing and writhing that she had 2x witnessed falls assisted to the ground from her recliner chair, we have used a hoist to get her back in bed. Pt was very frightened and unable to reason with. Emergency buzzer was pulled both times.
On 1:1 supervision. Aw capacity assessment for DOLS.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Drs made aware and reviewed. 
Needs a capacity assessment
Pt did not hit her head. No evidence of lacerations
Pt currently very confused, Lying and standing blood pressure inappropriate at the moment. 
CSU taken.		Difficult and complex situation, rapid disease progression 
NOK updated regularly throughout last week of life. All MDT involved to best support patient		Clinical Support and Specialist Surgery (CSSS)

		I17274		10/16/25		14:30		10/16/25		Patient referred for PICC line insertion as previous PICC removed due to ?infection.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team stated this would be done.
On arrival to ward, patient states only used eradication wash once and was told by her RN to only wash her arms so full body wash not done and full eradication not completed.		Contact IPU for information/posters regarding eradication treatment and disseminate to the teams. Introduce this to Induction of new staff.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		NIC of ward informed.
Patient informed and advised of reason for eradication therapy and advised to recommence full eradication while IP on ward.		Ensure staff are aware that eradication treatment pre line insertion is for 2 days and full body coverage. In urgent situations staff must speak IPU for clear guidance		Network Services

		I17275		10/16/25		10:00		10/16/25		Patient referred for PICC line insertion.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team happy to proceed on 1 day eradication only due to urgent clinical need.
On arrival to IPU, patient states only wash his left arm with eradication wash as advised by his RN that morning.		Discuss the procedure of pre line insertion eradication treatment on induction of new staff. Ask IPU for information or poster they may have for the clinical areas		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		Patient's right arm washed on IPU with Octenisan wipes, as PICC line was due to be inserted on right arm. Advised patient of importance and reason behind eradication therapy and advised to continue with full body wash whilst remains an IP.
NIC of ward informed.		Increase awareness within the clinical areas of the pre line insertion eradication process.		Network Services

		I17276		10/16/25		15:15		10/16/25		TSRT9 13CC SB3i MD13CC CF3a
machine fault after XVI review 
patient off the bed and taken to another machine, resulting in an additional image		MLC not ready - Y1 8 not moving - Replaced - Shape test 2x completed - SC completed lightfiled		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Raisbeck,  James		Finally approved		No Harm		No harm		10/20/25		MLC fault 
engineers called and patient taken off the bed 
moved to another machine with an additional image authorised by band 7 
Additional image 0.8mgy delivered		Leaf key failiure.		Network Services

		I17277		10/16/25		11:55		10/16/25		Upon drawing up Pembrolizumab using the closed system equipment according to instruction, the drug started leaking once the syringe plunger had been pulled. (Vial batch no. Z009879)				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		Near Miss		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		Issue reported and escalated to PEFs. Vial that leaked was not used. PEF staff came to investigate the equipment				Network Services

		I17278		10/16/25		13:40		10/16/25		a leak occurred during the preparation of pembrolizumab within a closed system while using PPE. The leak was identified after the liquid was drawn into the syringe and the air was pushed back into the vial (in the closed system). Small amount of the drug leaked from the vial. 

pembrolizumab vial- lot: Z009879, EXPIERY:02/2027				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Mchale-Hillary,  Phaedra		Finally approved		No Harm		No harm		10/17/25		No exposure to staff occurred due to the use of PPE, and the area was immediately cleaned. 
full closed system placed into the sharps bin and PEF team reviewed and photos documented by the PEF.				Network Services

		I17271		10/16/25		13:30		10/16/25		Patient was due Irinotecan today. It is prescribed over 30 minutes, however she has for awhile required an Atropine injection prior to administration due to cholinergic symptoms. The Irinotecan was administered over 30 minutes rather than 1hr 30 min despite the Atropine being given prior.
Patient complained of further cholinergic symptoms including excess saliva production and mild stomach cramps so a second dose of Atropine was prescribed and administered.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/27/25		Senior nurse discovered that the Irinotecan was given over an incorrect time, it was given over 30 minutes instead of 90 minutes. The patient was informed and apologised to. The ANP on unit was informed. Observations taken and patient monitored. Nurse who administered the chemotherapy was informed as well.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		Network Services

		I17268		10/16/25		10:00		10/16/25		Ptt had robotic total hysterectomy on 9.10.25. Sent home with catheter and TWOC appt for 16.10.25 on IPU. 
Pt called on 15.10.25 and not attending due to travel issues. When asked if a DN referral was sent, as requested by pt on d/c, pt informed no referral was sent. Pt then stated that she would remove it herself. IPU scheduler documented this on CWP, however, did not escalate this verbally to any senior medical team member. Upon calling the pt on 16.10.25, pt has removed it herself.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hibbert,  Caroline		Finally approved		No Harm		No harm		10/30/25		Called patient to ask if she was okay. No answer. Called mother, who confirmed the patient had "cut out" her catheter. Passed coordinator number to mum to pass to patient. 
DN referral completed in hopes they can go out today she assess patient is well.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		Clinical Support and Specialist Surgery (CSSS)

		I17269		10/16/25		00:00		10/16/25		Wrong Oncotype result in notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Datix filled in so that I can request IT to remove it. Correct Oncotype report requested.				Network Services

		I17252		10/16/25		08:40		10/16/25		i have scanned documents for the wrong date. 

the 2 documents are:

histopathology -- scanned in on 15/10
mr scan -- scanned in on 14/08

i was informed by the proton mdt team				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Bryan,  Dwain		Finally approved		No Harm		No harm		10/21/25		i called them to clarify which documents they wanted me to remove as it wasn't straight forward. they advised which ones to remove. i have asked techbar to remove these documents				Network Services

		I17265		10/16/25		09:00		10/16/25		TSRT9 / LEvel 5 / 11V / SB11t / CF7a MD12l
Plan not ready in timely manner. Not exported to radiotherapy prep with enough time to ready it for patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/31/25		Pt due #1 @ 10am 15/10/25. Plan had dose verif evening of 15/10/25. Needed final check 16/10/25 am. Finally exported to prep @9am 16/10/25 giving 1 hour for input/check/image prep process to take place. Noted at prep that intent to treat annotation was inadequate so needed to contact Dr to do this further slowing this process.

Further investigation
Late export from treatment planning had been accepted by prep room, owning to the DV requirement it wasn't possible to export any earlier. 
Delay re Intent treat annotation is a separate from treatment planning delay.				Network Services

		I17412		10/16/25		13:35		10/22/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Documented as G095 625 382 732 9
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 382 739 K				External Other Trust

		I17297		10/16/25		13:00		10/17/25		Document accidentally uploaded under 'date received' rather than 'clinically relevant date'				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Put a ticket into techbar requesting the document to be removed, so that it can be re-uploaded under correct date. Request - INC-117849 - document has been removed.				Network Services

		I17293		10/16/25		20:30		10/17/25		MASD to skin under both breasts, lower stomach and groin areas. Present on admission, has been using barrier creams at home, due to perspiration not incontinence.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		TVN referral, barrier spray applied and given to patient. NIC informed.				Clinical Support and Specialist Surgery (CSSS)

		I17294		10/16/25		21:00		10/17/25		CD was taken out for patient at the right time - no access was available so cd was wasted but EPMA wasn't updated so the reminder was gone. CD ended up not being given as by the time I realised it was too late and would have disrupted future doses - dr made aware - pt states no pain but will monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Informed dr, wrote datix and will inform ward manager when on ward				Clinical Support and Specialist Surgery (CSSS)

		I17282		10/16/25		15:40		10/16/25		patient had an extravasation while on the scanner, first flush of cannula was fine. pt. confirmed no discomfort then .checked on pt and they confirmed no pain during scan.  however ,  during scan, there was no contrast on image.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		scan was stopped immediately. made sure patient was okay . medical illustrations was contacted . pt. was given an ice pack to apply on area of extravasation and arm was elevated for 5-10mins. 
pt was given follow up instructions on how to manage the extravasation and reassured everything would be okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17280		10/16/25		15:43		10/16/25		CT scan was needed to be done of this patient's thorax, abdomen and pelvis. Test bolus injection  of 10mls of Saline given at 2mls/sec. This went through fine. Patient injected with iomeron iodinated contrast agent. 19.7mls went in but the patient said she was feeling pain so the injection and the scan was stopped. I went in to check and the contrast has extravasated into the skin. 8 CM X 6CM LUMP - SWOLLEN AREA. RED AND TIGHT SKIN. MASSAGED AREA, ELEVATED WRIST AND ASPIRATED AS MUCH AS POSSIBLE				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		Aspirated as much contrast out of wound as possible. - approx 6mls. Massaged skin, cold compress applied. Limb elevated. Checked with patient that pain had subsided and she said it had.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17321		10/16/25		18:30		10/17/25		I came on to my shift on the morning of the 17/10/25 and noticed that the patient had a bag of saline with 4% glucose running, I queried this with the nurse who had been looking after them overnight and he said he wasn't the one who put it up, looked at the prescription and noticed it was meant to be hartmans running. informed doctors, checked pt blood sugar which was fine. 

had to select diabetic medication as option for saline wasn't available		spoke to nurse who had put up incorrect fluid - asked her to complete a reflection		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		drs informed, bag of fluid taken down, blood sugar checked		importance of checking correct fluid being administered		Clinical Support and Specialist Surgery (CSSS)

		I17313		10/16/25		16:20		10/17/25		Immunotherapy  attached to A line rather than B line in error. Immunotherapy then removed from A line and reattached to B line in blue tray. When attaching B line to pump the clamp was not on and caused a spillage of about 5ml before line was attached to pump. The Spillage went on pump and small amount on the floor. 
None went near the patient.		Spillage discussion had with reporter on the day of incident.  Minimal spillage ? saline ? treatment - reported approx 5mls spilt in try and droplet on floor.  Advised re following spillage policy.  Discussed with NIC.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ingham, Mrs Andrea		Finally approved		No Harm		Low harm		11/5/25		Spillage kit used. Floor cleaned, pump cleaned and domestic was to be made aware to clean floor. 
Pump isolated.
Medical team made aware. 
Ward manager made aware. 
Once first administration was finished new IV line was used. Was deemed correct from medical team to continue with infusion rather than wasting drug		Ensure staff know how to utilise the infusion devices and know how to trouble shoot when something untoward occurs. 
The patient and the nurse remained safe and were supported by other appropriate staff during the incident.
Always ask another treating nurse to supervise / talk through your intended process when dealing with important clinical aspects such as this to ensure safety at all times.		Research and Innovation

		I17335		10/16/25		22:00		10/18/25		Pt was being cleaned and repositioned and a DTI was found on pt buttock which the daughter hadn't noticed before.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		Low Harm						Barrier cream applied and pt repositioned - explained to pt family about pressure areas being relieved.				Clinical Support and Specialist Surgery (CSSS)

		I17362		10/16/25		10:00		10/20/25		Inspection of the GA anaesthetic rooms was taking place, Christie GA staff who had access to the MRCAA, authorised the enter of at least 3 of the inspectors, whilst a patient was beings scanned. All of the inspectors had never been into the PBT MRCAA before and had not been screened to enter. No one in the GA team is an MR Supervisors.		As a result of the MR safety incident reported on the 16/10/2025
An action/learning from this incident, please can the anaesthetist who provided access to the MR controlled access area please re-read the local rules and re-affirm their understanding. This need to be done on their next working day in PBT. 

The key points to note from this incident 
The anaesthetists are MR Authorised Person MR Environment
Free access to MR controlled access area (excluding magnet room)- Yes
Responsible for others while in the MR CONTROLLED ACCESS AREA (excluding MAGNET ROOM)- Yes
Free access to the MR  ENVIRONMENT- Yes
Responsible for others while in the MR ENVIRONMENT-No
May screen visitors- No 
In this scenario the visitors should not have been given access by the MR Authorised Person MR Environment (anaesthetist) without the visitors been screened by an MR Authorised Person (Supervisor) e.g. Radiographer. 
As an MR Authorised Person MR Environment, you are required to read the following: 
1 MRI Safety Policy
3 Local Rules
4 MRI staff training policy
5 MRI procedures and policies
8 Safety screening guidelines
9 MRI QA requirements
Not essential reading but must be aware of
2 UK CEMFAW Regulations
6 MRI implant procedures
7 MRI forms
The above documents (MR Safety Framework) are located on HIVE under QART -Radiotherapy protons - Pre-treatment -MR sim - MR specific Documents HIVE - Proton Beam Therapy - Main List (xchristie.nhs.uk)		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT pre-treatment						Incident affecting Staff		Near Miss		MR Safety Incident		MR System - Staff Incident		MR System - Staff Incident		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		I immediately followed them into the MRCAA area asking them to stop however the GA staff (unsure if it was an ODP or Anaesthetist as I did not recognise them) who had swipe access, stated they did not need to enter the MR Environment so it didn't matter.
I then proceeded to screen the staff who were not authorised and informed them that this must happen BEFORE entering the MRCAA in future.				Network Services

		I17357		10/17/25		14:00		10/20/25		TSRT 9
Pregnancy check not completed prior to treatment #1 as per XRT guidelines.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13E Confirmation of pregnancy/fertility status		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Completed prior to #2 exposure. 
Datix submitted and recorded in pt notes.				Network Services

		I17358		10/17/25		17:30		10/20/25		TSRT9
Single fraction T spine patient. Image review carried out by a competent Radiographer (A), independent review carried out by none competent Radiographer (B). After treatment had been delivered B told A that they hadn't carried out their 2D imaging training (training currently on hold waiting for new training package). Radiographer A escalated to treatment band 7.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Retrospective independent review of 2dkV carried out. Online match acceptable.
Radiographer B reminded to let colleague know prior to treating a patient if they are not competent for technique/image review.
Memo sent out to staff group to remind them to discuss with colleagues if they are not competent for technique/image review.				Network Services

		I17347		10/17/25		14:00		10/20/25		TSRT9/level 3/ 13CC/SB3i/ MoD 13CC/ CF3A
RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch. MCR called resetting systems .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Called superintendent who was in contact with MCR throughout. Superintendent approved additional imaging for when Patient back on bed				Network Services

		I17349		10/17/25		13:00		10/20/25		Lab request number 2664844 & (rejected sample 2664764)  Samples for patient initially rejected as incorrect hospital number on the request form - Does not comply with laboratory accetance policy where samples and forms require 3 patient identifiers.  Nurse Cletus ONERHIME came up and asked us to process sample as patient elderly and waiting for treatment.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/20/25		Error logged.  Explained to nurse why sample was rejected.  Spoke to Head of blood sciences who agreed to process this sample on this occasion only as it failed to comply with the acceptance policy but that we would raise a datix.   Sample re-labelled, hospital number on form and sample amended in presence of Deputy reception manager and sample booked in under new lab number and sample processed according to laboratory protocol				Clinical Support and Specialist Surgery (CSSS)

		I17352		10/17/25		15:00		10/20/25		Lab request numbers 2663371 & 2665288:  Blood tests booked in under the incorrect patient and results went over to CWP.		The incident has been discussed with the reception team regarding incidents relating to tests booked in under the wrong patient.  Suggestions have been made of what to do when they are distracted to avoid mistakes which includes double checking before completing work.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Finally approved		No Harm		No harm		10/27/25		Error logged.  Brought to the attention of Duty biochemist.  Results redacted from incorrect patient and inputted into correct patient.  Clinical heads of Haematology and Biochemistry informed.		There are a number of distractions within the pathology reception area which can lead to errors as booking in is a manual process.  Staff should ensure they concentrate when booking in requests and if they are interrupted to start from the beginning or double check to avoid mistakes being made. Staff member associated with booking in this test has now left the organisation.		Christie Pathology Partnership

		I17355		10/17/25		17:10		10/20/25		TSRT9

Clock not completed after #1, error picked up prior to #3. 
Clock ran #1 and #2 verify beam parameters were correct.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Clock check done, Datix completed and recorded in pt notes.				Network Services

		I17330		10/17/25		20:00		10/18/25		A treat and return patient was not happy with her experience.
She states that she arrived from MRI Hospital very early in the morning and then waited around for 2 hours without being informed why.
She was then on W12 awaiting transfer back to MRI which had not been booked by them, they then booked it at approx 19:36 which meant the transport was going to be a 3-4 hour wait.
The patient eventually got collected at 04;30AM on 18.10.25.		W12 manager have sent out Process for Admission Direct to the ward, shared this on our private group and let staff know this is on our MSTeams channel for reference if unsure. Reminded ward staff to contact the parent team when patient arrives for treat and return.

Note from MSCC team- no one had contacted the MSCC team that the patient had arrived.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Mcgough,  Sophia		Incident being managed locally		No Harm		No harm				I was called to speak to the patient at 23:45 as she was in pain and also not very happy about the wait.
I first spoke with the RN at MRI as she was on the phone when I got to the ward- She informed me that the ambulance had not yet been allocated. 
I was given the reference number.
I spoke with the patient to apologise for the delay and explained how the treat and return process usually works.
I apologised on behalf of the trust and explained the complaints procedure to her and advised that we would appreciate any feedback.
She was then clerked by the Dr so that we could administer some pain relief. She also said that she had waited a long time when pressing the call bell, she needed assistance to the toilet.				Clinical Support and Specialist Surgery (CSSS)

		I17319		10/17/25		12:00		10/17/25		Drug reaction to docetaxel at 25ml
Flushed face
breathlessness
back pain		Actions and result of actions taken
Oxygen
Hydrocortisone 200mg, administered under PGD
resolved within 15 minutes		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		Stopped infusion 
Administered PGD hydrocortisone with effect 
Short term Oxygen applied 
resolved and rechallenged with effect				Network Services

		I17317		10/17/25		14:15		10/17/25		Post oxaliplatin patient complained of cramping to hand, slurred speech and cramping in legs.		IV fluids commenced. IV hydrocortisone 100mg given and observations taken.  Patient monitered  for a few hours post infusion to ensure symptoms resolved.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		IV fluids continued and IV hydrocortisone given under PGD criteria. Monitored patient for a few hours post infusion whilst symptoms settled
Observations taken and documented
Team emailed to advise				Network Services

		I17312		10/17/25		13:32		10/17/25		Red clean requested on aacu sr5 for c diff.
unable to complete a fog in those sr due to structure of doors.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		deep clean requested				Capital, Estates and Facilities

		I17322		10/17/25		11:45		10/17/25		After consenting the patient for radiotherapy, the patient's husband, who is a recently retired Consultant Professor ENT Surgeon, proceeded to confront me in the hospital corridor later on as he was unhappy with how I had spoken to her. See CWP annotation. He spoke to me in a verbally aggressive way, and entered my personal space as I backed up into the wall trying to de-escalate the situation, and made a reference to physical action. There was no physical contact.		The SpR de-escalated the situation, and promised to speak to the patient again which he did late in the presence of the radiographers  in CT in XRT. The SpR has reflected on the incident and  apologised to the patient if anything was said in a way that was upsetting. 
The patient said she was not upset or distressed and that she was trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment.  The SpR did not want any  further action taken on the day  with the patients husband as the patient required them to be her for support, however the SpR was released from their on call responsibility for the remainder of the day and returned to cover his shifts over the next 2 days. 
Security was informed of the incident however no action was required on the day. 
The Service manager called the SpR to do a welfare check with them on the Saturday  and they also received support form their educational, clinical supervisors and the on call consultant.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12		The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Staff		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Cox,  Margaret		Finally approved		No Harm		No harm		11/3/25		De-escalated the situation, and promised to speak to the patient again, which I did later. I spoke to the patient without her husband present, with the radiographers present (She was in the room at CTsim next to me), and apologised to her if anything was said in a way that was upsetting. 

The patient said she was not upset or distressed and is trying to stay optimistic and was very happy with what has been said and was very keen to proceed with treatment. I then informed the consultant on call and my clinical and educational supervisors who escalated the incident and instructed me to do a datix. Service manager also aware of the situation and is investigating. Due to the emotionally charged nature of the incident one of my colleagues kindly took over the on call bleep. Please see all CWP annotations

17/10 - CSSS Governance;  reallocated to NWS and service manager whom is already aware of this incident and investigating.				Network Services

		I17323		10/17/25		15:15		10/17/25		TSRT9/ Level 3/ 13CC/ SB3i/ MoD 13CC/ CF3A

RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch.  Patient needed to be re-set up, this resulted in an addition CBCT and 2DkV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Superintendent in contact with MCR throughout-  informed needed a minimum of 30 mins after 15 mins of downtime- patient removed from couch. Superintendent authorised additional imaging. Incident reported.				Network Services

		I17324		10/17/25		17:58		10/17/25		ward 12 b1 pt ?TB-sent home and as per cwp note from infection control, amber clean requested from deep clean team.
unable to complete amber clean as bed is in bay.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17325		10/17/25		14:45		10/17/25		Patient was receiving Paclitaxel. C/o feeling unwell- felt hot and had body tingles/sore back. 20.2mls of Paclitaxel had been infused.		Infusion stopped
- IV hydrocortisone 100mg administered
- Observations carried out at 14:47:
hr 108, rr 23, bp 155/107, spo2 99%, temp 36.9
- Alerted ACP on ORTC who came to review- advised to recommence paclitaxel at reduced rates as per protocol after half an hour and re-check observations.
Observations at 15:30: rr 18, bp 140/78, spo2 100, hr 88, temp 36.3.
- Datix completed
- Breast team emailed to update and amend script accordingly.

Remain treatment administered with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		- Stopped infusion
- 100mg IV Hydrocortisone given
- Observations taken
- ACP informed
- Recommenced at reduced rates as per protocol
- Email to parent team to update		Team emailed and informed - good communication seen.
Script to be modified- needs reduced rates going forward.		Network Services

		I17326		10/17/25		18:15		10/17/25		Patient had a CT Abdomenpelvis Scan
At the point of bolus tracking no contrast was seen on the monitoring images
Scan was stopped and patient was immediately accessed with the cannula site swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/20/25		The patient was reassure and informed of the situation
Cannula was taken out after trying to pull back for the content
Image of the affected arm was taken with the patients consent
Cold pack was given to the patient and asked to elevate arm
Another cannula was inserted and scan done		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17327		10/17/25		15:00		10/17/25		47.5ml nivolumab infused. Abdul presented with severe lower back pain, leg pain. Felt warm and was flushed. Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.				Network Services

		I17328		10/17/25		17:00		10/17/25		Patient attended for Zoledronic acid, protocol states that patient's should be consented for this treatment. Escalated to reg and advised she was verbally consented over the phone in March. This was not clearly documented and patient had gone through clinic multiple times since then and had not been consented properly.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						On call came to unit to consent patient				Network Services

		I17304		10/17/25		00:00		10/17/25		Consultant noticed that per CWP Outcome form 28/08/25, 2 month fup has not been booked.		- Highlighted to secretary to book next available.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Emailed sec to book patient to next available fup.		- Book FU's as per EOF's.
- If this is not possible then query with relevant team.		Network Services

		I17305		10/17/25		09:58		10/17/25		MR request for patient with a pacemaker - referrer had selected no to implant. Upon investigation, this was the third request for a MR scan for this patient. The team were informed each time that the patient cannot be scanned at the Christie as the patient's pacemaker does not fit our safety guidelines. There is no alert on CWP to inform any staff member that this patient has a pacemaker.		Mr Grecu has added an alert to CWP for this particular patient. I will have a wider conversation in the plastics diary meting regarding the importance of adding alerts to CWP for pt safety		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Smith,  Lydia		Finally approved		No Harm		No harm		11/3/25		A message was sent to the referrer to explain that we cannot scan the patient here and could they please put an alert on CWP to prevent another request being placed. 

17/10 - CSSS Governance; A plastics patient. The plastics team don't seem to be grasping that Pt intelligible for MRI within the Trust.				Clinical Support and Specialist Surgery (CSSS)

		I17409		10/17/25		14:00		10/22/25		Patient received a unit of RBC's and the 15 minute vital signs not recorded. 

NEWS not completed.		Transfusion practitioner completed prescription on CWP and provided evidence for traceability. Staff reminded to complete and record NEWS within timescale for transfusion vital signs.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		Staff Nurse competent in blood transfusion to follow the policy and complete end observations .		Network Services

		I17445		10/17/25		17:00		10/22/25		TSRT9 5k level 3 SB 13aa, MD 13GG, CF 1b,1c,2c
Patient imaged #1-#5 due to images being out of tolerances. Additional 2 images not authorised by superintendent radiographer in imaging notes, was authorised retrospectively				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		N/A				Network Services

		I17292		10/17/25		01:00		10/17/25		Patient has been found outside by security over the past couple of nights. Security confirm they witnessed her smoking/inhaling something ?illicit substances. Her behaviour is then subsequently altered in line with some sort of drug abuse. 
I have sensitively approach this issue with her overnight but she denies taking any substances. She does however seem very impaired, drowsy, altered gait, slurred speech. She needed escorting back to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Finally approved		No Harm		No harm		11/4/25		Security escorted her back, I have spoken to her and raised my concerns about her well being. I am concerned that this will escalate as her treatment will last for weeks. We need a plan to manage this behaviour and understand the expectation of the clinical staff, in hours and out of hours. 
Stage 1 written warning issued
Verbal conversation with WM on breach of hospital policy and documented in notes				Clinical Support and Specialist Surgery (CSSS)

		I17521		10/17/25		14:00		10/24/25		BB7611: Bone marrow CD34 cell dose calculated incorrectly initially due to multiplying the WBC by 10, as is standard practice. Bone Marrow samples are neat and do not require a dilution. The initial CD34 cell dose reported was 10 x higher than the actual value. Emailed Consultants with the incorrect cell dose. There was no Collection report available from the Centre (NMDP donor).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Wilson,  Sarah		Incident being managed locally		No Harm						Double checked all calculations in Synergy by performing manual calculations. Sought advice from Lab Manager who advised check the dilution factor. Once results were rectified and verified, emailed the Consultant with apologies and informed them of the correct cell dose. 4 bags of marrow were transplanted 1.8L with no incident.				Christie Pathology Partnership

		I17711		10/17/25		12:00		10/31/25		Ordercoms number 9385329  two Fluid electrolyte samples received for the same patient - one in a microbiology bag. Requested by Claire Edwards ext 7519  (Please note that Biochem/haem samples go in the clear bag and are processed here. Microbiology samples go in the blue bag and are processed at Salford.  Virology samples go in the red bag and are processed at MRI.) One of these samples could have gone to Salford in error as it was in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Incident being managed locally		No Harm						Error logged, booked in and both samples processed here				Clinical Support and Specialist Surgery (CSSS)

		I17712		10/17/25		12:00		10/31/25		Ordercoms number 9386141- Christie profile and magnesium, 9386144 - CRP - Two labels on 1 sample.  Requested by  ext 1081.   Please note that two labels on one sample cannot be read by the analyser.		To escalate to IT 
The Haematology team will visit the lab on Pathology day to understand the process of the lab and how error affect the workflow of the lab.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/31/25		Error logged, booked in and Christie profile and magnesium were added to lab number 9386144		To always use one label for one sample as analyser will not be able to read 2 labels on one sample		Network Services

		I17713		10/17/25		12:00		10/31/25		Ordercoms number 9386016 Requested by Leah Parrott ext 1557.  2 x Samples received (1 Serum and 1 EDTA) with the same lab number for Christie profile.		All HCA's		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		11/5/25		Error logged, booked in, the serum sample was booked in and processed.  The EDTA sample was put in the spares rack.		Nurse involved informed of mistake for learning		Clinical Support and Specialist Surgery (CSSS)

		I17582		10/17/25		10:11		10/27/25		Staphylococcus aureus, Klebsiella pneumoniae and Enterococcus faecalis  in peripheral blood culture 17/10/25.  previous overnight stay on AAU, discharged 19/9/25. Within 28 days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				reported to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17381		10/18/25		10:00		10/21/25		Pt attended for Goserelin injection on 18/10/25- pt was administered ward stock 3.6 mg instead of the named and labelled 10.8mg from main pharmacy.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Team informed via email.
Tried to call pt to inform her of the error- unable to get through.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		Network Services

		I17366		10/18/25		06:45		10/20/25		Reviewed patient on Monday after being cared for by an agency nurse over the weekend. Noticed that patient spiked a temperature on 18/10/2025 6:45 am. No documentation of escalation. No cultures were taken or paracetamol given at the time. Patient was not seen by a doctor and thus not assessed for infection.				The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Incident being managed locally		No Harm						Reviewed patient, obs and infection markers over the weekend. Fortunately no harm was caused to patient and clinically remained stable. No infection developed				Corporate

		I17331		10/18/25		10:35		10/18/25		After 1/4 rate completed, 19mls, pt's wife alerted staff with above.		Stopped tx immediately. Administered 100mg hydrocortisone. 
Obs taken, NEWS as charted- NEWS2 initially 2.
 Reviewed by ACP on ORTC. Symptoms resolved.
Repeat obs taken - NEWS2 - 1.
 Reported feeling well. 
ACP happy for pt to go home. treatment stopped as reacted on a rechallenge at a slow rate.. Safety netted with hotline. Emailed team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken, NEWS as chartered. Reviewed by ACP Sarah Wellsby on ortc. Symptoms resolved. Repeat obs taken. Reported feeling well. Sarah happy for pt to go. Safety netted with hotline. Emailed team.		Team documented - 
Reaction at reduced rate paclitaxel. 
Will need clinic for consent to nab-paclitaxel.

Clinic planned and patient booked in for nab-paclitaxel.		Network Services

		I17332		10/18/25		12:00		10/18/25		HCAs assisting patient with a wash this morning. Noticed broken skin ?C2 to patients inner thigh.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral sent. Datix completed. PurT completed. 
Added to the handover for medical illustration to be completed Monday. (Found on a saturday and med illustration do not work weekends.)

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for ?pressure damage to inner thigh.  

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own clothing, and hospital incontinence pad. Needed assistance x1-2 to move in bed and remove/replace clothing in order to enable examination.

Superficial area of healing skin damage 0.6cm x 0.8cm to inner area of her R thigh. Wound bed is almost entirely epithelializing tissue with small area of red granulating tissue to centre. Surrounding skin normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage – all skin and surrounding skin is blanching, and no mechanism can be identified through which pressure would have been present to this particular area.

Patient and family unsure how wound occurred, neither do nursing staff know aetiology of the wound.

Medical illustration obtained during consultation, please also refer to photographs. 

Plan of care:

To small healing wound on inner R thigh:

Clean with normal saline

Apply Kliniderm foam border dressing

Change each 3-4 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17333		10/18/25		18:50		10/18/25		Absconded patient. 
Patient transferred to W14 17/10 1700pm. Left ward around 1815pm. Informed HCA staff was returning books and would return to ward. Has not returned still, now 18:55 18/10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Discharge		Self discharge/ against advice		Caporn,  Alice		Incident being managed locally		No Harm						Duty manager and security contacted and made aware by day and night staff. 
Night nurse rang pt - no answer. Rang partner around 22:10 - 'she said she had been discharged, at the bus stop now bringing her back'. 
Night nurse tried partner again 1am - no answer. 
Escalated again day of 18/10 as pt still not back. Duty managers have being ringing pt and partner today - no answer and no sign of patient. 
DM rang police on 101 (LOG NUMBER: 1391 of the 18.10.25): 'who advised that they will not attend Michaela's property as we cannot confirm if she is going to be there. They advised that we go to the property to see if she is there and if she isn't then we can report her as missing to 101 or via the GMP website. I explained that we cannot leave the hospital to attend her house as there is a safety issue for the staff and we are busy caring for our current in-patients.'

DM advised that she still cannot get in contact with pt/partner. To pack up patients belongings and place them in a locked office (in Educators office on w14). 
If she is to come back she is to go through hotline.				Clinical Support and Specialist Surgery (CSSS)

		I17334		10/18/25		08:55		10/18/25		Patient admitted to AACU for repeat bloods.
On arrival blood sugar 18.1.  Patient had not brought his regular insulin with him, so prescribed a stat dose on EMPA of Trurapi 8units at 08:55.
Nursing staff contacted on call pharmacist as unable to source from wards.
At 12:00 insulin still not received from pharmacy.  Phoned and informed that vials had been requested and only stock pens, so awaiting this to be changed by pharmacist.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Stent,  Sue		Finally approved		No Harm		No harm		10/31/25		Had to prescribe pen on an outpatient prescription in order to source for stat dose.  Received on unit at 1pm, and dose given.  Delay of 4hrs

TCP - dispensed the OP Rx as above. No stock of vials as requested on EPMA and waited for ward pharmacist advice as mentioned in datix above to amend the Rx to insulin pen. Ended up dispensing the OP Rx and the EPMA Rx was still waiting to be changed.				Network Services

		I17336		10/18/25		20:30		10/18/25		Patient admitted to ward skin checked and found MASD to buttocks and Cat 3 to sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/20/25		Skin cleaned dressing applied to sacrum skin bundle completed informed patient Datix informed sister in charge of the ward

TVN assessment on the 20/10/25- found to have Moisture lesion to the natal cleft .No evidence of pressure damage.  ward manager to be informed and incident requires changing.				Clinical Support and Specialist Surgery (CSSS)

		I17337		10/18/25		22:00		10/19/25		Pt presented with Grade 2 to the sacral area.		Pressure ulcer present on admission. Nil action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		10/24/25		Air mattress
Drssing
Regular Turns
TVN referal
Datix

20/10/2025 Tissue viability service assessment 

Referral received due to query cat 2/MASD  to sacral area Present on admission.

On assessment there is an area of 2 cm x 1.4 cm,  Category 2 pressure ulcer to the natal cleft, He has originally started as MASD to the natal cleft due to location and now appears to be a combination of moisture and pressure which Allan informed, he had not been moving around as much,  He has had this at home.

No sign of infection to the area

Allan can mobilise but due to feeling poorly is also resting on the bed.

Mattress in place with Hybrid pump now switched on.

Plan of care.

1) Put a pressure relieving cushion on the armchair.

2) ensure mattress and pump are checked and working correctly.

3) Dressing advice

Cleanse with Medi derma s PH Cleansing spray

apply Flaminal forte to the area, apply a thick layer, this can be applied following personal care or episodes of incontinence.( ensure applied at least twice a day  morning and evening)

4) 2 hourly repositioning advised and discuss with Allan 

5) update wound care plan and wound care chart

6) update purpose T and Nutritional assessment.

7) Referral to the dietician

Ensure the area is monitored for signs of infection or deterioration, if this occurs escalate to medical team and swab the area for c and s.

8) On discharge home, please ensure, medical illustrations is taken and referral to district nurses for wound care- pressure area management.

Refer back to tvn team if any concerns.		Pressure ulcer present on admission
Assessment complete in a timely manner and appropriate care delivered.		Clinical Support and Specialist Surgery (CSSS)

		I17338		10/18/25		22:00		10/19/25		Checked patient's skin and on checking, MASD was on the patient's buttocks. Barrier ointment applied and encouraged the patient to reposition regularly. TVN referral sent and awaiting Medical illustrations. DATIX completed within 48 hours.		All correct actions taken at time of incident.
Staff reminded to check that bed pumps are insitu and working		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Barrier ointment applied.
TVN referral sent.
A/W medical illustrations
Datix done within 48 hours.  

20/10/2025 Tissue Viability Nurse

Referral received for MASD to buttocks.

Visited Ward 12 to review patient. TVN Helen Meakin also present during review. Handed over verbally to W12 RN India. 

On examination: 

In bed on her back, mattress pump in situ though switched off. Pillow beneath her bottom. Wearing her own clothing. Not able to roll onto her side for examination due to discomfort from abdo drain, but was able to get out of bed easily and stand at bedside for assessment. Has pressure cushion on bedside chair for when she sits out. 

Patient reports mattress pump not working therefore had been switched off. She dislikes mattress and prefers to sit on the pillow because this feels softer to her. Explained that mattress is intended to be in contact with the patient and it will not work to redistribute pressure effectively if pillow etc is placed between patient and mattress. Discussed that the most effective way to protect from pressure damage is regular movement, if she is not able to lie side to side she can elevate each hip in turn using pillow beneath sheet to a 30deg tilt, and also she needs to regularly spend time out of the bed either walking around or sitting out in chair on pressure cushion.  

To the inside of both buttocks, she has red excoriated skin with some superficial areas of skin loss, appearance of MASD. Surrounding skin is normal in appearance and texture. No signs of infection. 

Patient reports when she was unwell in previous few weeks she had problems with urinary incontinence where she was unable to reach bathroom quickly enough. Not a current issue for her, she is continent and has been able to get to the bathroom. Using barrier cream currently and applying each day. 

Plan of care: 

To MASD at buttocks: 

Apply Mediderma barrier ointment each day after washing and drying skin

Reapply after cleaning and drying skin following any episode of incontinence. 

Nursing care:

Please obtain working mattress and pump for her bed and utilise these

Continue with regular skin checks and repositioning and document on SSKIN bundle

Please refer to DN on discharge for ongoing skin assessment and care		Staff to check and ensure that bed pumps are working.		Clinical Support and Specialist Surgery (CSSS)

		I17339		10/18/25		14:00		10/19/25		On attempt to disconnect TPN line from PICC - Component of IVI line A broken within lumen - preventing further access and sterile appliance of a green chlorhexidine bung				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		out of hours services - unable to contact procedures team 
Unable to manipulate component out of lumen 
Secured lumen within sterile pack 
Cannulation for ivi access 
Request team to step down TPN management to reduce risk of infection 
For removal of PIcc 
? disconnection technique		staff reminded to ensure PICC line is accessed correctly		Clinical Support and Specialist Surgery (CSSS)

		I17340		10/18/25		15:00		10/19/25		Medical bank nurse supporting ward on early shift
Whilst by the bedside I overheard the patient's family report concerns of new oxygen demand, confusion and RR to nurse, Who was unsure the reason for this. Est time 15:00pm
I escalated this to clinical fellow and review of News - 11:00am observations not escalated ( News 5 / 3 - in one parameter)		action was taken at the time by the nurse in charge who spoke to the nurse - reminded her of the correct escalation process		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Asked individual why this was not escalated - expressed that they thought escalation was only required if a news of 6 
reminded staff of correct escalation 
- review of bloods / fluid balance / bladder scan/ CBG/ medications ? opioids / confusion screen				Clinical Support and Specialist Surgery (CSSS)

		I17341		10/18/25		13:00		10/19/25		Pt admitted to AAU by ANP, no senior review completed (or documented), discharged same day, no discharge summary				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Finally approved		No Harm		No harm		10/29/25		Discussion with treating consultant

20/10 - CSSS Governance; A Med-Onc Pancreatic patient. Incident referred to NWS HPB service manager ?why Pt didn't get a senior review.

Im closing this incident as patient was a self discharge with the agreement that they returned the following day, this was overseen by Consultant on call as it was a weekend admission.  Patient would not at this stage require a discharge summary as patient returned as agreed and is still an inpatient receiving treatment.		None identified		Network Services

		I17360		10/18/25		05:30		10/20/25		INCIDENT REPORTED BY MFT: - Patient was for emergency radiotherapy on 17/10/2025 in Christies hospital for the 1st slot 
- Patient booked for transport early in the morning and left unit with CSW staff escort at 06:30 in the morning. 
- She was transferred to a ward after reaching Christies
- The radiotherapy has taken place only around 17:00 and throughout the day patient had to wait in Christies during this time. 
- At 19:00 CSW staff called ward to say Christies will not book transport				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hawkes,  Iain		Finally approved		No Harm		Low harm		10/21/25		- Transport booked by ward staff promptly in the morning and for return
- Delay in treatment and transport has caused severe distress for patient and family and when returned on ward had to have PRN medications for symptom management				Network Services

		I17565		10/18/25		09:00		10/27/25		Platelet unit ordered for the patient, not used and wasted.

Donation number: G072 425 046 769 K		to monitor incidents for any other issues		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Unit discarded.		Alertive to always be used between the lab and ward team		Network Services

		I17676		10/18/25		00:00		10/30/25		INCIDENT REPORTED BY TCPC : 
Patient returned from CCU without any clinical handover doctor to doctor.
Information pieced together from drug chart, nursing handover.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						datix submitted				Clinical Support and Specialist Surgery (CSSS)

		I17726		10/18/25		08:00		10/31/25		Ordercoms number 9287448 & 9387449 - Requested by Louise Knox.  High Risk label on Biochemistry sample but not on the FBC.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Rejected		No Harm						Error logged, booked in and added yellow HR labels and processed both samples as High Risk				Clinical Support and Specialist Surgery (CSSS)

		I17342		10/19/25		00:00		10/19/25		it was handed over thar pt has C2 from old soft set which has been removed and there is dressing on it.  family member showed me the picture 0f it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral done and is for 20/10/2025. is for MEDD ILL for tomorrow. 

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for wound to abdomen following removal of SoftSet for routine replacement.

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own nightwear. Needed minimal assistance to move in bed and remove/replace clothing in order to enable examination.

1cm x 0.5cm irregular shaped wound to her lower L abdomen. Wound bed is entirely white/yellow slough. Surrounding skin is normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage.

Plan of care:

To sloughy wound on lower L abdo:

Clean with normal saline

Apply Flaminal Forte to sloughy area

Apply Kliniderm foam border dressing

Change each 2-3 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17343		10/19/25		12:06		10/19/25		request placed for mscc treat and return, if pt not able to be transferred before 12pm could come following day.
pt arrived in xrt dept just before 12pm, bed on w10.
pt has arrived with no handover from AMU at MRI hospital, no escort and unsure if pt has return journey booked.
W10 will get handover from paramedic crew and ask about a reference number.
tried to call bed manager for repats and tertiaries and also amu at mri but no reply/response.
DMOC informed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Safety,  Patient		Incident being managed locally		No Harm						Christie staff creating transfer request for this patient did specify that the patient should attend with an escort and handover, and stating that transport should be booked by the ward the patient attends from.				Network Services

		I17344		10/19/25		11:21		10/19/25		Due cytarabine BD, no SACT delivered for 20/10 6am dose from trials; changed on IQemo from 'accepted' to 'shipped at 11.21', attempted to ring baxters and trials pharmacy to see if someone present who could help with the issue,  haem reg aware, on call pharmacist contacted for guidance, unable to give cytarabine in accordance to Iqemo prescription, patient aware of large gap between doses,		20/10 - Staff escalated to relevant medical team, pharmacy team made aware so chemos arrival could be prioritised for Monday morning. Ward manager spoke to trial pharmacist and an agreement was made with ward pharmacist that baxters would be asked to provide the Monday morning chemo on a Friday evening in future.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Brennan,  Naomi		Incident being managed locally		No Harm		No harm		10/20/25		On call pharmacist contacted for advice, haem reg and patient made aware				Network Services

		I17345		10/19/25		23:00		10/20/25		At 23:00. Skin assessment conducted. Suspected Deep Tissue Injury (DTI) noted on the bottom.
Assessment: This appears to be a new development; no prior documentation or observation of this condition noted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		No Harm						Escalated to the Senior Nurse in Charge on Ward 14. Patient repositioned safely in line with care plan. Pillow placed under affected area to offload pressure and prevent further skin damage. Patient's pressure-relieving bed pump is being monitored to ensure optimal function.
TVN comment: Not appropriate to review as she is too unwell and on end of life pathway.				Clinical Support and Specialist Surgery (CSSS)

		I17427		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		as per reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if their medicine has been re-dispensed.
Emailed the team and received a reply to say they will contact the patient to review.		Patients do not collect medicines from royal mail collection centre		Network Services

		I17429		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare Team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if the patient has had their medication re-dispensed.
Patient has picked up a further 3 cycles since.  Team made aware		Nil		Network Services

		I17380		10/20/25		12:00		10/21/25		A tumour block transferred to central lab for a clinical trial was not returned and, investigation revealed, has been 'discarded'. There is no evidence available to say that we gave permission for this to occur (at this time).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/21/25		Originating hospital were informed. Internal records updated.				Research and Innovation

		I17391		10/20/25		18:30		10/21/25		TSRT9 level 5 4k cf1d md12i
Radiotherapy prescription dose/# different to that on referral form and OP annotation with no updated information as to rationale of change/confirmation of change in dose/#
Patient attended for treatment (target patient) but no treatment delivered as clarification from clinician could not be sought.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Clinician was contacted at time of data prep when discrepancy between px and referral found and asked for annotation/clarification via email with no response
Patient attended department for first # of radiotherapy. B7 and B8 alerted 
B8 discussed with clinician via switch the issue and to seek clarification of whether to proceed on current plan however unable to confirm. 
B8 updated patient and apologised for delay and to attend the next day following confirmation of treatment plan 10# or 15#				Network Services

		I17367		10/20/25		12:48		10/20/25		21mls drug infusion
Started feeling faint/ 'Stars' in vision
Started coughing as was part way through eating which had now gone down incorrectly.		Actions and result of actions taken	
Infusion stopped
Emergency call bell actioned
Cold cap removed
Colleagues in attendance including Doctor
Hydrocortisone administered
Obs taken and stable
Further obs showed decrease in BP 250ml saline actioned.
all symptoms Settled within a few minutes.
Obs remained stable discussed with ORTC medical team to re-start as per hypersensitivity rates.
Patient fully aware of events, Will inform medical team via email and complete IRF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Drug stopped
Emergency buzzer called
Colleagues in attendance
Cold cap removed
Hydrocortisone given
Obs taken and recorded
Noted BP drop in later obs IVF commenced		Actions taken quickly - patient came to no harm.		Network Services

		I17368		10/20/25		19:00		10/20/25		**extravasation - no option to choose this
Patient had iv thiamine running through cannula to right hand - patient buzzed and reported some pain. Infusion stopped, hand appeared to be swollen around cannula site.		learning identified and to be added to next LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Tried to aspirate with 10ml syringe but unable to aspirate anything. Got extravasation kit and followed protocol. informed NIC, removed cannula. applied cold pack following guidelines, drew around the swelling site. explained to patient what had happened and elevated hand. Informed doctor on call for advise and to come and review.		to maintain good IV access, make sure careplans are being updated to ensure IV access is not being used post 7 days and following extravation protocol.		Clinical Support and Specialist Surgery (CSSS)

		I17369		10/20/25		18:00		10/20/25		2x oxycodone instant release capsules found in a cup on a epma trolley. Notified NIC. Spoke to nurse who had patient taking oxycodone IR capsules, confirmed that was what the capsules were. 
Wasted alongside nurse. Marked in CD book. Count remained correct despite drugs found. Concerned that a) CD drug discovered on ward, b) that potentially patient missed a dose, as count was correct, so drug was signed out and needed to be given to patient but wasn't				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Expiry date - passed/omitted/wrong		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/28/25		Escalated to NIC. Checked that it definitely was the drug. Safely wasted the drug.				Clinical Support and Specialist Surgery (CSSS)

		I17370		10/20/25		19:00		10/20/25		TSRT 9 level 3 13L, SB 13hh, MD13AA, CF1a,1b,1c,2c
Patient was initially set up (brain) with extension on harmony bed, origin position set but then realised after CMA moves loaded but before sent that the patient needed to be set up without extension on bed, patient reset up without extension on bed however the Harmony workflow screen was not reset so when the CMA moves were sent this resulted in an incorrect start position on the software resulting in the scan being taken at an incorrect isocentre position.

This was picked up on XVI scan as notable discrepancy in the sup/inf (longitudinal) direction

Patient reset up and rescanned.Apologised to patient and explained the set up was incorrect. Patient was very understanding				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Staff informed B7.
Repeat image authorised.
Apologised to patient.
Reset up and treated accurately.				Network Services

		I17371		10/20/25		16:30		10/20/25		Verbal abuse to nursing student by patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Abuse to staff from patient		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		NIC witnessed end of situation, patient flung sats probe towards the student, mouthed 'stupid b****' at her. Student said the patient asked her to throw away rubbish from his table then became upset and asked for it back.
NIC asked patient to stop speaking inappropriately and took student away from the situation, immediate debrief and support provided by supervisor and ward team.
Discussed again later on with patient to reiterate this was unacceptable - he apologised and asked to pass the apology on to the student, he stated he felt unwell today.				Clinical Support and Specialist Surgery (CSSS)

		I17372		10/20/25		12:10		10/20/25		Unwitnessed fall, patient fell out of bed, landed on knees. No footwear or socks on. Patient reports to have hit head. Pt safely got up out of bed with assistance of staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Learning response required		No Harm		Death				CBG checked 
NEWS2 checked 
1:1 nursing care put in place 
CBG checked
Medical team notified 
Family aware				Clinical Support and Specialist Surgery (CSSS)

		I17373		10/20/25		22:00		10/21/25		Stat oxycodone prescribed for pain as could not yet a subcutaneous PRN (prescribed 6 hourly). 
Stat oxycodone prescribed as oral, administered the same dose as subcutaneous in error.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Doctor made aware. 
Subsequent doses prescribed as subcutaneous. 
Datixed				Network Services

		I17374		10/20/25		00:00		10/21/25		TSRT 9 

Table compensation loss occurred due to other interlocks. 
Additional 2DkV pair imaging required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR aware, B7 informed and additional imaging authorised prior to exposure.				Network Services

		I17375		10/20/25		13:45		10/21/25		TSRT9 / EL3 / 13Z / CF1C / MoD 13I / SB 12C 13HH
Upon CBCT acquisition, radiographers realised that the incorrect pre-set had been prepped and used for acquisition.
4D M20 Abdo pre-set was used instead of a 3D.
The dose difference between the presets is an additional 0.1mGy. This is non-reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Radiographers escalated to band 7 during acquisition.
Band 7 reviewed image as it was still clinically useable.
The pre-set was immediately corrected afterwards in the imaging field.

Discussed with the treatment radiographers the importance of pausing & checking the image preset prior to initiating acquisition.
Also discussed with the radiographer that completed the image prep, had not intentionally chosen 4D preset & knew standard 3D was correct.				Network Services

		I17376		10/20/25		16:00		10/21/25		Patient due 1 pool plts. Arrived on ward checked with porter nil issues noted. Went to do bedside check with second checker and when we went to hang the bag noted ?small blood clots in bottom of  plt bag. Did not start transfusion (although on CWP care plan could not override this section).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Transfusion incident		Contamination		Component/product contaminated		Stansfield,  Emma		Incident being managed locally		No Harm						Returned pool to lab. Lab did not think any issues but re issued a new pool. Pool transfused with nil issues. Traceability completed on CWP and datix completed. Nil harm to patient and nil products wasted.				Christie Pathology Partnership

		I17393		10/20/25		12:00		10/21/25		Daily crash trolley checks not done				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Dawidpaluch,  Caroline		Incident being managed locally		No Harm						Check performed on crash trolley following day, relevant staff notified				Network Services

		I17346		10/20/25		06:50		10/20/25		Patient expressed discomfort at sacral area upon examination C2 formed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Incident being managed locally		No Harm						dressing applied Purpose T updated

20/10/2025 Tissue Viability Nurse

TVN service review following DATIX submitted reporting PU to buttocks.

Attended Ward 15 to review patient. TVN Helen Meakin also present during consultation, as well as patients spouse who was present throughout at his request.

On examination:

Lying in bed on his back, on a dynaform pro mattress with pump in situ. Wearing his own nightwear. Noted that he was sitting on several folded towels and a stack of dry patient conti wipes – wife explained that this was due to pain in his bottom and they were using these to make it softer for him to sit. Myself and Helen explained that the mattress surface is intended to be in contact with the patient and explained how it works, demonstrated the alternating air cells. Mattress pump switched from ‘firm’ to ‘medium’ which improved his comfort level. They agreed not to put towels etc underneath pressure areas.

NS report that he is continent at present, using urinal bottles/bedpan with assistance.

Initially he had declined an assessment of his skin as he wished only males to do this – escalated to WM Alice who will speak to other wards to facilitate male staff for personal care, skin checks, repositioning throughout today, and will also look at night staffing. Medical Illustration contacted by TVN and will send a male photographer later today as Mr Kamran not happy for female photographer who attended this morning.

As he was uncomfortable and sheets were creased, myself and TVN H Meakin asked if we could reposition him in the bed, which he agreed to. Sheets changed and moved up the bed using a slide sheet. After this, he said that he would be happy for us to see the wound on his bottom, which we examined in presence of his wife.

At the top of his inner buttocks, areas of irregularly shaped superficial skin damage to R and L side, in ‘kissing’ pattern. Appearance of Moisture Associated Skin Damage. No pressure damage visible at buttocks or sacral area. Did not consent to further skin checks at this time so other areas not visualised.

 

Plan of care:

To MASD on buttocks:

After washing and drying skin, apply barrier ointment to area of damage, and to surrounding skin at risk of MASD.

Following any episode of incontinence or if any other additional moisture, clean and dry skin and reapply barrier ointment.

Please obtain medical illustration when possible today, and repeat each 7 days.

Continue to use air pro plus mattress.

Continue with 2-hourly skin checks and repositioning.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17361		10/20/25		15:45		10/20/25		Noticed patient had cuts beneath their chin prior to fitting. 3 point beam directional shell used for treatment. Once shell had been fitted, it was identified that it was the mask potentially causing these cuts. Confirmed this with patient also as they stated they did not harm themselves outside of department. Shell made at Salford				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		10/28/25		Confirmed with treatment superintendent radiographer that mask was cause of the cuts beneath patients chin. Patient was happy to receive treatment at this time with mask in current shape and form and agreed to have mask reshaped and smoothed near affected area of chin to avoid this issue with future treatments.				Network Services

		I17359		10/20/25		08:30		10/20/25		tsrt9 level 5 5a cf1d md11a
Discrepancy noted at radiotherapy planning checks between 3 documents on CWP dated 3.10.25. Incorrect laterality had been highlighted and corrected at a previous stage. However, previous SACT, treatment history and staging were inconsistent with prior CWP entries. Incorrect laterality and treatment history duplicated on Patient Letter entry of the same date. Correct treatment history and laterality for the right breast documented correctly on Outpatient Clinic Outcome note.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5A Completion of referral for treatment (including incomplete referral or insufficient data or failure to communicate referral)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Highlighted the discrepancy to consultant's secretary via email and asked for correct documentation to  added to CWP - Outpatient annotation and Patient Letter entry to be updated. Christie Clinic patient.				Network Services

		I17363		10/20/25		14:25		10/20/25		Enteral tube type confusion - nil (medical) annotation of xray review.
Ward staff advised treating NGT as NJT - nil indication of Xray or medical review to support this - unclear where or by whom this was communicated.
No NJT monitoring chart at the bedside - NGT monitoring chart has only X1 record documented from 17/10/2025 - despite reference to checking aspirates
Nil evidence in medical notes of review of xray carried out 17/10. No evidence therefore that the tube tip is gastric vs jejunal				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						High risk ward staff have been using a NGT as NJT, not gaining or monitoring aspirates and therefore not monitoring safe gastric position. Could have precipitated a never event.

Patient declining feed, but nurse annotations on 18th/19th/20th clearly state NGT administration of medications - this does not correspond to verbal advice and handover annotation that tube was reviewed as NJT. Nil supporting documentation of aspirate monitoring to state safe to use NGT.

Discussed with PA agreed to treat and manage tube as NGT today, if on going issues to then reconsider need for formal NJT tomorrow.

Ward staff aware of need for bedside NGT monitoring chart and to record every aspirate both failed and successful.

Ward manager has removed reference to NJT in nursing handover.				Clinical Support and Specialist Surgery (CSSS)

		I17364		10/20/25		13:30		10/20/25		Contacted patient to pre-asses prior to chemotherapy tomorrow and she informed me she did not received her desensitising medications that she has to start today prior to her chemotherapy tomorrow. She is unable to collect them and does not have anyone else to do so either. She was told last week on the unit that they had not arrived from pharmacy and they would be posted out to her but they were not. 

PostedMeds (added to enable identification of similar incidents)		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		I apologised to the patient for not receiving them and informed her that unfortunately she would not be able to have her treatment tomorrow without having taken these medications. 
I consulted with pharmacy and a PEF on the unit and the plan was to defer the treatment until the patient had received the medication and had time to take them. The patient has asked to be deferred by 1 week so coincide with a clinic appointment with her team next week. 
I have deferred the script, asked pharmacy to post out the medications using our cost code and emailed the schedulers to give her a new treatment appointment

Pharmacy - as per the attached prescription, the patient was due for treatment on the 14/10, on ward 3. The medication was collected by a member of staff (see attached sign out sheet), at 10.44am (3 hours and 16mins before the patient was due treatment), along with medication for other patients who were due to receive medication on ward 3. 
Was there a reason the patient was not handed the medication then, instead of needing it posted out? Also, the prescription came back down to TCP on the 21/10, to then be posted out. However, the patient should have been given the pre-meds when they attended for treatment on the 14/10, as the were on the ward at the time. Transferred over to handlers at ORTC/W3		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		Network Services

		I17365		10/20/25		15:00		10/20/25		Patient on AACU booked for nephrostomy insertion, blue radiology care plan sent up to ward specifying IV access required for procedure.
Patient brought down to IPU radiology by radiology nurse as no porters available- blue radiology careplan had been left completely blank by ward staff and patient not cannulated. Caused significant delay to start of procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						Pre-procedure checklist completed by radiology nursing staff and US Guided cannula inserted by radiology nurse to allow sedation to be administered during the procedure.				Clinical Support and Specialist Surgery (CSSS)

		I17356		10/20/25		10:30		10/20/25		Wrong Details put onto CWP		Staff member realised this at booking in and re-requested, they asked IT to amend the report.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Asked IT for redaction.				Christie Pathology Partnership

		I17353		10/20/25		12:00		10/20/25		Patient arrived with hickman line not being flushed or bloods taken 3 weeks from the date of today according to him. I rang day unit to ask for advice and manager coordinator Ruth told me to proceed using the line, After following the guidelines and cleaning the area, when took out the dressing I noticed the line was bend so was decided and consent to not put a plaster as it needed to be straight, as I draw back first nothing was coming. However, when I tried to flush the line popped.		HCA referred to OH
Line removed from IPU		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Virology incident		Virology incident		Safety,  Patient		Incident being managed locally		No Harm		No harm				Escalated to Manager Hanna and was told to ring IPU in which I did and they ask to one of the nurses to fill a form so the line could come off. IPU came and clamp the line and after taking bloods peripherally patient went to IPU to get the line removed.
I am not sure if I should get bloods done immediately, I took a shower straight after it happened, it didnt came in my eyes but was in my face slightly, I washed straightaway		30/10 - appropriate steps and precautions taken  IPC measures were in line with policy, and to refer to stoke (Royal Stoke University Hospital) to haem outpatients to review incident and their practice in assessing lines.		Network Services

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities

		I17350		10/20/25		06:00		10/20/25		Nurse reported needle stick injury post administration of insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/28/25		Night staff handed over to day staff needlestick injury occurred on night shift ?escalated to duty manager overnight. 
Nurse washed injury site at the time 
NIC consulted policy on HIVE
Bloods taken from nurse 
Drs updated and asked re capacity as patient confused under 1.1 supervision - to review today and ask consent for blood sampling if possible/appropriate 
Nurse given Occ health details to contact and NIC to send over risk assessment to OH				Clinical Support and Specialist Surgery (CSSS)

		I17351		10/20/25		09:59		10/20/25		The patient attended outpatients for their appointment. No Request for a BSL Signer was sent to the interpreters email to request a BSL signer for the appointment. Received a call from the consultant in the department to say that the patient is in the department and awaiting a signer. I checked on Care flow to check whoever made the appointment should have sent a request for a BSL Signer. The member of staff who booked the appointment no longer works at the trust		- Unable to address error as staff member no longer at the trust.
- Reporter acted urgently to arrange a last minute BSL via teams.		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Interpretation issues		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		The consultant asked if we could do it over a video link. I sent a request to our Interpreter providers who came back with a linguist over teams. I let the consultant know in the department, and gave him the link.		- All interpreter request are shown in the outpatient outcomes. It is vital to be vigilant and book as requested for the next appointment to avoid situations such as this.
- Patients have active alerts on Careflow to highlight communication issues.		Network Services

		I17348		10/20/25		05:30		10/20/25		Attended to a noise heard from Janet's room. Found Janet sitting on the floor stating that she had slipped while trying to go to the bathroom. Pt had taken off anti slip socks, these were at the end of her bed. Observations recorded, Blood glucose taken 6.8mmols, GCS 15/15.Medics made aware and attended to bedside within minutes. Janet denies that she had not hit her had and had just slid on to her bottom. Patient denies any issues or pain just wanted to get back bed.		72 hours review completed.
Staff followed SLIPS, TRIPS AND FALLS POLICY. 
Medical reviewed: no head or any injury. 
Actions to come out of falls thematic review.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/21/25		Observations and blood glucose recorded. 
Medical team notified and reviewed.
GCS monitored.
Reassured patient.		Staff followed SLIPS, TRIPS AND FALLS POLICY.  Reviewed by medical team; GCS and NEWS performed; datix completed; care plans including falls and bed rails done.		Network Services

		I17503		10/20/25		17:07		10/24/25		Patient received a unit of RBC’s and the pre transfusion vital signs were completed one hour and 12 minutes prior to its commencement
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.		To escalate with ward manager
To follow up with transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		Reported to transfusion practitioners		NEWS and vital signs are to be completed accurately and on time		Network Services

		I17504		10/20/25		15:15		10/24/25		Patient received a x bottle of Albumin and the request number was documented instead of the batch number. 

Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/24/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04K049411				Clinical Support and Specialist Surgery (CSSS)

		I17459		10/20/25		16:50		10/23/25		Received a referral in the inbox on Monday 20th October from secretary. the email stated "Hi Gerben
This letter was on my desk on my return.  I’m not sure if you’ve already seen it or not, it does not seem to have been Christie registered yet it is a referral.
Please advise what you would like me to do with it."
Letter was dated 11th August and was not added on. Not sure if referrer sent it late or if was seen late.		- Secretary queried with consultant.
- Referral team processed urgently due to delay.
- Datix was submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Registered and actioned the referral as urgent and confrimed to the secretary that it has been added on and a DATIX has been done.		- Do not send referrals to the Christie via post.
- All external referrals should be sent via email to the-christie.new.referrals@nhs.net		Network Services

		I17451		10/20/25		10:50		10/23/25		Patient developed an urticarial rash approximately 10 minutes following the completion of a platelet transfusion.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/23/25		Medical review sought and chlorphenamine administered IV with effect.				External Other Trust

		I17456		10/20/25		12:51		10/23/25		Incorrect DOB on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17470		10/20/25		08:42		10/23/25		This patient's referral was triaged to a consultant in May 2025, and this patient's referral was then discharged from that consultant, and re-directed to another consultant, and this patient referral had still not been accepted, or appointed, nor had their referral been discharged in October 2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Forwarded email from Support Manager to my Deputy Service Manager to investigate and respond

RP - SM for DG1 to review -  It looks like this patient remains unaccepted so in a received state which would mean the patient has been sat on the consultant list without action. Bookings would have only seen this if it was accepted with comments added.
Please can you review ASAP and action. Then a plan on how these are managed going forward.

New Referrals raised datix as requested.				Network Services

		I17721		10/20/25		00:00		10/31/25		TSRT 9 
#8/10 electron
Picked up during switch on that only 1/3 calculations had been completed by a B6+, should be 2 as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11U Identification of responsible staff (appropriate training, competency, entitlement)		Shardlow,  Jemma		Incident being managed locally		No Harm						- B7 informed. 
- Calculation checked and correct.
- Proceeded to treat. 
- PDF document amended. 
- Discussion with staff involved. 
- DATIX submitted.				Network Services

		I17599		10/20/25		11:00		10/28/25		tsrt9 level 5 4i sb4b cf1d
paediatric patient from Ireland referred for CSI radiotherapy. Patient and family asked to attend the christie hospital for pbt planning asap prior to MDT meeting. At consultation family where informed that there was a query regarding weather patient was standard risk or high risk prognostic group. Depending on the grouping this would change treatment pathway. Family consented to pbt prior to MDT. MDT decision high risk so indicated chemotherapy not pbt.				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor / Oesophagogastric Research Team						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4I Choice of other concurrent treatment or interventions and their sequencing or timing (including patient selection criteria or referral criteria not met)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dad informed via phone call in Ireland by consultant after mdt. Arranged to have a meeting with consultant, Irish consultant and Family following day to discuss. Second radiology opinion sought from RMCH who did not agree with MDT decision and on balance of probability patient was to be treated as standard risk. Communicated this to family and planning scans delayed by 1 day.				Network Services

		I17486		10/21/25		10:30		10/23/25		Asked to speak to patients friend /NOK on the phone by IPU admin as she was concerned that patient  hadn’t showed up for her booked pre assessment appointment at 3 pm today to prep for her booked Nephrostomy Procedure on 23.10.2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Cox,  Margaret		Incident being managed locally		No Harm						Patient  was unable to come to the phone. Her friend described her as semi responsive and too unwell to come to hospital anymore. I reassured her friend I will try to get a plan in place and ensure patient  was reviewed. My concern was to establish urgently if this was because of her Hydronephrosis( moderate on discharge 2 days ago) or was she now approaching EOL? I noted Macmillan had tried to speak to Med reg earlier today.

16:47-Rang Consultant to discuss case and ask for advice was asked to ring Med onc Reg on call.
16:48- Allertive sent to Med onc on call -Message sent outlining concern re non attendance of appointment and unresponsiveness. Explained she hasn’t seen her Gp this week has severely deteriorated plus her bloods are trending severely downwards. I asked for advice.
17:30- I then called the GP practice to ask for an urgent visit to establish if we needed to expedite her appointment as the GP hasn’t been to review in approximately one week so I called the practice to request an urgent visit to establish if she needs to come in sooner or indeed focus on comfort measures. I left my mobile number, and they agreed to call me back.
17:39-Telephone call to DN team who know patient well. They said she is now approaching her final hours of life and is no longer appropriate to come to the Christie. Macmillan have called the Christie to discuss pain relief increase. The DN team also agreed to call her GP. DN team attend daily for syringe driver oxycodone. Carers QDS and her friend was staying 24/7.

17:44-Subject: Nephrostomy request message 
Sent To:  to Consultant re all of the above asking if we should cancel her request or not?
17:57-Response from med reg on allertive -explained she had to attend to a poorly patient. Explained she  had spoke to Macmillan this am and that she planned to  review her when she came in today at 3 pm. I then suggested we speak in person as it was urgent. Call initiated – I explained the above situation and the fact I needed to know what to do and unfortunately cwp had no plan outlined re 3pm assessment and nothing was communicated to Radiology. The Doctor explained patient  was not semi-responsive earlier today and she was concerned about her and stated she really needs to come in asap.I was then asked to ring the hotline to arrange admission but I asked if the Doctor could take over at this point. She agreed to ring the hotline to arrange blue light ambulance and admission.
 
18:18 HOTLINE call -called NOK due to altertive from MED onc to say patient needed urgent blue light ambulance arranging for nephrostomy ? ureamic encephalopathy patient semi conscious spoke to GP who was in attendance with Patient doing palliative care home team visit patient deteriorated ? app EOL GP feels comfort measurements are the priority at present GCSF 15 doesn't feel she has ureamic encephalopathy, feels not appropriate for her to come to the Christie patient has community teams in place, macmillan team and DN involved in ensuring comfort goals are met GP is going to discuss with patient and NOK goals for comfort SPR informed and happy with the plan
18:20-Still no reply from her GP at this point.

22.10.2025-7.58-Message response from  Consultant-Subject: RE: Nephrostomy request 
Sent To: Radiology Nurse
 It is very sad to hear of her decline. I believe the procedure should be cancelled for now though I think this query should be redirected to the medical oncology team  since patient  was being considered for 2nd line chemotherapy.
22.10.2025-7:58-Hi Dr ,
 I have been messaged about patients  decline. She was due to come in for nephrostomy change but is too unwell.
Based on this I believe she will not have second line treatment . She was supposed to be going back to med onc clinic on 28th for consideration of this.				Network Services

		I17455		10/21/25		12:34		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Samples should be properly labelled before sending to the lab		Network Services

		I17465		10/21/25		12:00		10/23/25		TSRT9/level 5/13F/CF1c/SB13F/ MD 13f

Left Breast #4/5
Pt for cardiac monitoring.
Radiographers did not wait for Medical team to arrive to monitor pt prior to switching on beam.
1 XRT beam delivered prior to starting monitoring.		monitroing in place for second beam
no harm to patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Pt checked by medical team and monitoring switched on for 2nd beam.
Pt medical review following XRT.
Pt clinically well, no concerns regarding pacemaker.
Medium risk on cardiac risk categorisation 
Radiographers educated on importance of following departmental procedures.		follow policy		Network Services

		I17493		10/21/25		17:50		10/23/25		Patient had a Cholinergic reaction to irinotecan; sweaty and stomach cramps		Symptoms resolved - treatment continued.

Will email team to change duration of treatment to 1hr30mins and to have atropine as default not optional..

Safety netted patient with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped treatment and administrated 0.25mg atropine		Nurses are all taught on UKONS how to treat this reaction.		Network Services

		I17514		10/21/25		15:36		10/24/25		Incorrect patient letter attached to an overseas patients email to request the immigration share code. I have attached the email and attachment to this datix.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Bryan,  Dwain		Finally approved		No Harm		No harm		11/5/25		Raised to management and completed Datix.		To be more careful when attaching files to emails.		Network Services

		I17394		10/21/25		15:40		10/21/25		TSRT9/ EL3 / 13I / CF1a CF1c / MoD13BB / SB13aa SB13ii

Offline review #1-3 stated to repeat imaging for remaining 2#'s.

Resetup required #4.
B7 did not realise resetup #1 meant that more than 2 additional KV images had been acquired over the 4#'s treated currently.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Whilst annotating additional image note B7 realised additional imaging exceeded 2.
Clinician emailed for authorisation.
Ensured annotation input from clinician before next treatment/image due.

Spoke to radiographer that completed offline review. It should have been escalated at the time of offline review that additional imaging due to resetup #1 would exceed 2 over the course of treatment.				Network Services

		I17395		10/21/25		11:50		10/21/25		Whilst checking on the patient it was noticed that his hands and palms were red.  He then reported that he felt hot and nauseous.  On closer examination his chest and upper arms appeared blotchy.		treatment stopped Chlorphenamine 10mg, administered under PGD
Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken
patient reviewed by acp J Booth;

- iv paracetamol and metoclopramide given after rescue medication.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		chemo stopped; clinical observations were taken; rescue medication given ( 10mg piriton and 200mg of hydrocortisone).  Unit acp was notified to review patient and give plan of care.				Network Services

		I17396		10/21/25		15:50		10/21/25		TVN review - classed C2 pressure damage				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Langstaff,  Alexandra		Incident being managed locally		Low Harm		Low harm				Nursing staff referred to TVN on identification of damage blister/C2 to left heel
TVN reviewed and classed as C2 and advised ward staff to datix. 
L heel blister was present on admission - NS state has burst during admission.
Also has blister to R heel and C1 marking to thigh ?from catheter.
Currently hoisted astx3, nursed in bed majority of the time, high BMI, lymphoedema. 
Added to turns chart and nursing handover, heel pro boots in situ, added to SSKIN bundle, medical illustration taken yesterday.				Clinical Support and Specialist Surgery (CSSS)

		I17397		10/21/25		08:20		10/21/25		Patient had a fall by M&S this morning, as I just happened to arrive a nurse was already helping her. I fetched a wheelchair and when the patient felt ready the nurse and I helped her into the chair and I brought her up to radiotherapy. She informed me her legs 'just went' and this has happened before.				The Christie NHS Foundation Trust / Other / Hospital Grounds						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		I passed this information onto the treatment staff on suite 2 and they agreed she needs obs and review as she knocked her head when she fell. The patient was happy with this plan				Other

		I17398		10/21/25		12:43		10/21/25		Patient had had 273mls of docetaxel administered as per hypersensitivity protocol due to previous reaction, complained of abdo pain radiating into back, lightheaded		Treatment stopped, appropriate medications given.  observations recorded, safety of the patient priority.
treatment re started, with further reaction.  treatment stopped 
 reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/22/25		Treatment stopped, observations recorded, 100mgs of hydrocortisone given under PGD, symptoms appeared to settle, pain improved. Reviewed by tACP, 1g paracetamol PO given under PGD.
Around 20minutes later patient reported symptoms returning, pain and nauseous. Further 100mgs IV hydrocortisone given. C/O chest discomfort - ECG completed and reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.				Network Services

		I17399		10/21/25		17:30		10/21/25		evidence of contrast on bolus tracking, scan triggered. Patient did not complain of pain during scan. PV scan suboptimal to checked patients arm after scan and there was evidence of extravasation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/29/25		apologised to patient, drawn around, cold compress given, picture taken, attempt was made to aspirate but very little came out. Checked images with HULA as patient was anxious over the diagnostic quality of the images. HULA assured repeat imaging with a new cannula was not required. 
Camera will be sent to medical illustration tomorrow, and will call patient tomorrow to check on status of swelling. No immediate concerns		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17400		10/21/25		14:00		10/21/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after.		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD
Patients symptoms then eased.

Actions and result of actions taken	
Sister  and staff nurse  first to attend, quickly followed by ACP and other ORTC staff.
Initial NEWS 9 (o2 89% = 3 using O2 = 3) - within minutes this had come down to 1 so outreach not contacted.

Nurse emailed team to prescribe desensitising medications for next treatment. Bloods and clinic booked for next week 27/10/25 so team can review prior to next cycle of chemotherapy.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after		More detail could of been documented regarding how many mls of treatment went though before he reacted and what the plan was regarding 
No updates on Iqemo to say that drug was partially administered.		Network Services

		I17401		10/21/25		16:00		10/21/25		RN needlestick injury after administering insulin to patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Staff		Near Miss		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Langstaff,  Alexandra		Finally approved		No Harm		Low harm		10/23/25		First aid to RN, washed and bled site 
Occ health referral made
Policy followed - patient low risk 
Escalated to lead nurse 
Bloods to be taken from RN and patient with informed consent				Clinical Support and Specialist Surgery (CSSS)

		I17402		10/21/25		19:00		10/21/25		TSRT9 Level 10J 5 SB10l 10J CF1c
Bladder pressure for abdomen belt not provided on scan sheet, assessment tab or patient site set up by pre-treatment staff. The ant Tattoo to belt measurement of 1cm that was provided did not match the 4cm difference on the acetate.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		Issues raised to superintendent.  Clinical judgment used to set bladder pressure with help from partial picture of pressure gauge from pre-treat on site setup.  B7 present for set up after and CBCT.				Network Services

		I17403		10/21/25		20:05		10/21/25		Incorrect Christie number entered on blood gas machine (patient KM). Unable to change number as machine had locked in result. Patient name deleted from test on gas machine- consequently test has not currently appeared on CWP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Digital Services / Transformation				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/30/25		Sample re-entered with correct Christie number (patient MW).

Out-of-Hours labs called. Confirmed they could also not see result on CWP. Not possible to add comment to result as it has nt appeared on CWP.

IRF submitted				Clinical Support and Specialist Surgery (CSSS)

		I17390		10/21/25		13:30		10/21/25		Cannula causing pain, 10 ml flush showed swelling when pushed slowly.		Extravasation managed appropriately, follow up call made, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Chemical		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/27/25		Infusion stopped 
Checked for flashback and flashback seen 
10 Ml flush used to check cannula, small swelling noted
Treatment clamped off and disconnected 
Aspirated cannula, blood seen.
Area marked and photographed with patient consent 
Flow chat D followed 
Heat pack applied for 20 min 
No swelling seen and area not red and patient expressed no pain. 
safety netted patient to contact Hotline A+E  if develops pain/ swelling or is concerned. 
Arranged to contact patient tomorrow AM to check on patient status.		Extravasation managed appropriately, follow up call made, no further issues reported.		Network Services

		I17388		10/21/25		14:00		10/21/25		Patient experienced symptoms like Warm and flushed during the Treatment infusion.		All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.
Treatment given
Medication given for drug reaction
Hydrocortisone 100mg, administered under PGD		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment stopped immediately. Clinical Observations were taken timely. All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.				Network Services

		I17405		10/21/25		14:00		10/22/25		94 year old admitted to IPU at 14:00 for excision of lesion of forehead under LA Plastics list. Known Type 2 on insulin. BM on admission unrecordable - high. Bloods (VBG) taken by IPU nursing team. Escalated to diabetic team (serum osmolarity, Christie Profile HBA1c requested) . Escalated to Plastics team and theatres. Reviewed by Plastics Registrar and 8 units of Novarapid prescribed. 
Second VBG taken - awaiting result. Plastics reg instructed IPU B6 to discharge patient as he "was stable".		Wider work ongoing regarding: who takes responsibility for surgical pts when their presenting issue is medical. Mr Oudit is in communication with Eva and Sekar regarding this. New SOP to be created in regards to the management of surgical patients going to medical.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Smith,  Lydia		Finally approved		No Harm		No harm		11/4/25		IPU B6 team disagreed with management plan and stated they were not discharging the pt.  

No results obtained from 1st VBG - results failure on machine. Escalated to IPU B7 (interviewing at time). 2nd VBG  - lactate 2.2 K+6.2  Glucose recorded as ?. Capillary BM recorded now at 32mmols. Ketones 0.6 on AAU machine. Plastics Reg stated he had consulted Surgical Reg on call and he would review these results. Plastics Reg left duty. Surgical Reg on call unaware of pt after being consulted by IPU B6. Management plan obtained from Surgical Reg on call - escalated to Consultant, escalated to CCU and patient transferred to AAU at 19:45 following further novarapid, calcium gluconate and IV fluids. BM 29.7 on transfer.				Clinical Support and Specialist Surgery (CSSS)

		I17377		10/21/25		08:44		10/21/25		TSRT9/ 13AA/ Level 5/ SB12G/ MoD 13I/ CF1c/
Systematic review not scheduled for after Ph2 #1 as per PR3.69.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 regarding no anno, proceeded to use 2D as per B7 authorisation
Systematic reviews scheduled correctly apart from missing post #1 as Same ISO as Ph1- incorrect process.				Network Services

		I17382		10/21/25		10:00		10/21/25		Out of date PPE Supply in the out of hours store cupboard by Department 40.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Estates and Facilities Department						Incident affecting the organisation		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Escalated to head of estate department.				Capital, Estates and Facilities

		I17383		10/21/25		10:45		10/21/25		TSRT9 / EL3 / 13I / CF1B / MoD 13BB / SB12C 13HH
Incorrect image preset selected at treatment prep stage.
Head and neck S20 should have been used, M20 selected.

1.7mGy dose from H+N M20 compared to 0.8mGy for S20, additional dose of 0.9mGy.
This is not reportable		The radiographer that completed the image prep has been involved in a similar incident regarding another image prep. They have been undertaking a lot of treatment preps recently & therefore this should be closely monitored. I have spoken with them about both incidents & educated them on the selection of appropriate image preset selection.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 after #1
Image preset changed in imaging field after assessing treatment volume on CBCT.

Discussed with treatment radiographer the importance of pause & check that appropriate imaging preset selected prior to initiating exposure.
Discussed with radiographer that had completed image prep, they believed an M20 would be better for TV visualisation inferiorly. Reviewed CBCT & discussed that S20 would still have been sufficient. We would standardly select S20 & then review if not sufficient to escalate for consideration of M20.				Network Services

		I17384		10/21/25		11:48		10/21/25		Patient had a rate increase retuxamab infusion. 
Second rate was given @ 692ml/hr instead of 112ml/hr due to human error, I incorrectly put the time in the pump and after correcting this did not double check the rate (which had been changed due to the automotive system on the pump). 
Communicated this to the pt who reported feeling well in self, he was understanding of the situation and was incredibly understanding.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Donovan,  Helen		Incident being managed locally		No Harm						Started treatment at increased rate @ 11:30, noticed incorrect rate @ 11:48. 
Stopped treatment and communicated to pt what happened and apologised. Checked if pt was feeling ok, which he reported he was.  Spoke to NIC TP who advised me to call the research team. Called CRN Joanna who said for me to keep an eye on the pt and repeat obs. Obs repeated and all ok, so go ahead with treatment.
Recorded timings and will record on SACT careplan and IQEMO				Research and Innovation

		I17386		10/21/25		10:00		10/21/25		tsrt9 level 5i cf1d md12a sb5i
PPM not acknowledged on booking form				The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Email to cardiac devices for more information
Phone call to Bolton cardiology for further information and highlight end of treatment check
Pacing dependent therefore treatment site switched to allow for monitoring

Patient Safety - please reassign not for R&B - is for DG1 as clinician would have completed radiothx form?				Network Services

		I17379		10/21/25		09:30		10/21/25		2 x surgical patients discharged from inpatient ward. Both required TWOC appointments on IPU. No booking requests sent and patients just arrived onto IPU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Dale,  Emma		Incident being managed locally		No Harm						Patients clinically required TWOC on the day of arrival onto the Unit and therefore patients had to be added onto the TCI for IPU despite already high activity for that day. TWOCS performed.				Clinical Support and Specialist Surgery (CSSS)

		I17411		10/21/25		16:44		10/22/25		Lab number 2666298. Incorrect hospital number on form. Sample rejected on synergy  accidently put -1 in CEA field.  -1 result wasn't realised until a day later.  Consequence result went over to CWP patient record.   Training error.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Incident being managed locally		No Harm						Error logged.  Fbc already on analyser so results remove from analyser - hadn't gone over to CWP. Serum removed before it went on analyser. Duty biochemist informed.  Results redacted from CWP.				Christie Pathology Partnership

		I17424		10/21/25		12:00		10/22/25		TSRT9/level 3/ 13L/ CF 1C/2C;/MD 13i/ SB 13i

*Patient set up to isocentre using SGRT then moves to isocentre applied again via CMA
*Geographical miss requiring repeat XVI
*Additional dose to pt =5.3mGy
*Non-reportable		corrected prior to treatment

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		*B7 called to review XVI
*Treatment radiographer realised error from imaging
*Repeat XVI approved
*Pt set up again
*Picked up due to daily imaging		staff to be aware and folllow protocol		Network Services

		I17416		10/21/25		16:35		10/22/25		Consultant surgeon - presumed needlestick injury from high risk patient during theatre case				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Staff		No Harm		Clinical incident		Contact with needle or sharp object		Needlestick from dirty needle		Jones,  Tracey		Incident being managed locally		No Harm						Needlestick protocol followed. Reported to occupational health. Patient informed and consent obtained for bloods to be taken.				Clinical Support and Specialist Surgery (CSSS)

		I17417		10/21/25		13:30		10/22/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Come out of the room to image the patient. Patient in breath hold for CBCT and needed a break mid-scan. Interrupted the beam as normal at 14.6 degrees gantry angle. XVI returned a treatment error and give us the option to review the image as though the entire scan had been acquired (image due to end at 20 degrees). Patient therefore needed another CBCT.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Band 7 and engineers contacted. Engineers photographed error message and closed out of XVI. Chose to do a test scan to see if the same issue happened again. Patient was able to get  back on the bed and had treatment without any further issues.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		Network Services

		I17443		10/21/25		11:45		10/22/25		TSRT9/ level 4/ 10j/ CF1c/ SB 10l/ MD 13g
Treatment team identified that a patient's site setup did not include the lung board. A picture of the patient was included with their treatment plan, clearly showing the patient with their arms up on the lung board.		corrected pre treat patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Staff		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		A superintendent radiographer was informed, and a lung board was used for treatment. The site setup has been amended and approved with a lung board included.		ensure all documents are fully completed		Network Services

		I17616		10/21/25		14:30		10/28/25		Had appointment booked on 21/10 14:30 at Macclesfield, was phoned the day before and given the appointment details. Arrived at Macclesfield and there was no appointment on the system to book into as this had been cancelled by the team at main site who had phoned the patient the day before with the appointment but the patient had not since been told this was cancelled.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Incident being managed locally		Low Harm						Macclesfield reception team spoke with the clinical team and the secretaries, explained the situation and they agreed to see the patient in clinic. The patient was very distressed to find out the appointment was not on the system at first so appreciated the Macclesfield team being able to solve the problem and be seen.				Network Services

		I17575		10/21/25		12:00		10/27/25		Endoscopy report had to be edited after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report on CWP- one is correct and one is incorrect and needs redacting. Completing datix for tach bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						Endoscopy manager aware.				Clinical Support and Specialist Surgery (CSSS)

		I17444		10/22/25		17:50		10/22/25		TSRT9 level 5 SB10l10J CF1c
civco matress omitted from RTP site setup information				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		b7 asked to attend setup for patient. #2/10 right knee. Discrepancy in table height from planned height and had to adjust ~1.8cm to set ANT FSD. On review of RTP information and plan it was noted that patient should have been on a civco matress. patient resetup with matress in place and civco added to site setup				Network Services

		I17428		10/22/25		14:30		10/22/25		Seen pt at 15 min checks. Obs stable.  PVC area checked and intact. Pt buzzed around 10 mins later that arm was hurting. Saw pt had a big lump from where it has extravasated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Scott,  Sabrina		Incident being managed locally		Low Harm						Blood stopped. Senior nurse and dr made aware. Area drawn round. Dr reviewed. Blood aspirated by colleague. Transfusions nurses made aware. Advised not to put heat on. Labs and blood bank made aware due to needing another unit.  PVC was inserted by ultrasound guide. IPU called for urgent picc line. Pt being admitted for monitoring. Extravastation careplan completed.				Clinical Support and Specialist Surgery (CSSS)

		I17446		10/22/25		17:45		10/22/25		Dressing around cannula noticed to be wet whilst IV SACT running. IV SACT paused. Slight swelling noticed to round cannula site.		All appropriate actions taken once incident was identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/28/25		IV SACT paused. Informed NIC & ward dr. Extravasation flowchart for specific chemotherapy obtained & followed. On call Dr informed. Attempts to withdraw from cannula with nil output.  Cannula removed and sterile gauze applied and surgical marker pen used to circle area. Cold pack applied as per protocol and will.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17447		10/22/25		16:00		10/22/25		TSRT9 level 5 19a sb19a cf2d md13a
Noticed #1 IRMER dose/# not christie protocol. Dr informed us that the CL3 07 document is just not updated yet and it will soon be protocol, however for now old IRMER voided and new IRMER completed by consultant. This was missed during prep checks. Patient was in the department for 3 hours before getting treated although this was mostly due to waiting for her consent.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1				Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Band 7 informed. Doctor had just consented patient. therefore, amended IRMER appropriately.				Network Services

		I17448		10/22/25		19:00		10/22/25		pt had MASD- unfortunately now developed to c1. doesn't often mobilise as feels ++dizzy when walking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Incident being managed locally		Low Harm						dressing applied. informed NIC. assisted pt to lie on side. informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17449		10/22/25		20:00		10/23/25		Admitted with cat 1 pressure sore x3 2 on left buttock and 1 on right buttock with red sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Informed sister in charge
On an air mattress
Patient declined dressing to be put on
Referred to TVN
Datix				Clinical Support and Specialist Surgery (CSSS)

		I17450		10/22/25		20:30		10/23/25		Patient found on floor in side room, had an unwitnessed fall. Large haematoma to forehead, fractured nose, bleeding from nose, forehead and ex cannula site - cannula fell out during fall. 
Patient reported she had tripped from the bathroom and crawled out to the bedspace. On the floor for approximately 15 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Perry,  Liz		Learning response required		Moderate Harm						Fast bleeped on call doctor for review. Applied pressure to patient's nose and bleeding settled. Observations taken, NEWS2 score 8 at time of fall. Clinical Night Practitioner, On call Dr and nursing staff assisted patient into bed. Neuro obs completed as per policy. CT head and facial bones completed. Confirmed nasal bones fracture. Bloods taken as requested.				Clinical Support and Specialist Surgery (CSSS)

		I17430		10/22/25		12:00		10/22/25		TSRT9/level 3/13R/CF1d/SB13i/MD13i

#18/20 VMAT Prostate M10 filter
Additional dose to pt = 7.9mGy
Blue triangle immobilisation cushion used under knees for XRT set up instead of Orange knee bolster.
Radiographers realised during Image review due to poor XVI match (large corrections)
Escalated to B7

Additional dose to pt = 7.9mGy
First Occurrance - Non-reportable		correct immobilsation used 

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Unable to achieve satisfactory PTV coverage
Site Set up checked - immobilisation incorrect.
Pt re-set up & re-imaged.
Additional XVI approved under protocol.
Treatment delivered correctly.		staff to ensure they use and communicate the use of th ecorrect immobilisation		Network Services

		I17431		10/22/25		11:50		10/22/25		Patient experienced facial and chest flushing 10 minutes into Paclitaxel infusion.
Patient also complained of abdominal discomfort/bloating. 

Incident at Bolton Churchill Unit				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Paclitaxel infusion stopped. Observations checked and satisfactory. 
PGG followed- 10mg chlorphenamine and 100mg hydrocortisone IV administered. 
Patient monitored for half an hour and all symptoms settled and resolved. 
Paclitaxel infusion completed following reaction protocol at titrated slow rate and with no further issues.				Network Services

		I17432		10/22/25		15:32		10/22/25		the patient was on a slow rate docetaxel on his 1/2 rate when he suddenly started feeling hot and became flushed.		Patient reviewed  on ORTC as reacted to slow rate docetaxel, similar to previous reaction he felt hot and became flushed. No pain noted.

Treatment stopped and 100mg of hydrocortisone given, Not for further treatment today. Will need to go back through clinic to see about a change in treatment. Only 5 days of filgrastim given to take home as he only had a small amount of the drug. Not given dexamethasone pre meds to take home.

When symptoms settle can go home. Team and schedulers to be emailed to arrange clinic appointment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		treatment stopped, 
100mg hydrocortisone given 
ANP on unit informed		Processes followed and ANP reviewed on unit swiftly.		Network Services

		I17433		10/22/25		11:50		10/22/25		Patient's partner alerted a nurse walking past that the patient had sudden back pain during SACT infusion.		Reviewed by doctor on the unit - no concerns - rechallenged on hypersensitivity protocol and was stable.

 Team emailed to amend the script for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/31/25		Infusion was stopped and hydrocortisone administered. Observations were taken. Dr was informed and came to review the patient.		Thank You for reporting this incident. All process followed and patient safely finished their treatment. 

Team made aware so changes can be made to script.		Network Services

		I17434		10/22/25		11:00		10/22/25		Discovered DTI located to left heel.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Spooner,  Jennie		Learning response required		No Harm						TVN referral, pressure relief provided. Elevated heels. Patient requires a pump for mattress. Medical illustration done. 
TVN review 22/10/2025
On assessment, she has a small DTI to her left heel, approximately around 1cm circumferential. She herself was positioned on her side during assessment.

Management plan

Elevate the heel on repose wedges/if no repose wedges to use pillows to elevate the heel.

Attach the mattress pump to the mattress 

Medical illustration photo today

Datix the incident as DTI.
29/10/2025: TVN update
Reviewed Photo on PACS from the 27th prior to discharge.
DTI is resolved and downgraded to Cat 1.				Clinical Support and Specialist Surgery (CSSS)

		I17435		10/22/25		14:08		10/22/25		During Paclitaxel infusion, the patient reported he got a little bit hot feeling and light headache after 25.2 ml infused.		Team emailed to change script.

NEWS2 - 0 throughout.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		The infusion was stopped immediately and observations were taken and marked at CWP. hydrocortisone 100mg given on 1409. The patient remained alert and claim.		paclitaxel reaction managed well 

Patient went on to have her next treatment at a slow rate and managed fine.		Network Services

		I17436		10/22/25		13:10		10/22/25		Patient became more flushed than baseline after having 82mls of Docetaxel.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		Low Harm						Patient had arrived flushed as a side effect of steroids. Nonetheless felt she had became more red and when asked said she felt hot but this could sometimes happen even when at home. Infusion stopped, hydrocortisone and chlorphenamine give, observations taken, and patient rechallenged successfully following sensitivity protocol.				Network Services

		I17437		10/22/25		15:45		10/22/25		Contacted by patients sister who claimed her brother had requested pain relief at 9am this morning and had not received any until 1430pm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Scott,  Sabrina		Finally approved		No Harm		No harm		10/23/25		Spoke with nurse who was caring for the patient, who explained that regular medications had not been prescribed, hence why he had waited so long, she had asked for the medications to be prescribed and had asked 3 times before an ANP had prescribed some.				Clinical Support and Specialist Surgery (CSSS)

		I17438		10/22/25		09:00		10/22/25		Leighton staff not having access to QPulse after QPulse transition		Quality team aware to pass on dates to satellite sites.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton						Incident affecting the organisation		No Harm		Non-clinical incident		IT issues		Software Failure		Fox,  Samantha		Incident being managed locally		No Harm		No harm				Datix raised, ongoing - discussed at monthly satellite quality management meetings		Ensure that dates of planned outages are communicated widely alongside BCP that is in place.		Network Services

		I17439		10/22/25		11:30		10/22/25		Called ward at 08:00am  to notify patient’s platelet count was 43 (FBC at 4:54 am). Informed them that patient urgently needs platelet transfusion before procedure and to recheck platelets, as consultant agreed procedure only if platelets >50. Ward confirmed platelet transfusion expected at 10:30 and was advised to start immediately. Later called ward again; patient was being transfused 11:30 but bloods still needed checking. Consultant cancelled procedure as platelets was not stable.		Reallocate to JR		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Robertson,  Jane		Incident being managed locally		No Harm						The ward was contacted to inform them that the procedure was cancelled because the patient was not ready on time and the consultant was occupied during the afternoon session. It was explained that the clinical decision to cancel was made by the consultant and had been previously discussed with the haematology consultant a week earlier regarding platelet requirements. 
The endoscopy manager, nurse, and consultant had all repeatedly emphasised to the ward the importance of completing the platelet transfusion as early as possible on the morning of the procedure day and was consistently following up with the ward throughout the morning of the procedure. 

The ward was advised to speak to the on-call consultant if they wished to proceed with the procedure on the same day, as there was an afternoon list available; however, it was managed by a different endoscopist with other commitments. The on-call consultant later confirmed that no endoscopist was available that afternoon and instructed the ward to submit a new request using the endoscopy booking form.
The ward was reminded of the importance of timely platelet transfusions to avoid similar issues for future scheduled endoscopy lists.		Recommendation - if a specific threshold is required, they not only need to prescribe/hand over to the nursing team, but they need to communicate with blood bank to assure they have the required blood products available on site.		Network Services

		I17440		10/22/25		15:15		10/22/25		Initially pt reported that pins and needles in his arm - heat pack and a warm drink provided.  Then pt told me that pins and needles are spreading to his feet and in the right arm as well as left arm. Another heat pack and warm drink provided. As no effect -Treatment paused at 549mls infused (40mls left).		NEWS2 3 - then decreased to 1 
Registrar from patients team contacted patient following  incident during last treatment. 

Contacted by chemo nurses re symptoms during last treatment.

Reviewed Sx and d/w Consultant - impression is of cold related dysaesthesia and laryngeal dysaesthesia rather than a hypersensitivity reaction. Advised to increase oxaliplatin duration to 4 hours.

D/w patient - explained update as above. He is currently feeling well, managing three meals a day. No skin toxicities from capecitabine. Remains independent with ADLs. Paraesthesiae now only intermittent upon touching cold surfaces. He is aware to wear gloves.

He is aware of his next F2F f/u on 11/11		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Concerns escalated to ACP who came to review pt on ORTC. As per ACP symptoms to be treated with reaction medications. NEW2 completed. At 15:17 Hydrocortisone 100mg IV administered under PGD by RGN. At 15:18 IV Chlorphenamine 10mg administered under PGD by RGN. At 15:24 pt complained of laryngospasm in the neck, tingling in lips.  At 15:25 another IV 100mg Hydrocortisone given under PGD by Sister. Heat pack applied to the neck. Warm drink provided. NEWS2 completed. 
At 16:18 - pt reports that now symptoms have resolved. NEWS2 completed. Please see NEWS2 chart. I have asked ACP to review pt prior to him going home. ACP has also acknowledged the NEWS2, happy for the pt to go home. ACP indicated that pt does not require to stay on the ORTC for any longer. Pt aware and happy to pick up desensitisation medications from the dep 14. Aware to call the hotline if feels unwell.		Thank you for reporting this incident. Patient was followed up and treatment plan made. Patient has clinic appointment on 11/11. Desensitising medications posted out. Team will confirm if patient needs these or not.		Network Services

		I17441		10/22/25		17:30		10/22/25		TSRT9 / EL3 / 13Z / CF1B CF1C / MoD13I / SB13AA
#3 it was noticed M15 would have been sufficient but image was prepped with M20.
Additional dose of 2.4mGy over 3 CBCTs. Not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Image prep changed to M15.

Feedback provided to radiographer that had completed image prep & staff that had treated/imaged #1-3.				Network Services

		I17419		10/22/25		13:00		10/22/25		TSRT9 / EL 2 / 13AA / CF 1C / MoD 13BB / SB 13AA
Escalated to B7, during offline review #1-3, disagreement with match applied #1.
#1 match applied +0.4 on Y.
Offline match -1.7 on Y.
This is a difference of 2cm compared to the correct match.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to physics who advised that as the difference is less than 2.5 times this is not classed as a geographical miss. Therefore not reportable.
Asked radiographer to rematch image and discussed offline.

Clinician informed. Likely to have some clinical impact as the treatment was planned with tight margins, therefore the inf aspect of the TV will not have been included in the treatment field #1.
Clinician will follow-up with the patient as per standard follow-up post treatment. Clinician will inform the patient of error at this appointment as per Duty of Candour.				Network Services

		I17420		10/22/25		08:00		10/22/25		tsrt9 level 5 4j md13a sb4j cf2d
Patient was consented in clinic for radiotherapy on 7/10/25 as annotated in CWP but consent form had not been scanned in. This was noted during treatment prep process and				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Patient was contacted to ask him to bring his copy in. The patient advised that he probably wouldn't be able to find it. Message was sent to the consultant and attempt made to call the secretary who to see if form could be retrieved with no success. Clinical team were contacted on patient arrival and patient was re-consented before #1 commenced				Network Services

		I17425		10/22/25		10:00		10/22/25		tsrt9 level 5 5k md12 sb5k cf1d
During the data input for the patient it was noticed that the annotations on CWP stated 5 fractions of radiotherapy when this was cross referenced with the IRMER there was a mismatch. The IRMER stated 15 fractions this was later clarified with the Dr who confirmed the patient was for 5 fractions however this caused a delay to the patient as they were originally planned for 15 fractions so the treatment had to be replanned.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dr was notified of the mismatch between fractionations, pt plan was replanned for correct dose and fractionation.				Network Services

		I17423		10/22/25		13:00		10/22/25		Fall at lunchtime today, mechanical fall, says he slipped on slippers and lost balance. assisted back onto chair by x3 nursing staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Scott,  Sabrina		Incident being managed locally		Moderate Harm		Low harm				Observations taken. Dr has reviewed. No visible trauma to head or bleeding. Slight bump to R side of head. Alert and orientated, no loss of consciousness, GCS 15/15 PEARL. Attending CT head. To transfuse platelets later this afternoon.				Clinical Support and Specialist Surgery (CSSS)

		I17414		10/22/25		11:42		10/22/25		TSRT9 LEVEL 5 19A sb19a md12g cf2a
At treatment prep- clinical treatment protocol "Wilms"  not evident on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		PX, RTQA forms, annotations are accurate, therefore proceeded to treat.				Network Services

		I17410		10/22/25		10:30		10/22/25		TSRT9

Patient setup on D-Max couch top (should have been KVUE couch top).

Identified partway through XVI acquisition - scan manually interrupted.

Additional dose to pt = 0.7mGy. 46/650 frames delivered.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Image acquisition manually interrupted by treating rads.

Escalated to B7.

Pt resetup.

Additional image justified in MOSAIQ. Pt reimaged + treated correctly.				Network Services

		I17406		10/22/25		08:05		10/22/25		TSRT 9 
2DkV pair attempted to take, no image produced, confidence tone heard.
MCR aware				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Rejected		No Harm						MCR informed, another image acquired				Network Services

		I17407		10/22/25		03:00		10/22/25		At approximately 03:00, patient was found on the floor beside the bed attached to IV pump, no dislodgment observed  The patient was alert and conscious and seen in a seated position on the floor.  I asked what happened and the patient reported that she had attempted to go to the toilet and had slipped. I accessed and asked patient if in any pain, patient denies pain, observation taken. a commode pan was provided passed urine and patient was assisted back to bed and made comfortable.		learning identified and will be updated on the next LFI.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		A full set of observations was taken and recorded,  NEWS score of 1. The patient denied any pain when questioned. I accessed for signs of bruising or swelling and non observed.  NIC informed of incident. Patient was reminded to use call bell for assistance when needing the toilet.		follow post falls protocol accurately. 
document footwear
check CBG post fall 
Alert medical team for review asap		Clinical Support and Specialist Surgery (CSSS)

		I17408		10/22/25		09:21		10/22/25		I received a phone call from a patient which contained questions that needed to be passed onto the team. I included them correctly as recipients but the patient was also querying his radiotherapy treatment. I CC'ed in the radiotherapy bookings team but accidently miss selected the correct email address and so I CC'ed the radiotherapy bookings team from Royal Marsden rather than the Christie.		I have advised the staff member to help reduce the risk of sending emails to the wrong recipient, staff are encouraged to change their default address book in Outlook from the Global Address List to The Christie. The details of how to do this is on HIVE and i have signposted her to these instructions.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I resent the email including the correct radiotherapy bookings team and urgently emailed the team at Royal Marsden to advise that the email had been sent to them in error and to please disregard it immediately.		to check all email addresses when sending an email.		Network Services

		I17404		10/22/25		03:30		10/22/25		Patient AX1 due to being unsteady on feet. On the way back from the bathroom he held onto the door handle, making the door open quickly, which made him loose his balance. He was assisted the the floor with member of staff assisting him. He landed on his bum, did not hit his head.		Importance of repeating Moving, Handling and Falls risk assessment post fall and completing lying and standing blood pressure on admission to be fed back to all staff on AAU.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		AX3 to get him standing up from the floor, walked back to bed with assistance. 
Skin on back/bum checked, no new damage to skin (Has existing C2)
Drs informed, not concerned - to recheck L/S BP in mane. 
Pt knows to use call bell if he needs assistance.		From findings appears a mechanical fall (accidentally leaning on unlocked door handle) occurs. The patient risk assessment is completed with 6 hours of admission and is deemed a significant falls risk. Previous falls, low sodium, visual impairment, fatigue+++. Patient is nursed in highly visible bed space. Patient required assistance to mobilise across admission and uses the call bell. The patient is supervised at time of incident, no harm to patient. Patient does not hit head and receives a medical review within 12 hours as per Management of an Inpatient following a fall algorithm.  

Learning to be disseminated to AAU staff regarding repeating Moving, Handling and Falls risk assessment post fall. Lying and Standing blood pressure not taken on admission due to fatigue+++ and mobility issues.		Clinical Support and Specialist Surgery (CSSS)

		I17512		10/22/25		15:04		10/24/25		Patient received a transfusion and no 1st or 2nd independent checks, starting information or outcome completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17466		10/22/25		17:45		10/23/25		tsrt9
Mechanical error with the machine. Patient was lying on the bed waiting for the beam for a long period of time, pt was struggling and asked to come off the bed while engineers were sorting error within the machine. Once the error had been fixed patient resumed remaining treatment but this required an additional image. Additional image was authorised by band 7 and image review form was completed - pt completed remaining treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Patient was taken off the bed and allowed to sit up and have pain relief. Once fault was fixed pt resumed remaining treatment with extra imaging authorisation from band 7.				Network Services

		I17467		10/22/25		09:00		10/23/25		Donor letter not completed on 21/10 which was the clearance deadline for the anthony nolan paper work (including letter) to be returned to the registry.
Clinic letter not authorised on 22/10
Clinic letter not ready on CWP until 23/10

NM 27/10/25 this was a medical delay, doctor refusing to complete it when it needed to be done, which requires review.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Robertson,  Jane		Incident being managed locally		No Harm						Apologised to anthony nolan for the delay				Network Services

		I17468		10/22/25		16:00		10/23/25		TSRT9
mechanical issues with the machine, multiple interlocks and no beam available resulting in patient coming off the bed and requiring additional imaging 
(2 x 2D pairs)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		called MCR and requested estimate of timings to resolve the issue, large amount of time provided, B7 informed and patient informed and decision made to get patient off the bed				Network Services

		I17452		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		Low harm		10/23/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17453		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		11/3/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17460		10/22/25		18:00		10/23/25		tsrt9
Breakdown across all gantries - problems with energy? 
Pt off bed as ++time in mask, paed, #3. Had already had CBCT and 2D pair. 2 beams out of 6 delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Assessed need for CBCT as due to be on weekly pathway after #3 however sinus filling etc issues present, opted to repeat both CBCT and 2D w/superintendent. Auth'd by band 7.				Network Services

		I17461		10/22/25		10:35		10/23/25		TSRT9 / Level 3 / 11j / MD13jj / SB11t / CF1b / CF1c
Due to a large lateral shift; the gantry doesn't have clearance to get to the G195 beam. 
Additional 2DkV will be taken each fraction as treatment couch will need to be move to achieve clearance.		Email sent to team on 24/10/25 and to be discussed in physics meeting on 31/10/25 highlighting the importance of considering gantry rotation in isocentre placement.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Planning room (second floor)						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Lowe,  Matthew		Finally approved		No Harm		No harm		10/24/25		Superintendent/ planning informed. Plan of action formed to continue treatment,		Treatment planning staff should be vigilant about gantry rotation when planning treatments with isocentres away form the centre of the patient.		Network Services

		I17462		10/22/25		13:20		10/23/25		TSRT9
Transcribing error on PTP scan record, measurements for setup do not match the patient setup photos. Noted and updated prior to any imaging. #1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		B7 informed, both documents checked and correction made on PTP scan record to match the setup photos, when setting up patient the measurements from the setup photos were used.				Network Services

		I17463		10/22/25		09:00		10/23/25		Clinic letter not ready to send with DKMS donor clearance on 17/10/2025. 
Clinic letter was not available on CWP to send until 22/10/2025				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Robertson,  Jane		Incident being managed locally		No Harm						Consultant asked to complete the letter ASAP
Apologised to DKMS for the delay				Network Services

		I17487		10/22/25		20:20		10/23/25		When calculating Pregabalin dosage this morning for patient (should be 170mg in 8.5ml) I noticed that the previous dose written in the controlled drug book was incorrect and it was written 170mg in 7.5ml. 
Concentration of Pregabalin is 20mg in 1ml hence patient has been given an incorrect dose (less than prescribed).		learning identified and added onto next LFI to ensure RN double check when doing CDs.
conversation carried on with RN who previously gave incorrect dose.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Duty of candour completed. 
Correct dose of Pregabalin administered this morning. 
Spoke to CPE on the ward regarding the medication error.		x2 RN to check dosage properly and to do calculations together.		Clinical Support and Specialist Surgery (CSSS)

		I17489		10/22/25		15:36		10/23/25		Treatment expired prior to administration to patient
Patient reviewed in clinic 09:10
Green hand completed on iqemo @ 09:50
Go ahead given 11:02
Patient handed over to CRF 11:30
Treatment ready at aseptics 12:00
Research team called CRF to highlight treatment ready and 4 hour expiry at 14:45
Call from CRF that treatment had reached expiry 15:36				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Pearson,  Sally		Incident being managed locally		No Harm						Discussed with aseptics to enquire about capacity to make same day - no time available - added to Thursday PM list
Spoke with patient to apologise and arrange rebooking appointment.
New treatment chair and transport arranged. Requested new prescription.
Patient attended 23/10/25 for treatement.
PI notified.				Research and Innovation

		I17471		10/22/25		13:00		10/23/25		Dysphagic patient was discharged from SALT after he opted to 'Eat & Drink at risk'. AAU 
22/10/25 Nurse attempts to re-refer patient to SALT but this was rejected so I emailed SALT team to request they give guidance to ward team on safest textures/feeding strategies & swallow exercises to aid patient's rehabilitation .
SALT declined further input this week & highlight that AAU Doctor is making decisions about Pt's oral intake believing his swallow is safe following his own assessments				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Delay/ failure		Bushell,  Lyn		Incident being managed locally		Moderate Harm		No harm				Lead AAU consultant noted on 22/10/25 CWP:I note SALT team feel little further they can add but support with optimal consistencies and exercise would be beneficial to his care.
SO ongoing review is needed form SALT but their email to me states: Having two separate teams independently completing swallow assessments for a patient and giving contradictory advice does not feel like good (or safe) management for the patient, for the family, or for us as a team when correct processes are not being followed. 
For that reason we made a decision to discharge the patient in order that the AAU doctor can continue to manage his dysphagia. 
We have significant staffing issues in SLT this week with more than half of the team not in work therefore are unable to get back to John until after the weekend. AAU lead Dr has given his advice about oral intake for this patient but if the team wish to follow SLT advice, please see SALT's last entry from 20/10:

23/10 - CSSS Governance; This is not a Moderate Harm incident as no harm has come to the Pt yet; Hence not sent to DPSIG & needs to be downgraded when finalised.				Clinical Support and Specialist Surgery (CSSS)

		I17472		10/22/25		08:54		10/23/25		On fraction 11, a cable was treated through from the general anaesthetic monitoring equipment. 
This was identified at the weekly checks after treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Superintendent and treating radiographers notified.				Network Services

		I17476		10/22/25		10:00		10/23/25		TSRT9 13CC SB3i MD13CC CF3a
XVI scan faulted (partial scan). Escalated to engineers. Patient taken off bed, test scan performed. Test scan OK. Machine handed back over to treating radiographers. Additional image authorised by B7.		Completed 2 x test scan - Tested accidental 'Done' button press theory and found it replicated fault - Handed back - User error determined as fault.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Patient taken off bed, test scan performed.		XVI scan stopped midway through - No error message - Checked logs and found 'Scan terminated by user' - Suspect rads clicked 'Done' button on pop-up when scan is acquiring by mistake		Network Services

		I17554		10/22/25		15:52		10/27/25		Concerns raised by district nurse team.
Patient has TB.
District nursing team requested patient remain a inpatient until they could ensure they had enough staff fit tested and trained to replace the syringe driver.
Patient stayed a additional night.
MDT arranged to discuss discharge.
Ward staff did not attend MDT.
District nursing team still could not facilitate discharge and asked to stay a additional night. Information relayed to IPCT matron.
Despite this ward discharged patient.
cont.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Langstaff,  Alexandra		Incident being managed locally		Low Harm						District nursing team were not aware pt had been discharged.
Therefore they did not attend patient until pts wife contacted the dn team. This resulted in the syringe driver being 6 hours late in being replenished.
Syringe driver contained metoclopramide				Clinical Support and Specialist Surgery (CSSS)

		I17668		10/22/25		08:00		10/30/25		Member of pre-op staff contacted line manager to inform that cash was missing from purse which was in staff member's hand bag.
Money was drawn from cash point in oak road tuesday morning and left in said purse all day. When staff member went to retrieve money wednesday morning it was missing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op						Incident affecting Staff		No Harm		Security incident		Property loss/ damage		Personal property stolen		Boulton,  Sean		Incident being managed locally		No Harm						Checked area where bag stored to ensure not mislaid there.
Reported to matron and also to security.
CCTV looked at but unable to get any further helpful information.

Team made ware and advised to be mindful with property and bringing large amounts of money to work.
For keypad lock on the cloakroom door for added security				Clinical Support and Specialist Surgery (CSSS)

		I17581		10/22/25		13:28		10/27/25		E.coli in peripheral blood culture 22/10/25. Recent discharge from ward 12 29/9/25, COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DVCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I17478		10/23/25		11:30		10/23/25		Abdul attended for C2 rechallenge oxaliplatin.
Had 67mls and started c/o of feeling hot,sick and chest pain.
He also presented with red patches and itchy feeling all over his upper body.
Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV met given also due to feeling sick.
Observations taken, see news 2 chart.
ECG completed and scanned in, dr sue advised patient to go to his GP and ecg shown signs of hypertension.
Treatment discontinued.		Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV metoclopamide given also due to feeling sick.
Observations taken, see news 2 chart. NEWS2 score between 0-1.
ECG completed and scanned in, doctor on unit advised patient to go to his GP and ECG shown signs of hypertension.
Treatment discontinued as already on a rechallenge regime.
Symptoms resolved
Patient sent home and safety netted.

Clinic appointment on the 12/22/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Treatment stopped.
Iv reaction medications given alongside antiemetics.
ECG done for chest pain.
R.V by Doctors.
Monitored until back to baseline.
Sent home and safety netted.		Situation dealt with swiftly and follow up booked.		Network Services

		I17479		10/23/25		09:37		10/23/25		Incorrect date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		10/23/25		New sample requested from department at 09:48 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17473		10/23/25		11:30		10/23/25		While working in Department 41 (“PACS Office”), a shelving unit above the desk detached and fell onto the staff member, causing injury. The reporter had previously identified this shelving as a potential hazard during a DSE/workspace assessment and raised it with the clinical lead for Estates review. The staff member required ambulance attendance and hospital assessment.

Information from additional Datix I17475 that has been rejected: 
Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Complementary Therapy						Incident affecting Staff		Harm		Non-clinical incident		Estates		Joinery		Nichols,  Jessica		Incident being managed locally		Moderate Harm		Moderate harm				The incident was escalated to the line manager, clinical lead, and Health & Safety team. The staff member received on-site assistance while awaiting ambulance transfer to hospital. A DATIX report was initiated immediately. Documentation evidencing that the shelving hazard had been raised previously through the DSE assessment.

Information from additional Datix I17475 that has been rejected: 
Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17474		10/23/25		12:00		10/23/25		Upon carrying out a full audit for the TRF team within ECMT. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample consent and trial ethics. The audit is still ongoing and hasn't been completed, however preliminary findings have highlighted instances where a sample has been obtained without appropriate consent, samples still on site after trial ethics has expired and HTA team not informed, unknown trial the sample was requested for.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Rees,  Amanda		Incident referred to DPSIG		No Harm		No harm				Datix submitted for awareness, as audit is still ongoing. Once completed and the root cause of issues has been identified, CAPA will be implemented followed by a intermediary audit to ensure CAPA has effectively addressed the issue.				Research and Innovation

		I17475		10/23/25		10:30		10/23/25		Alerted to scene in PACS office - member of staff involved had contacted main team office for assistance and subsequently I was alerted.
On arrival to PACS office, member of staff  noted to be at desk area face down - shelf appeared to be off the wall and located at head/ neck area, debris around desk area including office items.
Member of staff appeared to be highly distressed and crying - reported severe pain to L shoulder and neck and unable to mobilise area at all.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues		Harris,  Andy		Rejected		Severe Harm						Ambulance called  ( ref and urgent assistance required from Trust Outreach team  who arrived shortly after incident. Senior manager Dan Sayer informed and present. Vital signs taken and first aid provided, sling to L arm and assisted to bed area (BP 160/100, P80)
NWAS update that crew expected between 3-4 hours.
Statement taken from member of staff and plan to escalate risk assessment with Matron L. Brown 24/10.				Clinical Support and Specialist Surgery (CSSS)

		I17490		10/23/25		11:08		10/23/25		Patient due Polatuzumab vedotin on Portal trial on 24/10/25. 
When picking vials it was discovered all vials expired at the end of 09/25.
New drug hadn't been ordered as September end of month IV expiry check hadn't been done.		Discussion with lead technicians about planning end of month checks. Days are now blocked out on the calendar from monitoring visits to enable multiple staff to concentrate on the expiry check. Re-training will take place and a new checklist for staff undertaking the check to ensure all tasks are completed. Incident and outcome will be highlighted in next departmental meeting.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Foden,  Gillian		Finally approved		No Harm		No harm		10/30/25		New supply of drug ordered from the trial sponsor.
Research team informed that patient couldn't be treated on 24/10/25 as drug takes 3-5 working days to arrive.		Expiry checking is a critical task and must be completed on a monthly basis as per SOP without fail. In this instance, human error in a pressurised environment led to a miscommunication and the task being overlooked. The importance of the task needs to be re-iterated to the team and ensure that rotas are completed correctly and staff allocated enough time to complete the task.		Network Services

		I17491		10/23/25		15:45		10/23/25		Gantry unable to all-axis, MCR in room and table lost compensation due to necessary fix by engineers. bed re-compensated and additional 2DKv taken to confirm bed position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Datix submitted				Network Services

		I17492		10/23/25		12:20		10/23/25		Informed by staff nurse that she had found sweets containing marijuana. It was a full packet of four.		correct process followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		We locked them in the controlled drug cupboard. 
Explained to the patient that he is not allowed to bring illegal drugs into the hospital and he also must not take any himself. Asked if he had anymore on him which he denied. He asked if his mum could take them home for him however, I told him that they would need to be destroyed.
Duty manager and matron informed. They advised me to contact pharmacy to have them destroyed and complete a datix. This has now taken place and the datix has been completed.				Clinical Support and Specialist Surgery (CSSS)

		I17464		10/23/25		10:00		10/23/25		Upon carrying out a full audit on the systems, training and working practices for the TRF team within the ECMT Phase 1 trials team. It has been identified that there are multiple breaches of the human tissue governance guidelines regarding sample traceability. The audit is still ongoing and hasn't been completed, however preliminary findings have shown there are instances of lost samples, samples in the wrong location, samples received but not tracked within the system.				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Hunt,  Basia		Incident being managed locally		No Harm						Escalated to team senior management and informed HT licence holder. Audit still underway, so DATIX submitted for awareness but issues are currently still being investigated. Once root cause analysis has been identified then CAPA's will be put in place and a follow up audit will be carried out to ensure CAPA implementation has been successful.				Research and Innovation

		I17469		10/23/25		10:45		10/23/25		Patient due to start Nivolumab and Relatlimab on 24/10/25 request submitted on 09/10/25 for patient to start at macclesfield "The Christie at Macclesfield
Treatment appt requested by prescriber 23-Oct-2025 24-Oct-2025 Group".
The patient had been booking in however had not been consented. Our schedulers had arranged a blood test and SACT chair and informed the patient who attended today for bloods. I had emailed the consultant regarding consent, not due to be consented until 29/10/25.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Whilst prepping it was picked up, informed consultant and asked when they would be consented. The patient is not booked in until 29/10/25 for consent therefore had to be deferred to 03/11/25 due to capacity.  Patient attended for blood test as he had an early app. Explained to patient what had happened, apologised and provided with new appointments. He became anxious worrying the impact waiting for treatment might have and if there was something wrong that's why he wasn't having it tomorrow. Reassured from our perspective we cannot go ahead without consent.				Network Services

		I17526		10/23/25		16:00		10/24/25		It was reported to me that staff seem to be unclear on the correct way to work out the IV dexamethasone doses. They are unsure where to get the correct dose as the vial states 3.3mg/1ml but the equivalent dose is 4mg,  which is outlined on Medusa.  The drug is often prescribed as 9.9mg.
There are also 2 different types of IV dexamethasone on the ward, both different doses and both equivalent to different doses.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Pealing,  Jessica		Finally approved		No Harm		No harm		11/3/25		I have spoken to pharmacy to see if they have a table we can circulate and I have asked for a note to be added to the handover. I will also try to talk to as many staff as possible about using medusa to see the equivocal doses.				Network Services

		I17528		10/23/25		13:15		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17494		10/23/25		17:20		10/23/25		Patient noted after scan that there was a swelling on their left arm just above the cannula area.
Kim assessed the area and noted that it was most likely an extravasation of about 15mls of contrast. The contrast enhancement in the scan was optimal and triggered as normal.
Kim followed the extravasation protocol, tried to aspirate but nothing came out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/28/25		Area photographed, cannula removed, cold pack placed and skin marked. Aftercare and post care leaflet given to patient		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17495		10/23/25		08:30		10/23/25		TPE requires 6 units of blood ordering as standard. Only 2 were crossmatched.
2nd group and save sample not sent on time. Nurse from dosa came to theatre for a signature at 08:30. the patient is supposed to be in the anaesthetic room by 08:30. delay to start of list				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Ryan,  Kathryn		Learning response required		No Harm						requested the additional units of blood be cross matched and informed blood bank that they were required.				Christie Pathology Partnership

		I17496		10/23/25		15:00		10/23/25		? extravasation pain, colleague reported swelling but none on inspection, still getting flashback		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		treatment stopped 
extrav kit 
protocol followed 
no swelling for medicine
hydrocortisone given for home but not required 
heat pack applied
drawn round 
med illustrations been		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		Network Services

		I17497		10/23/25		12:55		10/23/25		patient had docetaxel infusion running, i noticed patient was red and immediately stopped the infusion, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given. no other concerns during that time, observations stable. flushed and cannula taken out, safety netted with hotline				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Finally approved		No Harm		No harm		11/3/25		infusion stopped and team came to assist with the reaction, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given				Network Services

		I17498		10/23/25		17:15		10/23/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain.		Reaction happened on 23/10/25 
on the 29/10/25 - CWP notes suggest this lady has reacted twice to Paclitaxel. Team emailed and ORTC Nurse in Charge . CC'd in for reply. 
Day staff, please defer this patient until we have heard back form the team 

Team documented on 29/10/25 - patient will need change of treatment. Nab -paclitaxel - cannot start until consented.

30/10/25 - nurse in charge contacted by prep team
Following previous reactions to Paclitaxel, the prep team noted that patient needed switching to Nab Paclitaxel. Due to this only being spotted yesterday, There was limited time to arrange a new prescription, and consent with an interpreter today. There is no capacity for tomorrow.
It has been agreed with the team for her be deferred one week, and go back through clinic for consenting.

Spoken with patient to update her, she fully understands and knows new appointments will be sent out.

I have also spoken Jenna to organise appointments		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain. Treatment stopped and taken down as per protocol. Team informed.		There was no documentation from the nurse who submitted the datix to whether they emailed the team highlighting the incident and the fact that a new regime of treatment would need to be prescribed. This may have caused the delay in new prescription and subsequent appointments being made.		Network Services

		I17481		10/23/25		12:38		10/23/25		C1D1 Docetaxel today
23.5 ml gone through
Patient appeared red in colour
reported dizziness and chest tightness				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
Informed Dr On duty
Followed hypersensitivity protocol
Iv Chlorphenamine 10 mg stat given 
IV hydrocortisone 100 mg stat given
Patient felt better with in 10-15 mins
Obs stable after 30mins- patient re started on tx with slow rate.
 emailed to team to update IQemo for the rest of the cycle				Network Services

		I17506		10/23/25		19:00		10/24/25		TSRT9 Sb3i 13CC CF3a
Incomplete scan acquired. kV long fault after 155/348 frames. Approximate dose 3.0mGy. Additional scan acquired. Total additional dose 3.0mGy.		email shared to engineering team		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Contacted engineers and treatment b7
Fault investigated
Additional scan approved
Complete scan acquired 
Treatment delivered without issue				Network Services

		I17507		10/23/25		00:00		10/24/25		virology results not reported onto CWP causing a delay in donor clearance		To follow up actions re virology risk assessment.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/27/25		emailed virology at MRI to chase results		Risk assessment action plans are ongoing with virology results.		Christie Pathology Partnership

		I17508		10/23/25		19:00		10/24/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a

XVI image taken but image did not reconstruct and accept/review image window did not appear.
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		Network Services

		I17509		10/23/25		09:00		10/24/25		PostedMeds 
Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		McCaughey,  Joanne		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team have checked for any relevant background and CMM to establish if patient had their medication re-dispensed.
Record of datix will be sent to the team to make them aware that cycle 15 was returned by Royal Mail		Nil		Network Services

		I17533		10/23/25		15:00		10/24/25		Incorrect results released		To follow up feedback from NC from lab
Incident grading to be review re feedback		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Finally approved		No Harm		No harm		10/27/25		Results amended and clinical staff informed of result changes.		To identify learning re feedback from NC		Christie Pathology Partnership

		I17652		10/23/25		16:15		10/29/25		Patient reported hot flushes
Face appeared red in colour		Stopped infusion
Followed hypersensitivity protocol

Observations stable - 3 sets of observations done - NEWS2 between 1 and 0.
Patient felt ok with in 10-15 mins
re started on with slow rate after 30 mins
I will email the team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped infusion
called for help
ANP Hilary informed
Followed hypersensitivity protocol
Patient felt better within 10-15 mins				Network Services

		I17569		10/23/25		13:17		10/27/25		TSRT9 LEVEL 3 13AA  
Operator error, mismatch of vertebral level discovered in retrospect on acquired CBCT. 

Initial CBCT acquired, match/ set up appeared not a planned, reset up and reimaged as per superintendent. Second CBCT acquired and mismatch of vertebral level detected, correction applied, treatment delivered as planned. 

Retrospective review of initial CBCT highlighted mistake.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Booth,  Adam		Incident being managed locally		No Harm						Review of set up and processes taken. 
Governance contacted for clarity in regards to additional imaging.   
Decision amongst governance, principal radiographer, superintendent regarding number of images and CQC reportability.
Due to definitions of datasets, and some images were additional for clinical reasons- decision that this is not reportable				Network Services

		I17563		10/23/25		12:09		10/27/25		Transfusion sample not dated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17579		10/23/25		11:25		10/27/25		TSRT9 -
 Bed lateral 16.4. Clearance not checked prior to leaving room, scan interrupted when treatment radiographers realised gantry clearance not possible. B7 bleeped. Reset up, record lateral origin, check clearance, additional image approved by B7.

Additional concomitant exposure of approx 0.2mGy 39/200 slices (Fast H&N S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Q Setting of couch position, angle (including incorrect setting of couch following movement to allow gantry clearance)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Reset up.
Record lateral origin at which adequate clearance could be achieved - added to yellow box in attempt to avoid this happening again.
B7 approved additional image.
Treating radiographers realised and said they know to check clearance.				Network Services

		I17580		10/23/25		05:55		10/27/25		C.diff PCR positive, toxin positive 23.10.25. Previous overnight stay on AAU, discharged 13/10/25. Within 28 day window COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				requested 72 hour review. Medical team aware. Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I17604		10/23/25		12:50		10/28/25		TSRT 9/level 5/9C/
Patient immobilization shell made with large hole over nose when this is the location of primary tumour.  Needed bolus making for area where shell has hole, therefore making process harder and attachment of bolus to shell less secure.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						Width of lower part of bolus slightly increased to increase attachment area / allow marks on shell for bolus placement				Network Services

		I17534		10/24/25		18:10		10/24/25		patient came across from Leighton for mscc treat and return. arraged by on call reg the night before. 
no return journey booked.		Discussed with transport and patient flow team to discuss with staff at other hospital when inter hospital arranged, to prevent patient waiting longer than neccessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Non-clinical incident		Transport		Planning failure		Gudger,  Amelia		Finally approved		No Harm		No harm		11/3/25		ward at Christies unable to book return journey with Cheshire ambulance or NWAS.
Ambulanz are booked and unable to do journey. Pt will be required to be admitted overnight-to send back tomorrow.
Transport will need to be booked early. Ward 2 staff aware. 
Ward 2 staff will d/w sending hospital in getting their member of staff back.		To ensure transport arranged back for patient attend for XRT and return, to prevent delay for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17535		10/24/25		14:08		10/24/25		Patient pressed her buzzer as she became SOB, hot and generally felt unwell. She looked red and described some chest discomfort.

22.3mls of paclitaxel had been given				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped. Called for help from colleagues. Reaction kit obtained and 100mg hydrocortisone given. Already given chlorphenamine as part of pre-meds so this was not given again. Observations taken and BP raised.

Once treatment was stopped and hydrocortisone given, she began feeling better and appeared less red.

We have proceeded with treatment at a reduced rate with no issues. Will send an email to the team to inform them.				Network Services

		I17536		10/24/25		18:39		10/24/25		patient moved out of bed 6 on w15 due to ?tb-no results as yet but pt is tb contact and symptomatic.
moved to sr on w14.
amber clean requested for b6 w15 due to symptomatic pt. un able to uv as in bay but other deep clean carried out.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Moreland,  Helen		Incident being managed locally		No Harm						see above				Capital, Estates and Facilities

		I17537		10/24/25		14:00		10/24/25		Told about blanching redness to sacrum- checked skin and skin is broken to sacrum, red but blanching.		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		No harm		10/28/25		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.				Clinical Support and Specialist Surgery (CSSS)

		I17538		10/24/25		09:00		10/24/25		C1/MASD deteriorated to DTI - L heel and coccyx during admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Langstaff,  Alexandra		Incident being managed locally		Low Harm						RN assessed, had MASD natal cleft 23/10, referral to TVN and medical illustration taken 24/10/25.
Patient high risk for pressure damage/deterioration, oedema, limited mobility due to dizziness and low mood, for fast-track discharge prognosis less than 3months, previously declined pump on mattress due to dizziness.
TVN plan actioned, patient now agreed to improved mattress, added to handover for 2 hourly repositioning. 
CDT updated DN referral and ordered improved pressure relieving mattress for use at home post discharge. 
TVN review 25/10/2025:
On assessment, there are 2 areas of DTI to the base of coccyx top of natal cleft area, 1 cm x 0.4 cm and 1 cm x 1 cm area- purple discolouration none blanching, a small slit to natal cleft in keeping with MASD.

New DTI to the right heel 1 cm x 0.5 cm dark purple discolouration. Please Datix

No issues with continence , has nephrostomy bag and informs nurses should he require a bowel movement.

Paula nurse informs David is reluctant to have a hybrid mattress with the pump, Rediscussed with David and will try the pump on the mattress .

Pressure relieving cushion applied to chair today.

I have discussed with David the risk of pressure damage and getting a pressure ulcer which can deteriorate if pressure is not relieved, 2 hourly repositioning discussed and rolling onto the side off the area with 30 degree tilt.

1) Datix new pressure damage DTI to heel and coccyx/natal Cleft area.

2) medical illustrations

3) Monitor the Coccyx and right heel DTI, if the areas breaks down apply a dressing such as kliniderm silicone border dressing review daily and contact TVN team for review if breaks down or concerns.

4) Monitor for signs of infection Escalate to medical team if this occurs and wound swab.

5) Offload pressure to the heel using a pillow to offload.

6) Pressure area management guidelines to be followed- 2 hourly repositioning,  sitting in the chair ensure cushion is in place and stand regularly 1-2 hourly and return to bed to offload pressure to the area.

Ensure skin bundles are updated, Risk Assessment purpose T and updated and wound care plan , wound care chart.

TVN review in 1 week.				Clinical Support and Specialist Surgery (CSSS)

		I17541		10/24/25		15:25		10/25/25		2 medical gas CD oxygen cylinders on confidential waste bin untethered. 2 additional CD oxygen cylinders untethered on floor

Picture attached of the 2 on top of the confidential waste bin
MGC (medical gas committee)		27/10 - NB emailed housekeeper AG to order some wall mountable cylinder holders, staff to be reminded of correct storage.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting the organisation		No Harm		Medication incident		Medical gases		Medical Gases		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Spoke to nurse in charge of ward and explained the requirement for the medical gas cylinders to be attached to wall as health and safety risk and explained that they could topple over and hurt staff				Network Services

		I17510		10/24/25		09:30		10/24/25		The pre-procedure call took place on 17th October. The patient had already requested an in-person interpreter prior to this call. During the call, the colorectal secretary was notified that the patient would require an in-person interpreter. This was reiterated in a CWP message, emphasising that the interpreter would be needed to assist with signing the consent form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Finally approved		No Harm		No harm		10/27/25		The Endoscopy Manager spoke with the receptionist to explore arranging an interpreter; however, the interpreting service requires at least 24 hours’ notice, and no interpreter was available on the day. Fortunately, a colorectal registrar who spoke a similar language was able to communicate effectively with the patient and complete consent. Otherwise, this would have been a cancellation. 

An email has been sent to the Endoscopy Booking Service Manager, who oversees the secretarial team, requesting that this issue be raised and discussed at the next team meeting to prevent recurrence.
Moving forward, all patients attending for procedures must have an in-person interpreter present to ensure the consent form is signed appropriately and that the risks and benefits of the procedure are fully explained. This is essential for patients to have a clear understanding of what the procedure entails.				Clinical Support and Specialist Surgery (CSSS)

		I17505		10/24/25		05:56		10/24/25		Cardiac arrest call at 05:56. Full crash team in attendance. 
Found in cardiac arrest by nursing staff. Unsure of patient downtime. Nursing staff report patient well before hand. Last checked obs at 01:00am and NEWS 4. Large coffee ground vomit.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Learning response required		Death		Death				Patient remained in Asystole despite 6 rounds of CPR and 3mg of IV Adrenaline administered. Pupils fixed and dilated. Notes reviewed, no clear reversible cause. All team in agreement and decision was made to stop CPR.				Clinical Support and Specialist Surgery (CSSS)

		I17502		10/24/25		00:20		10/24/25		Patient had cannula to Left forearm with Dex and Saline Fluids running, this had caused swelling to her arm, she used her buzzer to inform us		Patient buzzed just after midnight to inform us of swelling Left forearm when fluids running (IVI running - Dex and Saline). Stopped infusion, Informed Dr and Resited cannula to other arm. Elivated arm to help swelling.
Blue cannula now in Rarm (ACF)

All correct actions taken at time of incident. Reviewed by the doctor and for continuing monitoring of site whilst on the ward. Staff have drawn around site to monitor		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/24/25		Stopped infusion, removed cannula, elevated the arm, Informed the Dr, provided verbal information to patient. Added to SKIN bundle and safety huddle. Re cannulated on other arm to recommence infusion safely		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I17529		10/24/25		13:10		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock. 				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17530		10/24/25		11:00		10/24/25		Endoscopist edited endoscopy report after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report of CWP- one is correct and one is incorrect and needs redacting. Completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						New report completed by endoscopist with correct information. Recovery nurses aware of correct report and provided to patient. Tech bar request completed to remove incorrect report.				Clinical Support and Specialist Surgery (CSSS)

		I17531		10/24/25		16:13		10/24/25		SACT reaction after 66.9mls infused of paclitaxel. 
itchy throat, shortness of breath, no chest or back pain, tongue at back of throat slightly swollen, patient airway still patent and able to talk. progressed to wheezing and short sentences with cough in between breaths, shoulder pain, itchy throat and sob.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		Moderate Harm		No harm		11/3/25		SACT stopped. obs taken and recorded
ANP informed and crash team alerted ?anaphylaxsis
100mgs hydrocortisone administered as per pgd at 16.13
further 100mgs hydrocortisone administered as per pgd at 16.15
Adrenaline given as per policy 0.5 IM into right thigh
Adrenaline 0.5 + NaChl given via nebuliser with 5L O2 as per medical advice.
IV fluids 1000ml started as per medical advice for over 4-6hours at 16.32.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		Network Services

		I17532		10/24/25		15:40		10/24/25		TSRT9 level 1 13i cf1c/cf3a md13aa sb3i/sb13hh
- kV drop during 1st scan (570/694 frames, additional concomittant exposure of ~4.8mGy). Additional image approved and acquired. Patient then had coughing episode part way through Arc1 and sat up, additional image approved and acquired. Upon reviewing 3rd image, large anatomical shift was seen, patient scanned at origin position, CMA moves not applied during set up. Decision made to apply shifts in room and repeat image to confirm treatment position. Practioner approval gained, anno added.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm		10/27/25		Engineer attended for kV drop, B7 contacted to authorise additional image following kV drop and then another following coughing episode. B7 present for image review of third scan, set up error noted. , large CMA move needed to achieve acceptable isocentre position and had to be applied manually in the room.  Discussion with fellow B7 and principal radiographer
Call to Practitioner prior to acquisition who provided authorisation and added a note to CWP. Shifts applied and fourth scan acquired, position acceptable. Proceeded to deliver remaining treatment. Total of 4 scans (1 of which not completed) acquired during this # - reportable.				Network Services

		I17527		10/24/25		13:00		10/24/25		Patient admitted to Endocrine dept for 2 unit blood transfusion. Cannula sited and initial observations taken by 09.20. Unit of blood showing as ready for collection, requested via teletracking at approx 09.20. On receiving unit of blood, noted prescription required lifelong irradiated blood. Blood being received noted not to be irradiated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay due to specialised blood required		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Sent porter back to blood bank with unit of non-irradiated blood. Contacted Med onc melanoma reg to inform and seek advice. Informed transfusion practitioner by phone. Spoke to bloodbank  to inform of reason for returning blood. Spoke to blood bank again approx half hour later and was advised that irradiated blood would be ready for collection. Teletracked again, this time another unit of non-irradiated blood was delivered. Sent back to blood bank again. Unit of irradiated blood ready at approx 12.45. Vital signs retaken and blood requested. Commenced transfusion at 13.00, 3.5 hours later than initially planned. Apologised to patient and his wife who were also due to go on holiday later today.				Christie Pathology Partnership

		I17513		10/24/25		12:00		10/24/25		Received a forwarded email from the secretary to add a referral on. the referral letter is dated 09/05/2025. We received the referral on 22/10/2025. The patient was already registered and the referral letter we received was scanned on 14/05/2025, I'm not sure who scanned this. 

I also investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.

The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		-Referral sent to sec to add on on the 09/05/2025 but this wasn't actioned.
-The New Referral team received this on the 22/10/2025.
-Patients referral was originally sent directly to Dr Colaco (with attachment) and then sent to his secretary for 'filing' and ask to pencil the patient in for Wed 11/06.
-Investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.
-The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		11/4/25		I have added the referral on as urgent for the consultant and included the email trail. I will also get in touch with the secretary and ask if she has previously received this.		- All referrals should be sent to the main new referrals inbox.
- All external mail should be stamped/scanned and processed within 24hours of receipt.		Network Services

		I17515		10/24/25		11:50		10/24/25		patient complained of feeling hot, sweating, and nausea. Infusion stopped and atropine administered.		to email team for second atropine dose to be added to script

correction to previous annotation.
10mg metoclopramide from patient TTOs also self administered at time of second atropine dose (12.20PM)
Irinotecan cholinergic reactions are quite normal and usually managed well with atropine		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/3/25		Hot sweats settled. quickly but nausea persisting. After discussion with ANP desk second dose of atropine 0.25mg prescribed and administered. After this symptoms completely resolved. Obs stable. Patient sent home and safety netted to hotline
to email team for second atropine dose to be added to script		Thank you for reporting tis incident.
patient managed well and medication prescribed for next cycle		Network Services

		I17516		10/24/25		12:00		10/24/25		Patient attended medical clinic pre cycle 1 yesterday. Remembers being consented and signing consent form in clinic but did not receive a copy and no digital copy uploaded to CWP. Significant delays to treatment today as patient has waited over 2hours over original appointment time whilst nursing staff attempted to find where the original consent form ended up.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Berman,  Danielle		Incident being managed locally		No Harm						Staff visited clinic area (Main OPD) and spoke to staff present who also could not find the consent form and not present in 'scanning in' folder. Secretary for disease group had also not received a copy to be scanned in.
A member of staff from main OPD found the consent form in the confidential waste bin and brought it back to Oak road treatment centre. 
Patient now treated but extremely frustrated at delays				Network Services

		I17517		10/24/25		08:40		10/24/25		Patient arrived to theatre with an escort nurse from BMRU without a complete consent form. The WHO preoperative  checklist is completed  stating that the consent concurs with operating list. The anaesthetist and anaesthetic practitioner noticed that the patient signature not present on the consent form , the clinician who had assessed/listed  the patient for the procedure has stated that the procedure is explained to the patient over the phone and written consent will be obtained on admission.		relevant action has been taken in terms of raising with the  ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Morgan,  Karen		Finally approved		No Harm		No harm		11/3/25		Advised the ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise. Informed physics team and the radiologist . The radiologist arrived promptly and used the same consent form and obtained the patient's consent. Procedure performed accordingly.		preoperative checklist should be preformed according to policy and protocol and not used as a tick box exercise		Network Services

		I17518		10/24/25		13:30		10/24/25		TSRT9

Band 7 bleeped to review image, SC position out of PRV, opted to reset up, Upon entering the room it was noted that civco was overlapping 5 point board, not abutting as planned, causing shift in SC. Reset up with civco in correct position, additional concomitant exposure approved, rescanned, position now acceptable and proceeded with treatment.

Additional dose of 0.8mGy (Head and Neck S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Approved additional concomitant exposure.
Reset up patient with civco positioned correctly.
Spoke to radiographers treating patient and reminded them civco should be abutting and not on top of civco, unless stated otherwise in site set up.				Network Services

		I17522		10/24/25		12:55		10/24/25		Nurse asked for help with patient who was feeling hot and dizzy and needing the toilet.		ACPs reviewed patient. Email sent to team to alter prescription - needs slow rate for next time as per protocol.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Treatment had been stopped. Obs completed, scribe sheet commenced. Hydrocortisone administered as patient had already had chlorphenamine pre treatment. Patient needed the toilet so I went to get commode, on return patient vomited small amount of clear fluid on the floor. Symptoms then subsided. Described a 'blockage' sensation to her chest. Reviewed by ACPs - for ECG. ECG reviewed by on call - ok to go ahead with reduced rates.		Situation managed well and ACP reviewed and ensured patient safety.		Network Services

		I17523		10/24/25		11:10		10/24/25		Patient attended for her first treatment today. Herceptin and Paclitaxel. Herceptin administered sub cut to L thigh by myself over 5 minutes – no concerns throughout. 2 minutes post Herceptin the patient became unresponsive – eyes rolled back, very red in face.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		Low Harm		No harm		11/4/25		Obs taken BP 91/50, HR 31, Sats 99%, RR 12, Temp 36.6.
10mg Chlorphenamine IV bolus injection & Hydrocortisone 100mg IV bolus injection given – Patient now alert but appears very pale - HR still 34 – very weak – barely able to feel – patient then started to vomit. Called 2222. 500mcg adrenaline given. HR increased to 46. Obs became stable and patient started to feel well - see NEWS for further details. Dr Blake present – decided not to go ahead with paclitaxel today as we have given adrenaline – deferred by 1 week. Sent patient to SDEC for monitoring.				Network Services

		I17524		10/24/25		12:21		10/24/25		Pt came to Tameside very breathless, and upset, sat her in the chair. Observations done: Resps 29 oxygen saturations 87%.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Put on oxygen 15L NRB mask. When stable reduced down to 2 litres nasal got the acute oncology nurses at Tameside to review. Discussed with team at christies recommended a and e, Porter transferred over to A and E with oxygen. Will update team. Treatment deferred				Network Services

		I17525		10/24/25		15:55		10/24/25		Patient had reaction to paclitaxel slow rate. Chemo team documented correctly and informed parent team (UGI).
Patient attended for clinic to consent for nab-paxlitaxel. Dr attempted to change prescription but cannot as DTC form needed to be completed. Dr asked tech bar for access.
The following day, form still hadn't been completed. I emailed doctors to complete. Pharmacy team sent over form. All whilst alertive going on between chemo prep, myself (CNS) and team pharmacy trying to sort (cont).				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pabial,  Suneil		Incident being managed locally		No Harm						(cont) Still not sorted at 2pm (Baxter's cut off time for on hold treatments on a Friday). Script deferred a week.
Call to patient to explain and apologise, extremely unhappy and wanting to complain.
Dr completing form ready for next week, needing a pharmacist's telephone support to do so and taking a considerable time.
Schedulers emailed to contact patient with chemo time for next week.				Network Services

		I17595		10/24/25		15:32		10/28/25		TSRT9 / Level 4 / 13M / SB 13M / MD 13M / CF 3a
Moving from G70 T330 beam parameters to G290 T30 parameters. Using a Go To workflow to move gantry to zero before applying floor twist (Go To method should prevent floor movement) but floor also started moving unexpectedly. Occurred at 15:32 on Gantry 2 on the PTC, for purposes of checking logs.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Incident being managed locally		No Harm						Paused all motion. Cancelled Go To and re-started using all the same parameters: motion enable only moved gantry, as expected, the second time. No additional imaging for bed movement, as imaging required as per protocol after floor twist anyway.				Network Services

		I17574		10/24/25		15:00		10/27/25		TSRT9

Pt mask taken off in error following delivery of first treatment beam (1 arc still remaining).

Additional scan required following resetup.

Additional dose to pt = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Escalated to B7.

Pt resetup; reimaged (additional XVI justified in MOSAIQ) + treatment completed.				Network Services

		I17566		10/24/25		09:00		10/27/25		A platelet unit ordered for the patient, not used and wasted.

Donation number: G095 625 053 577 0				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Safety,  Patient		Incident being managed locally		No Harm						Unit discarded.				Network Services

		I17557		10/24/25		07:01		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17558		10/24/25		10:15		10/27/25		tsrt9
Nozzle fault on PTC before taking 2D GEC. Called MCR, unable to resolve, was instructed to continue until ready for beam and if not cleared by then to call back outside. After initial and re-setup 2D, was about to continue to CBCT but second guessed as interlock was still not cleared, despite being told to continue until beam. Called MCR who ended up needing to go behind the gantry, lost comp. No additional imaging as before CBCT but near miss as ?instructed incorrectly in the first instance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Spoke to superintendent and reported as near miss				Network Services

		I17559		10/24/25		07:01		10/27/25		No year on date on the second sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed and new sample requested via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I17560		10/24/25		00:32		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward to request a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I17561		10/24/25		00:32		10/27/25		No year on date on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward				Clinical Support and Specialist Surgery (CSSS)

		I17562		10/24/25		13:26		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Turner,  James		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Research and Innovation

		I17550		10/24/25		07:00		10/26/25		Medications safety walk round at 05:30 am to capture night shift activity/culture/practice.
Noted treatment room door open when checked
Noted x 3 alcohol wipes taped to the door mechanism.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/31/25		Immediately removed.
Asked all staff on shift if they had any involvement or awareness  this was insitu.
Strongly and clearly reinforced MPOP guidance and medications management safety and this being a serious breach in practice.
Asked for this to be added to huddle to nurse in charge
Later returned to ward to check treatment room door again - locked and discuss with Ward Manager.  Informed bank HCA knew who member of staff was who afixed the wupes to keep door open but was not willing to identify.  Reinforced this is for learning and important to disclose.  Refer to temporary staffing team for support and action.				Clinical Support and Specialist Surgery (CSSS)

		I17648		10/24/25		14:00		10/29/25		Consent form in CWP for prostate treatment, patients details on form, however all patient notes indicate patient having Pituitary treatment. 
Patients information printed on consent form in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Shardlow,  Jemma		Incident being managed locally		No Harm						IT contacted to remove consent form from CWP.
Patient contacted has a copy of correct consent form brought it for treatment and correct consent scanned into CWP.				Network Services

		I17641		10/24/25		10:07		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.

On investigation x1 Additional 2d image-Mechanical.
Additional imaging dose imparted to patient.
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional AP image (pre-set HEAD)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational manager- feedback to Varian at TIG.				Network Services

		I17621		10/24/25		22:00		10/28/25		Pt a/w pain
Prescribed Gabapentin 300mg TDS on admission (had been taking previously)
Pt had recently (within the past month) been tapering down and on 100mg TDS by time of admission. 
Continued on 300mg TDS during inpatient stay, pain improved. 
Highlighted by pharmacy team on Monday 27/10 re error - advised by cons on WR to continue on current dose as is effective for pain 
On d/c TTO prepped with Gabapentin 300mg TDS - patient unaware of change on admission, very unhapp				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Discussed with pt - confirmed had been tapering down and wishes to continue on Gabapentin 100mg TDS. Confirmed with pharmacy safe to resume dose immediately. D/C with Gabapentin 100mg TDS				Clinical Support and Specialist Surgery (CSSS)

		I17674		10/24/25		12:00		10/30/25		Patient referral for 2nd opinion from Stoke surgery received dated 10 August 2025 but  was only received by New Referrals on 22/10/2025
Referrals & Bookings clerical officer contacted the referrer regarding the delay (see documents).				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		Moderate Harm						Urgent triage to Consultant and asked referrer re the delay in our receiving this patient referral.

R&B - RP - 04/11 - Patients referral was received into new referral inbox on 24/10 - the new referrals team queried this with the referrer who noted they have sent this on to the incorrect inbox, when we have asked for evidence of this they have provided an email that was sent directly to the secretary MH - New Referrals have added this on and the patient is for triage under Dr AL. I have escalated it to KCD and JPB to action. KCD/JPB - please can you review and complete a rapid review for next Monday 10/11 as requested by the governance team. No delay from R&Bs behalf on this occasion. Patient is still awaiting triage so please raise with the consultant.				Network Services

		I17542		10/25/25		06:20		10/25/25		Patient found struggling to walk out of bathroom in significant pain. Assisted on to chair experienced vacant unresponsive episode. Patient stated experienced a fall in bathroom - toilet seat found to be broken.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		Low Harm		Moderate harm				Assisted to safe position by staff in chair. Vacant episode passed very quickly. Observations checked and recorded. On call Dr informed. Patient in significant pain and analgesia given.  Patient in too much pain to complete lying and standing observations for moving and handling risk assessment. patient refused ECG due to pain. VBG completed. Neuro observations commenced.				Clinical Support and Specialist Surgery (CSSS)

		I17543		10/25/25		11:50		10/25/25		C1D15 Slow rate Paclitaxel
Patient felt Hot flushes and reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
ANP Informed
Followed hypersensitivity protocol 
Patient felt better with  in 10-15 mins
.				Network Services

		I17544		10/25/25		11:30		10/25/25		The patient appeared flushed/red and reported lower back pain. Reported that she felt hot and generally unwell.		Email sent by RN re G2 HSR to paclitaxel

Scripts amended accordingly as per protocol by doctor from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		chemo stopped; clinical observations taken; 100mg of hydrocortisone administered; patient monitored.  Documentation maintained.		documentation could of been clearer in the sense that there was no comment that patient continued on a slow rate and finished the rest of her treatment on that day.
Will feed this back to nurse who completed the incident report.		Network Services

		I17539		10/25/25		03:00		10/25/25		Patient states ringing hotline for advice regarding capecitabine. States that she did have an hour or so post taking the tablets she felt flushed and nauseous so rang hotline to check she had taken tablets at right time. Upon ringing hotline states her one question was not answered and the hotline advisor began to ask questions to which at the time she did feel a little unwell. She was then advised to come for assessment on AAU. When patient arrived she immediately stated feeling a fraud. cont				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Roberts,  Rebecca		Finally approved		No Harm		No harm		11/5/25		cont. as she expressed feeling back to herself, just a little tired as had had IV chemo yesterday. Patient states her norm temp is approx 35.8 as frequently checks due to having chemo before. Advised we would need to take bloods, and a/w review from Dr which could take approx 1 hour. Patient declined to stay stating she felt fine, she didn't want to wait to see a Dr as she felt fine. She states she did not feel listened to on the phone and she does not want to ring hotline again. Apologised for the way she was feeling and explained protocols do have to be followed however, should feel listened to and patients own parameters taken into account. Hotline advice given +++ and explained she must not feel like she does not want to ring as it may be important. Patient left ward. PALs contact offered but declined.		For the hotline nurse to listen to the recording of the call and discuss the call and the datix with hotline team lead. To identify any areas of learning from the datix.		Clinical Support and Specialist Surgery (CSSS)

		I17540		10/25/25		03:40		10/25/25		Patient was assisted into a designated toilet. The nurse waited outside the toilet to allow privacy and hear a noise .The toilet door was locked  and this was opened  by the nursing staff .The patient was found sat on the toilet .
The patient stated that she slipped on on PJ leg which was underfoot on the floor over her left foot she states that she slipped back onto the toilet catching her fungating anal tumour on  the back rim of the toilet .		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		Patient taken back to her bed .Observations were recorded and the area was examined .Blood was noted on the pad but the area was not observed to be actively bleeding .Medical staff informed to review  the patient and the patient was given prn analgesia on returning to her bed .Refused to have lying and standing blood pressure falls risk assessment		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17691		10/25/25		09:00		10/30/25		Hotline sent through A+E department from another Trust asking for caller to be transferred to on- call Med Onc (W.K.).

Details entered into Alertive. On-call Med Onc refused to accept call saying he was "too busy". Caller remained on hold by Switchboard meaning they were unable to take similar calls in the meantime.

Switchboard staff attempted again. W.K. said he was now doing the rounds with a consultant and asked switchboard to tell them to call in the afternoon instead.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Switchboard		The Christie NHS Foundation Trust / Medical Oncology		Incident affecting the organisation		No Harm		Clinical incident		Communication failure		Failure to answer alertive		Foxley-Hine,  Julie		Incident being managed locally		No Harm						Caller contacted Switchboard directly and offered their mobile number. W.K. did not respond to this request. Unsure whether caller eventually connected or hung up.				Network Services

		I17552		10/25/25		21:00		10/26/25		Pt was admitted at 6pm with pain++ ?SABO no pain relief prescribed. Pt was in 10/10 pain and this was not escalated or acted upon in a timely manner - medication oxycodone was prescribed as an under dose when pt was meant to have 10mg/1ml s/c but was px 2.5mg then  5 mg and pt was in pain this whole time. very distressed and uncomfortable and not happy with the care - medication was then pxd in am and I administered this at start of shift at 0800. and continued strict 4hourly and this settled pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Caroline		Finally approved		No Harm		Low harm		11/3/25		Administered the correct dose once drug available when dr px this after a full shift				Clinical Support and Specialist Surgery (CSSS)

		I17545		10/25/25		14:15		10/25/25		Category 2 discovered by RN to right upper arm. Presented with category 2 on admission, patient reports he had this pressure ulcer in community for weeks and community RN's were aware of this. Patient himself put a plaster over the category 2 in community. 
Category 2 has developed from previous subcutaneous line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Drgas,  Wiktoria		Incident being managed locally		No Harm						Site inspected, cleaned and dressed appropriately- flaminol forte applied and acquacel dressing applied over the top. 
Medical illustrations to be ordered first thing on Monday morning. 
TVN referral completed. 
Handover and huddle updated to reflect category 2 and for RN's to routinely check this site and inspect if pressure damage is healing. 
Duty of candour completed for community nurses. 

Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer to R arm.  Attended Ward 15 where I reviewed Mr Minshall alongside RN Alfi & Student Nurse Shauna. Patient consented to consultation.

On examination:

Sat out in chair at bedside, wearing his own clothing. Able to remove/replace clothing and move around independently in order to enable examination.

Syringe driver running via soft-set to top of his L arm, and a second soft-set just below this to be used for PRN meds. Currently resited each 72hours, or more frequently if sore/dislodged, as per Christie policy. Per patient, at home his subcut infusion sets were resited each 7 days.

To the top of his R arm, covered by a Kliniderm foam silicone border dressing (removed for examination), a small wound measuring 1cm x0.7cm with irregular edges. No depth. Wound bed is dried slough. Surrounding skin is normal in colour and temperature. No exudate. No pain. A lump is palpable beneath the area, and across both arms there are multiple of these lumps, with appearance of lipohypertrophy associated with subcut injection sites, some have associated surface discolouration. Per patient, these are at areas where previous subcut ports were used. Wound does not appear to be pressure damage.

Plan of care:

To wound at top of R arm:
Clean wound and peri-wound area with normal saline & gauze and allow to dry

Apply Flaminal Forte to dry slough area of wound

Apply Kliniderm Foam Silicone border 5x5 or 7.5x7.5 dressing

Change each 3-4 days, or more frequently if dictated by clinical judgement

2. Medical illustration today please for his clinical record

3.To avoid any areas with lumps or discolouration when inserting subcutaneous infusion/injection sets. Monitor these closely and resite at first signs of any pain/lumps/discolouration etc. Continue to change each 72 hours as per Christie protocol, as this has been working well for him so far. Can discuss with Supportive Care Team if issue continues, TVN happy to support with this if needed – please re-refer if further support required.				Clinical Support and Specialist Surgery (CSSS)

		I17546		10/25/25		11:00		10/25/25		I was preparing the Pembrolizumab 200 mg . After successfully drawing up the first vial, the syringe detached from the second vial during withdrawal, resulted in  SACT leakage.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Waste		Unavoidable waste of medication		Johnson,  Rhona		Incident being managed locally		No Harm						Followed cytotoxic spill procedure.				Network Services

		I17547		10/25/25		10:00		10/25/25		Due SACT today, noted alert and CWP anno regarding contact with TB, staying the pt potentially contracting TB. Requiring isolation and maybe medical review				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Other		Outbreak - other		Jones,  Sophie		Incident being managed locally		No Harm						I rang the pt in the morning to see if they were symptomatic of TB, the pt was very confused that I was asking, as no one has mentioned this to them. They were not symptomatic and felt well. 
I contacted the duty manager about this who advised to raise it with the on call. I also messaged the IPC nurse who annotated on CWP asking if this is the correct pt as there has been no mention of this to the pt. 
Informed ACP on the unit who looked and discovered there was contact with someone who is TB positive when on AAU . Explaining where the contact came from. 
I alerted oncall who came and reviewed the pt, confirming okay to go ahead with SACT today as not symptomatic. On call informed pt of the contact on AAU, they understood the information and will let their family know who they has been in contact with.				Corporate

		I17548		10/25/25		11:00		10/25/25		Patient SCSD found to not be infusing at the beginning of the day shift and no checks or documentation to show it was infusing overnight.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Patient SCSD found to not be infusing at the 10am with first driver check. Patient voiced that she dropped SCSD in bathroom previous night at approx 8pm and had buzzed and let nurse know.
Patient was left without SCSD infusing overnight, no checks completed for driver on EPMA or driver form overnight so therefore was not picked up by nursing staff. SCT team aware regarding driver not running overnight and pain 7/10 this morning without any analgesia for 16 hours. 
SCSD replenished this AM and PRN given to ensure pain is controlled until SCSD takes affect.				Network Services

		I17549		10/25/25		17:00		10/25/25		Patient being discharged, therefore medication pod in room opened to check if any of their drugs in there. 1 medication in pod but belonged to previous room occupant, meaning drawer had not been emptied and cleaned after prior patient discharged.		27/10 m- unable to ascertain of patient before had transmissible infection, however all levels of cleaning process on palatine ward require the cleaning and emptying of medication draws, this case will be fed back to the housekeepers and nursing team, 

Band 6 development day scheduled for Thursday 30th and 6th November, during which the band 6 team will create a check list with info to hand over including the cleanliness and reediness of rooms.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Storage		Storage - wrong		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Drug removed and disposed of.				Network Services

		I17555		10/25/25		14:56		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17556		10/25/25		14:56		10/27/25		Transfusion second sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17553		10/26/25		15:00		10/26/25		Right ear scab, right heel ungradable DTI, sacrum grade 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/27/25		cream applied, dressing to heel, cream on sacrum.				Clinical Support and Specialist Surgery (CSSS)

		I17551		10/26/25		15:00		10/26/25		Unwitnessed fall. Was alerted to fall by another patient who heard a loud noise. The patient who had fallen was on the floor next to his bed sat upright. He had been on the commode and stood up by himself. He was attached to 2 IV infusions, reports getting tangled in these and then slipping to the floor, landing on his buttocks. Had non slip socks on at time of fall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Incident being managed locally		Low Harm						Attended with another RN and NIC. Ascertained details of fall. Assisted with hygiene needs and helped back into bed. Observations completed. Reports no LOC and did not hit head. Assessed for visible injury (a patch of redness to back visible at the time of fall, has now formed to a bruise), patient reported some pain upon impact of fall to buttocks and back but non ongoing. Medical team informed, reviewed by ANP. Wife updated over phone. Falls risk assessment repeated including sitting and standing bp. Fall incident form on CWP completed.  Reiterated use of call bell.				Clinical Support and Specialist Surgery (CSSS)

		I17567		10/27/25		08:50		10/27/25		Delivery to Moya Cole hospice of chemotherapy. Cisplatin found in fridge box when the treatment is a room temp.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Patient Safety and Risk Team		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Safety,  Patient		Incident being managed locally		No Harm						Treatment removed from box. Contacted pharmacy who where unsure if it can be used. Contacted Baxter's who where also unsure. Discussed with pharmacy and asked to re-order to be safe. 

Re-ordered treatment and disposed of original. 

Datix completed.				Corporate

		I17571		10/27/25		11:50		10/27/25		J. Kiely is a vulnerable adult who was admitted to Palatine Ward. A family member who has not seen John for 20 years was granted access to the ward and allowed to go into Johns room and sit alone with him. Mum has now found this out as the family member contacted her via facebook to let her know that he had visited John on the ward. Noreen (mum) concerned that he was allowed in the room and he was not a named visitor.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Eboiyehi,  Oseyaede		Incident being managed locally		Low Harm						Mum concerned if it was to happen again and John unable to voice concerns as he is vulnerable adult. Is not wanting to take it any further. I have reassured that we will ensure this does not happen again and investigated appropriately. Escalated to Palatine Managers and Matron. Password now in place. Description of visitor given to Palatine Management. Datix.				Network Services

		I17572		10/27/25		11:00		10/27/25		Endoscopist edited report after it had been sent to CWP therefore incorrect report on CWP completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						endoscopy manager aware and correct report sent to CWP				Clinical Support and Specialist Surgery (CSSS)

		I17573		10/27/25		00:00		10/27/25		TSRT9.
Pt having SCF field treated, beam switched on before portal image was acquired. 11 mu delivered, Beam interrupted and B7 called.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Beam terminated, 
Image acquired and in tol,
complete partial done with 11mu and 5mu for image taken off beam. 
Treated correctly.
Discussion with staff re vigilance when treating.				Network Services

		I17576		10/27/25		13:15		10/27/25		Stung by wasp in office.  We have previously made at least two reports regarding wasps coming into the Trade Union offices.  This was very unexpected given the time of year.  I did open the window in the hope the wasp would leave but instead it got into my top and stung me on the arm.				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources						Incident affecting Staff		Harm		Non-clinical incident		Estates		General estates issues				Incident awaiting allocation		Low Harm						Left window open for wasp to leave.  Applied vinegar to neutralise the sting.				Corporate

		I17577		10/27/25		12:50		10/27/25		Referral was delayed over 1 month				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added and reported to Datix				Network Services

		I17578		10/27/25		10:00		10/27/25		I accidentally scanned the wrong patient's CT scan results onto a patient's record. The NHS number provided in the email was incorrect and so I scanned the attached document to the wrong person.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record. The document has been removed and added to the correct record.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I have asked for Tech Bar to redact the document on CWP to avoid any confusion. I requested this as soon as I realised the mistake.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record.		Network Services

		I17596		10/27/25		16:51		10/28/25		New patient to blood transfusion. Both G & S sample s takes at the same time.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shepherd,  Sophie		Incident being managed locally		No Harm						New sample requested.				Network Services

		I17597		10/27/25		11:24		10/28/25		G & S sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17583		10/27/25		14:30		10/27/25		Accidently staff nurse got needle prick injury(myself)

This incident occur after cannulating a Patient in the busy day care unit, while disposing  the sharp contents into the sharp bin . Pricked by an exposed needle  already in the container.

Needle prick safety measures  carried out.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Staff		Harm		Clinical Event		Known complication		Known complication		Calvert,  Sarah		Incident being managed locally		Moderate Harm						washed  the affected area multiple times in running water.

Informed ward manager and OH.

Required bloods taken and sent.				Research and Innovation

		I17584		10/27/25		15:30		10/27/25		Incorrect consent form scanned into incorrect patient's CWP.

When scanning in a radiotherapy consent form, the document was scanned into the wrong patient's CWP. 
Consent form was scanned into Patient A in error, consent form is dated 09/10/2025. The consent form was for Patient B; the document was correctly scanned into said patient's CWP immediately afterwards.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/30/25		IT help desk informed to correct error- for deletion of incorrect consent form
-correct consent form scanned into correct patient in cwp
-Band 7 made aware
-datix completed				Network Services

		I17585		10/27/25		15:33		10/27/25		At 16:10, my colleague queried if patient's treatment had been administrated too fast. I checked iQemo script and according to iQemo script it had not been overtranfused -however, there was a mistake in the script. Irinotecan was prescribed to be administrated over 30 minutes but, patient has had reaction in past and has 0.5mg of atropine to prevent cholinergic reaction from occurring again. Patient said she felt twitchy, flushed and strange taste in mouth.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		Stopped transfusion of rest of Folinic Acid  - checked on patient and completed observation - NEWS 0. Reviewed by doctor on the unit and was advised to wait 30 minutes. Waited 30 minutes and patient was feeling better - symptoms had been relieved. Folinic acid has been continued and patient is still feeling well. Safety netted with hotline.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		Network Services

		I17587		10/27/25		16:00		10/27/25		TSRT9
Administered IV contrast to patient during scan. Patient immediately started sneezing after injection finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						Obs taken and registrar called to review patient.
4mg Chlorphenamine administered via PGD
Patient given hotline number				Network Services

		I17588		10/27/25		14:00		10/27/25		12minutes into Carboplatin infusion
Sudden nausea and vomiting, complaints of scratchy throat and needing water. Bowels opened, diarrhoea. Clammy and flushed. Obs stable.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Drug stopped and medications given as per reaction protocol. After 30minutes symptoms had resolved and rechallenged at 50% rate. Treatment complete without issue at 50% rate. Did not have time to escalate to initial rate.				Network Services

		I17589		10/27/25		11:51		10/27/25		Patient reported heavy breathing, lower back pain. Visibly very flushed		Doctor on unit asked to review. reaction to Paclitaxel on hypersensitivity protocol.

Flushing of face, SPO2 gone down to 80%, chest tightness.

Hydrocortisone given. Slow wean of O2 needed.

Plan:

Team review for changing to abraxane


Lorraine will call hotline if concerned or seek appropriate medical attention. 
Dr on ORTC happy for Lorraine to be discharged.
Team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Drug stopped 
Help called for 
Hydrocortisone 100mg administered
obs taken. 15L o2 via NRB commenced for < Sp02
Dr in attendance.		Reaction managed well, Doctor on unit immediately review and patient safety was maintained.		Network Services

		I17590		10/27/25		17:20		10/27/25		after 10 minutes of caelyx treatment infused, patient reported being unable to breathe and having backache.		Reaction identified and managed appropriately, scripts altered for future treatments.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		treatment stopped, hydrocortisone 100mg given, chlorphenamine 10mg given, team informed.		Reaction identified and managed appropriately, scripts altered for future treatments.		Network Services

		I17591		10/27/25		16:45		10/27/25		Communication failure - DNAR discussion with patient by medical team, not passed on to ward staff, nurse noted AAND on CWP 2.5hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/29/25		Updated nursing handover, communicated verbally to ward team.
Unclear if patient had family present for the discussion, ward nurses not made aware to support patient afterwards if needed.				Clinical Support and Specialist Surgery (CSSS)

		I17592		10/27/25		19:00		10/27/25		Emergency call to patient receiving platelets. ? Reaction.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Learning response required		No Harm						On arrival, platelets just finished. Patient complaining of chest and abdominal pain. Feels like she was struggling to breathe. Temp >38. Bloods taken from PICC. Aspirated from hickman line and flushed afterwards - nil concerns. Not required piriton or hydrocortisone. 

Post transfusion bloods take, Christie profile, FBC and VBG. PLT bag taken down and to be sent back to the labs.

Patient reported afterwards that she felt neglected by the nurse looking after her. Patient does not have a wristband on and patient is aware that she needed one before receiving blood products. When she alerted the nurse to report her symptoms she felt she wasn't taken seriously and her partner had to pull the emergency buzzer.				Network Services

		I17593		10/27/25		12:00		10/27/25		Patient in AKI1 handed over to day team reduced urine output via catheter, increased lac of 5.3, bolus given and IVF running over 6 hour + enhanced fluid balance monitoring
Fluid balance not really filled out during the day except from the first column saying sips and a few numbers on the output side but nothing totalled up
When asking nurse at handover what is the patients fluid balance is she said 'its inaccurate' because she drinks sips, but this was challenged as catheter gives accuracy				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Incident being managed locally		No Harm						cont.. therefore fluid balance had to be totalled up during handover, pt found to be only passing 12mls/ph which is way under target
Informed day nurse to inform doctor straight away, dr reviewed + IVF prescribed 
Repeat bloods taken including VBG and patient now AKI2 and lac 4.7
Doctor informed
Catheter drained 125mls since fluids commenced which is improved (writing this at midnight)				Network Services

		I17594		10/27/25		21:00		10/28/25		Unwitnessed patient fall when she leaned on the bedside table to balance herself, fell backwards query hitting head on cabinet, neighbouring patients say she fell heavily. On arrival there was spilt water, Fortisip and contents of bedside table on the floor with patient on her back				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Outreach nurse visiting another patient responded to calls of help/loud noise, pulled emergency call bell and ward staff responded. 

Obs taken, NEWS 2 with raised tachycardia noted (known tachycardic), CBG taken 4.2mmol/L, assessed head and skin with no obvious signs of injury noted before returning to bed once satisfied Patient was settled

Alertived oncall Dr, ECG taken, VBG taken, peripheral bloods taken

CT Head and Pelvic x-ray taken

encouraged patient to use nurse call bell when needing to stand				Clinical Support and Specialist Surgery (CSSS)

		I17607		10/27/25		00:00		10/28/25		Safeguarding information automatically pulled through to discharge summary. This could have put the patient in danger of further abuse. Ward pharmacist luckily realised this had happened and removed specific detail of the safeguarding concern to prevent any harm to the patient. This is not an incident which I believe is unique to AAU, I understand that it could potentially apply to other ward areas where safeguarding concerns have been raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Breslin,  Deirbhle		Incident being managed locally		No Harm						Ward pharmacist raised concern to safeguarding team to alert them that safeguarding information is automatically pulled through onto discharge summaries. 
Ward pharmacist agreed to take steps to remove specific information on this occasion.				Clinical Support and Specialist Surgery (CSSS)

		I17600		10/27/25		20:00		10/28/25		Patient collapsed at Oak Road entrance, possible illicit substance abuse. Patient brought back to the ward and outreach involved. Illicit substance was found next to the patient.		Incident escalated to lead nurse and pharmacy. Illicit drugs destroyed by pharmacy as per policy. Formal written warning given to patient with appropriate supportive measures in place. Patient agreed to psych-oncology referral and SCT involved already.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting the organisation		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Illicit substance and what appears to be a "crack pipe" taken away and signed into CD cupboard on the ward.
Pharmacy and lead nurse informed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17687		10/27/25		14:30		10/30/25		Request received for diagnostic MR scan.  Referrer had clicked 'no' for implant device, however vetting radiographer noticed that CWP referenced a magnetic port for her breast tissue expander in situ.  Referrer was contacted who provided relevant information, however the port was found to not be MR compatible.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Morgan,  Karen		Incident being managed locally		No Harm						Referrer notified and MR request cancelled.				Network Services

		I17682		10/27/25		18:49		10/30/25		Query transfusion reaction to a unit of platelets. On completion of transfusion, patient stated feeling tight chested, SOB, nausea and mild abdo pain. Temp of 38.7, tachycardic. Crash team called.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Actions taken documented by RN in charge of patient's care, medical team and outreach:
Seen by crash team and stabilised. Reaction samples taken and sent. Sent platelet bag and line to labs. ?For pre-transfusion cover for future units of platelets (eg. chlorphenamine)				Network Services

		I17613		10/27/25		16:00		10/28/25		TSRT9 

Radiographer noticed treatment prep QCLs had not been appended after mark up stage and acetate and bolus had not been sent over to Macclesfield				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						Escalation to B7 who arranged for acetate and bolus to be delivered.				Network Services

		I17614		10/27/25		10:33		10/28/25		No DOB on sample, sample rejected.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed, repeat sample requested at 11am				Clinical Support and Specialist Surgery (CSSS)

		I17632		10/27/25		11:00		10/29/25		Patient transport not booked for Radiotherapy patient (day 1).

Informed by patient that transport hadn't arrived which led to discovering it was never booked - had been waiting since 9am (approx 11am).

Transport dept contacted multiple times (phone + email). Transport not arranged until approx 2pm.

Pt no longer willing to attend due to impact of issues on mental health (anxiety) - extremely distressed.

Treatment delayed by 1 day due to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						Escalated to senior members of staff in Radiotherapy and Transport.

Transport 'rebooked' but pt no longer willing to attend.

Treatment had to be delayed. Clinical team informed.				Network Services

		I17615		10/28/25		11:45		10/28/25		Chollergenic reaction to irinotecan after 186mls infused.

Handed over from colleague - pt presented with dizziness and nausea on way back from bathroom, abdo pain, hot and sweaty.		Reaction managed appropriately, treatment recommenced and completed following atropine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		SACT stopped, patient seated, 0.25 atropine administered as pgd
100mgs hydrocortisone administered
obs taken and recorded on cwp		Reaction managed appropriately, treatment recommenced and completed following atropine.		Network Services

		I17634		10/28/25		16:30		10/29/25		TSRT9

Linac MLC fault following XVI acquisition/review.

Resolved while pt was on bed - approx 15mins; repeat image required due to timeframe since initial XVI acquisition.

Additional dose to pt = 5.9mGy.

3rd additional image due to protocol failure/machine fault over total XRT course.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers/B7.

Fault resolved by engineer.

Additional image justified by B7 due to elapsed time since initial image.

Reimaged + treated correctly.				Network Services

		I17636		10/28/25		08:30		10/29/25		TSRT9
Patient scanned for radiotherapy to the testes with no mould care to elevate the scrotum.
Noted at vsim planning there was a 7cm depth difference between the two testes, therefore unable to plan treatment on this dataset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						At vsim planning consultant decided it was best to rescan, with a mould care, to try to achieve a better elevated position of the scrotal sac to give a more even dose to both testes.
Discussed with scanning radiographers, there was no mould care available at Salford at the time.
Patient's rescan booked for Withington site, no delay to patient treatment start date.				Network Services

		I17622		10/28/25		09:35		10/28/25		People involved : patient, myself and supernumerary nurse and physio
Accidental bolus of noradrenaline < 1ml. see below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Millington,  Kerry		Incident being managed locally		No Harm						I+V patient. Patient was cardiovascularly unstable with large fluid shifts upon mobilisation when BP is significantly affected. Patient had to be mobilised in order to insert CXR plate behind them. To do so required 3 people : 2 people to sit them foreward and 1 x to manage airway. As I was the only ALS provider in room I was on airway. Supernumerary nurse (SPN) and physio sat patient forward. However patient started coughing and became not in sync with ventilator due to body manipulation however also at the same time their BP began dropping also due to the reposition, therefore as I was behind bedspace I asked SPN if propofol can be bolused and if the noradrenaline can be increased.  However they misheard me and accidentally began bolusing 4mg/50ml noradrenaline by the time was noticed <1ml had been infused.
Immediate action: noradrenaline paused, Propofol 2ml bolus given, 2ml alfentanil bolus given, atropine brought to bedspace in case of noradrenaline induced bradycardia. clonidine running at 6ml/hr briefly for less hand 60seconds paused however recommenced to help bring BP down. CCU consultant immediately informed as well as ward manager.  Post these measures BP slowly but gradually trended down to acceptable range. Patient continuously monitored and has constant RN present at bedspace.				Clinical Support and Specialist Surgery (CSSS)

		I17623		10/28/25		09:00		10/28/25		Patient was incorrectly booked for endoscopy on 28/11/2025 instead of 28/10/2025. The colorectal secretary admitted she had confused the months when making the booking and did not notify the nursing team of the addition. This additional patient add on was notice by nursing team who attempted to contact the patient but received no response. During clinical work, the consultant confirmed the booking error with the secretary.  patient contacted who confirmed incorrect booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Incident being managed locally		No Harm						The endoscopist contacted the colorectal secretary to confirm the booking error. The colorectal secretary acknowledged the mistake and confirmed the incorrect booking. The endoscopist instructed the secretary to rebook the patient onto the his next available list. The patient will be rebooked appropriately to ensure the procedure occurs without delay.
An email was sent to the Endoscopy Booking Service Manager to inform the secretaries of the error and prevent recurrence.				Clinical Support and Specialist Surgery (CSSS)

		I17624		10/28/25		17:00		10/28/25		Pt due C1 mitomycin 27/10/25- pt was not informed of any appnt times so DNA. Pt attended for a blood transfusion on 28/10/25. Spoke to endocrine dept on the phone who agreed to take FBC and christie profile upon cannulation. Later found these bloods had not been taken.
Pt then went to radiotherapy asked for them to bleed pt however they were unable to bleed pt. 
Pt then attended ortc post radio @1800- unable to bleed pt due to poor access.
Bloods from 30/09- show HB of 70. Nil further bloods.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Medication incident		Waste		Avoidable waste of medication		Bostock,  Louise		Incident being managed locally		Moderate Harm						Treatment wasted 27/10/25 due to short expiry date as pt went home and was not aware of appnt- then was unable to come back. Date changed script to 28/10- treatment re-ordered. Treatment to expire @2200 28/10, so will also be wasted. 
Not able to bleed pt due to poor venous access- therefore unable to give IV and po treatment today.
Team informed via email.
Apologies given to pt for the miscommunication and lack of communication from the team.

CSSS Governance; Unacceptable comm breakdown + moreso the unreasonable attendances expected of Pt, all over the hospital, with no room for error (ie: missed blood appt), however not a 'moderate harm' incident. Can be downgraded to a 'no harm'				Clinical Support and Specialist Surgery (CSSS)

		I17625		10/28/25		12:00		10/28/25		Bloods done on 17/10/2025. Not pending this am . Pt tells me that definitely had bloods yesterday. Bloods pending from 28/10/2025 @08:44. Pt tells me that has not had them done this am.
Spoken to the labs, who have advised me that bloods cannot be processed from 27/10/2025 because they were left out on the side overnight?				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Berman,  Danielle		Incident being managed locally		No Harm						I have called the pt and explained the situation. Pt aware that needs bloods repeating at dep 35 prior to the treatment. Repeat bloods completed and back within range.				Network Services

		I17626		10/28/25		17:50		10/28/25		Completed x-ray for NGT position and saw that NGT was coiled in the oesophagus.				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Safety,  Patient		Rejected		No Harm						Removed NGT in x-ray department after discussing with patient and gaining consent., as per our SOP.

Noted on CWP informed requester of x-ray via message attached to request and informed to Nurse in charge on Ward.				Network Services

		I17627		10/28/25		18:16		10/29/25		RN handed over that IV Mero changed to IV Co-amoxiclav and that dose was due shortly after pm handover.
However - IV Co-amoxiclav was signed for at 18:16pm, Pt adamant that she had not received new ABX.
Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				Clinical Support and Specialist Surgery (CSSS)

		I17640		10/28/25		21:00		10/29/25		Incident submitted on behalf of patients named nurse today due to time pressures of ward 

Cat 3 pressure ulcer to buttock present on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		PURPOSE T complete 
Dressing applied
SKINN bundle maintained 
TVN referral sent and reviewed (29/10/25) 
Medical illustration complete (29/10/25)				Clinical Support and Specialist Surgery (CSSS)

		I17638		10/28/25		12:02		10/29/25		TSRT9

Midway through acquiring a 3d CBCT scan of the patient the machine (linear accelerator) unexpectedly finished scan early (roughly halfway through rotation) producing an image with insufficient image quality to be used clinically.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers and superintendent therapeutic radiographer were contacted. Superintendent therapeutic radiographer agreed image was of insufficient image quality to be used clinically. Patient taken off bed and moved to different machine to be treated. Team on this machine made aware of what happened also. Engineers decision to run test scans on machine which faulted. These came up clear with no issues so machine returned to clinical status once this was confirmed.				Network Services

		I17647		10/28/25		17:57		10/29/25		Received a referral on 28/10/2025, the referral letter was dated 1st august.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Actioned the referral as urgent and then responded to referrer to ask about the delay. have not yet received a response.				Network Services

		I17688		10/28/25		02:10		10/30/25		E.coli in CVBC blood culture. Inpatient since 20/10/25  on Ward 12. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17692		10/28/25		15:30		10/30/25		Reaction to Irinotecan		All appropriate actions taken once reaction was identified. No further actions necessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Administration stopped. 
Observations performed. sc Atropine administered as prescribed. 
Medical review. Bloods including Lactate obtained.
Administration recommenced once symptoms had resolved and completed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17663		10/28/25		14:36		10/30/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD RBC

Donation number: G095625769289W				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I17656		10/28/25		14:00		10/29/25		Patients mum has been stung by a wasp on her finger whilst walking down the stairs from relatives room to palatine ward. This has caused injury and swelling to finger.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Members of the public/visitors		Harm		Clinical Event		Unwell visitor		Unwell visitor		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Patients mum has been to pharmacy and received medication but feels well in herself.

Reported the next day and advised to datix by lead nurse.				Network Services

		I17601		10/28/25		09:00		10/28/25		Delay with referral being sent. clinic date: 18/03/25
Referral received: 28/10/25

Email from secretary: Please note patient cancelled our outpatient’s appointment and was then admitted for some time in hospital.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added referral as urgent and asked secretary if reason for late referral is the one given in email about patient being admitted in hospital for some time (No date given of discharge).				Network Services

		I17602		10/28/25		10:30		10/28/25		Julie reports her eldest daughter has beat her up a few times in the past. Most recently 4-5 years ago, she gave her black eyes. Julie did not report it to anyone.
1 month ago Julie and her eldest daughter had a argument and her daughter told Julie, she wishes she was dead.
Julie tells me her daughter has also askes her for money £30-50 a time every few days to weeks.		Safeguarding referral completed - safeguarding to see patient on 06/11/2025 to offer further assessment and support.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		10/29/25		Discussed with Julie, explained this is physical and financial abuse to her when she in vulnerable for her cancer and other health conditions.
Julie thinks she is unlikely to see her daughter any time soon and her daughter does not have access to her flat.
Julie has agreed to safeguarding referral		Safeguarding referral appropriately completed.		Clinical Support and Specialist Surgery (CSSS)

		I17603		10/28/25		10:00		10/28/25		We have now had 2 SACT medications prescribed without staff having any training on recognising or managing adverse effects. Tremelimumab and Osimertinib. Staff are therefore unable to assess or advise patients correctly.
With Osimertinib, the protocol states that these patients require a magnesium but this does not appear to have been added since cycle 1.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Staff		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Wardell,  Stephen		Incident being managed locally		No Harm						Rep for Tremelimumab contacted by senior PEF once identified. However, patients have already been treated with drug. Currently trying to source rep for Osimertinib.
Process needs to be changed so that educators are informed and given contact details for reps / drug companies to come and speak to staff before drugs are introduced.				Network Services

		I17608		10/28/25		10:30		10/28/25		tsrt9
Incorrect immobilisation setup (vacbag) for patient under general anaesthetic, realised after patient had been transferred to treatment couch. No imaging had been taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Booth,  Adam		Incident being managed locally		No Harm						Patient transferred back to trolley and bed re-setup with correct vacbag/immobilisation. Setup and RBV number crosschecked with PTP scan record to ensure correct vacbag/position used. Proceeded to imaging and treatment.				Network Services

		I17605		10/28/25		08:10		10/28/25		TSRT9 13CC SB3i MD13CC CF3a
MLC leaf stuck prior to treatment delivery. Patient already imaged. Escalated to engineers. Unable to reset in service mode. Patient taken off bed and to another suite for treatment. Additional image authorised by B7 Radiographer.		Confirmed error BMDM all leaves apart form one moved to position, entered service mode and tried driving Y2 76 no movement. patient taken off the bed, identified leaf in Y2 Iso decided to replace bank for speed, leaf had shaved the leaf key and jumped the key. cleaned out bits of the leaf key from the DLG and checked leaf all good. bank fitted, shape test ran both DLG's hunting for several seconds by a couple of mm, DLG drive board replaced, training provided to RK, shape tests re ran and passed, Lightfield QC completed by JW,		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Got patient off bed.  Patient treated as soon as possible on another treatment machine.		natural faliure		Network Services

		I17606		10/28/25		09:45		10/28/25		A healthcare staff member slipped and fell in the scrub room due to wet floor. while walking through the area, the staff member lost footing, slipped, and fell onto his right side, landing primarily his right arm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Staff		Harm		Clinical incident		Falls including slips and trips (Staff)		Slippery floor		Wilson,  Kay		Incident being managed locally		Moderate Harm						The incident was reported to the coordinator and band 7
An incident report was filled out 
The staff member was sent to A& E
The staff members arm was bandaged 
The floor was immediately cleaned				Clinical Support and Specialist Surgery (CSSS)

		I17617		10/28/25		08:00		10/28/25		Patient attended IPU for PORT insertion .Clinical information -haemophilia B . Has been review in the clinic last thursday but unfortunately nothing been arranged for this patient for PORT insertion . Patient need facter IX infusion 30 min before procedure.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Team not prepared this patient for line insertion . Took me 5.5 h for organising one of the doctor from the team to wright request and prescription , checking with the blood bank that the product available and arrange blood transfusion team to administer . 

29/10 - CSSS Governance; A Clin-Onc Colorectal patient; Parent Team should be mitigating the issues above, it is not the responsibility of the radiology/ procedure team to organise, resulting to delays on Endoscopy lists.				Network Services

		I17618		10/28/25		14:00		10/28/25		Cycle 8 TTOs Cabozantinib :
contacted main pharmacy, satellite pharmacy and porter - tablets nowhere to be found  , alertive primary team for a separate stand alone script for this cycle (C8 Cabozantinib only) and done.

Latest update from pharmacy: 
pharmacy staff found the TTO in ward 4 and is sending staff to pick up in ward 4 and supply to patient. Informed prescriber and stand alone script has been cancelled.				The Christie NHS Foundation Trust / Network Services / Ward 3		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		10/30/25		NIC informed. Pharmacy contacted. Explained and apologized to patient. Datix.				Network Services

		I17619		10/28/25		14:30		10/28/25		TSRT9 Sb3i 13CC CF3a
XVI fault during XVI acquisition causing XVI to be terminated, rescan required so additional dose.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		10/31/25		Patient needed to move as uncomfortable, so required a re-setup and				Network Services

		I17620		10/28/25		12:00		10/28/25		During E/C treatment noticed red, blotches to patients' skin. At all times flashback noted on the canula and dripping well. 
Treatment stopped and escalated to NIC. cannula was reviewed and it was okay, not an extravasation as still dripping well, not hard swollen lump to vein and  flashback still noted. 
Discussed with acute oncology nurse who also reviewed. Cannula in vein and not an extravasation, and no pain to patient during infusion.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		No Harm						Patient re-canulated by A but as soon as treatment started the same reaction happened to arm therefore treatment stopped and only partially given recorded on iQemo. Around 30mls of epirubicin given. No cyclophosphamide or pembrolizumab given as I wanted to discuss with team prior to giving any further medications. Patient to be reviewed tomorrow in clinic. Discussed with pharmacist who also agreed not to give any further treatment today and patient does not require GCSF injections to go home with. 
Patient stayed on scalp cooling and when reviewing arm on discharge arm and redness and swelling had completely settled down. 
Team to be emailed and this to be discussed tomorrow at clinic appointment"				Network Services

		I17610		10/28/25		12:30		10/28/25		TSRT9 
At prep stage, radiographers identified the RLAT FSD was no calculated in the yellow box. As the plan is non-orthogonal, the RAO FSD provided on the plan cannot be used.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12 Treatment data entry, data preparation process		Holt,  Daniel		Incident being managed locally		No Harm						The RLAT FSD was calculated in the room and independently checked by 2 radiographers. Escalated from B7 online, happy to proceed as RLAT FSD calculated and checked.				Network Services

		I17612		10/28/25		13:00		10/28/25		Patient admitted to IPU for US guided abdominal aspira. 
During procedure, no fluid present in abdomen. Presence of pleural fluid, chest drain inserted instead. No communication with recovery area if this can be accommodated and no communication to bed managers to confirm if a bed is availability before inserting chest drain. 
DATIX completed at request of bed managers.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Royle,  Gregory		Incident being managed locally		No Harm						Spoke to US and informed them they need to check with bed managers in future if a bed is available before going ahead with procedure.
Patient aware of overnight stay now needed. Could be a long wait and apologised.				Clinical Support and Specialist Surgery (CSSS)

		I17598		10/28/25		09:40		10/28/25		Patient incorrectly booked into another consultant's clinic under my name. As per previous Datix and numerous emails the patients need to be booked under the name of the consultant who's clinic they have been booked into NOT the name of the consultant they have been referred to as that is often inaccurate.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/31/25		Team emailed and this form completed

RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		Network Services

		I17708		10/28/25		18:00		10/31/25		TSRT9 13CC D98 SB3i MD13CC CF3a
Linac MLC fault following XVI acquisition/review.
Pt taken off bed to resolve fault. Repeat XVI required.
Additional dose to pt = 7.9mGy.
1st occurrence - not reportable.		it happened again as Sohaib attended same fault eariler, tried BDMD few times, no luck, beam reloaded but no joy, patient taken off the bed. logged in on service mode, try to load shape in diagnostic windows, no jaw movements. Head PSU recycled and it worked for a second, then failed again. DIA PCB replaced.  (SCS) both jobs combined on this one, 

Perform Shape cycle test and dia shape test going from leaf limit 40*40 to 10*10 and vice versa to check all the possible shapes. 
Light field qc performed by physics afterwards spare part added..		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Escalated to engineers/B7.
Additional image justified.
Engineer resolved linac fault.
Pt reimaged + treated.		Natural Part failure.		Network Services

		I17716		10/28/25		12:00		10/31/25		Patient attended for clinical trial visit and had blood sample taken.
Usual process is to register patient on agreed portal and ship bloods to lab using pre-paid address labels.
After obtaining bloods, found I could not access said portal. Emailed study contacts but no reply and emails bounced back.
Contacted chief investigator who informed me that the company had been bought out by another company but this had not been communicated with the research or admin team.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		McCaul,  Damian		Incident being managed locally		No Harm						PI and CI informed.
Blood sample was discarded.
Managed to contact team at new company and they have given me access to their portal and I am waiting for them to issue new address labels.
Patient will be contacted and asked if they would like to come back to have blood test repeated.				Research and Innovation

		I17717		10/29/25		14:00		10/31/25		Radiothearpy review and consent clinic for CNS patients is on a Wednesday PM.
Both lyme park rooms blocked with MSCC patients.
Clinic busy and patients had long delays due to lack of rooms
Consultants waiting.
Those with mobility issues/wheelchair users waiting even longer due to other rooms being unsuitable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting the organisation		Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Rachael		Incident being managed locally		Low Harm						Ended up using mould room prep room to see patients in to try to minimise further delays				Network Services

		I17697		10/29/25		18:00		10/30/25		A B Braun Cyto-Set Infusomat line primed with saline appeared to have a small hole below the chamber as the saline leaked out. Saline contained in the blue tray.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Staff		No Harm		Equipment incident		Medical		Failure of device/equipment		Rush,  Sara		Incident being managed locally		No Harm						Line not used and put to one side to show Clinical Education team. New line used to administer				Network Services

		I17657		10/29/25		11:10		10/29/25		Patient called me to her chairside on ORTC as they "didn't feel right". On examination, they were flushed and in clear discomfort, SACT reaction suspected. Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				Network Services

		I17658		10/29/25		16:00		10/29/25		she had a unwitnessed fall this evening at 16:00hrs
she was in the toilet, kneeling down on the floor by holding the commode next to her,as she stated
her bridge of the nose was slightly injured and bleeding
she was desperate to go to the toilet, accidentally tripped and fell
kneeled on her legs by holding commode but her eye glasses got hit on the commode, that injured the bridge of the nose
slightly hurt on chest wound
she urinated on the toilet floor in a rush at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		Low Harm						pulled emergency buzzer
reassurred her
reviewed by the doctors
safely transferred to the bed with A02,as she was able to do it
GCS 15/15 all limbs normal
observations done and charted
CBG 7.9mmols
Moving and handling completed- no postural drop
PURPOSE completed -bridge of the nose slightly injured and bleeding, cleaned ANTT let air dry
Chest wound examined- a tinge of blood noted- redressed under ANTT as per TVN advise
post fall educated
she doesnt want to inform NOK, she stated she will tell when they come in
monitoring GCS				Clinical Support and Specialist Surgery (CSSS)

		I17659		10/29/25		09:19		10/29/25		I gave 500mcg of IV Digoxin instead of 250mcg. Stat dose was Px on EPMA - both doses were visible (500mcg in 2ml above the indicated dose). On the medication box it outlines dose is 250mcg in 1ml, however I withdrew 2ml - this was given in the correct bag and over the correct time. I double checked medusa prior to giving this drug with a second colleague so it was not completed in a rush. I noticed 6hr later (when 2nd dose of 250mcg was Px for as per medusa) that I withdrew 2ml instead of 1ml 

MSO note: Screenshot of prescription from ePMA uploaded to incident record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to medic and informed Pt had been given full dose in morning rather than split across day.				Clinical Support and Specialist Surgery (CSSS)

		I17660		10/29/25		15:00		10/29/25		Started Pembrolizumab as prescribed and noticed a leak on A line: drops of liquid dropping from A line in the "filter" area				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Martinspitacas,  Irina		Incident being managed locally		No Harm		No harm				Stopped the infusion. Changed the A line using ANTT and connected the B line with Pembrolizumab to new A line.		IMP (31.1025) ICU medical rep and Deputy Head of Engineering emailed.		Network Services

		I17661		10/29/25		16:20		10/29/25		hypersensitivity reaction that occurred during a patient’s final carboplatin infusion. The patient had received 285 mL of the drug when she returned from the toilet and reported a red, itchy rash on her right thigh and leg. Upon examination, a similar rash was observed on the left leg as well .		Actions and result of actions taken	

Treatment was stopped immediately.
- Administered **Piriton** (chlorphenamine) and **hydrocortisone**.
- Full set of observations completed. NEWS2 score 1 throughout.
- Informed the ANP.
- Patient was monitored for one hour post-reaction with no further symptoms.
- Patient was discharged with appropriate information and advice.
- The clinical team was informed via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		The infusion was stopped immediately, and the patient was treated with Piriton and hydrocortisone. Observations were completed and remained stable throughout. The Advanced Nurse Practitioner was informed promptly. The patient was monitored closely for one hour following the reaction, during which no further symptoms developed and rashes disappeared . She was discharged with appropriate information and advice regarding the reaction and signs to watch for.

emailed the team as well		Reaction managed well		Network Services

		I17662		10/29/25		20:16		10/29/25		Staff affected: Haematology Registrar on call - Ryan Robinson
Called by Leighton hospital medical team asking for general haematology advice. The Christie haem reg on call doesn't cover Leighton, they have their own haem consultant on call. This is part of a trend of the Christie haem reg being called out of hours to give advice to a hospital we don't cover.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Leighton				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Read,  Chloe		Incident being managed locally		No Harm						Directed the medical team on who they needed to contact for advice.				Network Services

		I17664		10/29/25		12:58		10/30/25		TSRT9
Background: 
Lateral couch shift required daily in order to achieve clearance for G195.
Couch then shifted back to isocentre to perform confirmation 2DkV and delivery of G195.
Incident:
On #6/15, couch not moved back to isocentre position to acquire confirmation 2DkV.
Incorrect patient positioning on 2DkV - image un-usable.
Additional 2DkV pair required as a result (operator error).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Incident being managed locally		No Harm						Additional imaging justified by superintendent and PR2.16 dose limits adhered to.				Network Services

		I17655		10/29/25		14:30		10/29/25		120ml infused. Noticed that Gail appeared pail/grey in complexion. Asked if she felt okay, she said no, said she felt very nauseous and faint. Felt that the room was spinning on her.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Treatment stopped immediately. Called for assistance. 2x 100mg hyrocortisone IV and 10mg metoclopramide IV given before symptoms resolved. Symptoms resolved after half an hour. Treatment recommenced on hypersensitivity rate once settled, no issues during infusion.				Network Services

		I17669		10/29/25		17:22		10/30/25		After SOU pharm tech was informed of switch of TPN for one night only by dietician, tech messaged TCP staff @16:00that TCP are to expect the new script needed for that night and ASA it's on EPMA, will be requested by tech. After doc prescribed, tech requested on EPMA, messaged pharmacist explaining/asking screening & confirming request.@17:22 tech messaged that TCP don't have the request/script. Tech checked on EPMA that is was already dispensed and sent photo with details to TCP, but TPN was delivered NEXT day.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Harm		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		Moderate Harm		Moderate harm		11/6/25		It was only discovered by the pharmacy staff covering SOU the morning 30/10/2025 that the patient did not get the TPN on 29/10/2025, as the bag, which on the EPMA was dispensed at some point before 17:22 on 29/10/2025, was not sent at the correct time to cover the patient from 29 to 30/10/2025. The bag has been delivered by the porters on morning 30/10/2025 and available for the patient from that time.				Network Services

		I17666		10/29/25		08:42		10/30/25		An audiology report was sent from MFT as requested for a patient and scanned on cwp.
It was only the day later the consultant noted it was for another patient, they had sent someone elses.
The consultant brought it to my attention.  I redacted asap and did a datix and emailed the nurse to send us the correct report to be scanned on.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting the organisation		No Harm		Non-clinical incident		Record		Inaccurate documentation		Dyson,  Claire		Incident being managed locally		No Harm						As soon as this was noted I did a datix and redaction				Network Services

		I17667		10/29/25		19:00		10/30/25		Moisture associated skin damage noted on the sacrum, present on admission
Pt is incontinent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/30/25		Tissue Viability Nurse Referral, ointment in use, encouraged to reposition.				Clinical Support and Specialist Surgery (CSSS)

		I17646		10/29/25		14:18		10/29/25		Referral has been forwarded to referrals and bookings by Christie secretary with the date showing 02/05/25. No referral on careflow but letter has been scanned onto CWP on the 09/05/25.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Roxy who has emailed secretary and added referral as urgent.				Network Services

		I17653		10/29/25		18:00		10/29/25		TSRT9 
#1 xRT booked on 30/10, highlighted during data input that #1 xRT usually occurs on the same day as first GEM X treatment which is on 4/11. B7 alerted. Called Clinician who confirmed patient needs to be delayed until 4/11 to attend #1 xRT after GEM X. Clinician added note to CWP.
Called patient and apologised for the change, patient very understanding and aware of new start date. Change form completed,				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4G Choice of start date		Hudson,  Scott		Incident being managed locally		No Harm						Called clinician
Called patient
Change form submitted				Network Services

		I17650		10/29/25		13:00		10/29/25		Whilst dividing the mesentery during cytoreductive surgy for a Hipec with a Ligasure Maryland the jaw of the ligasure became stuck and was unusable.  No harm came to the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Madden,  Sarah		Finally approved		No Harm		No harm		11/4/25		The Ligasure was replaced.				Clinical Support and Specialist Surgery (CSSS)

		I17651		10/29/25		16:00		10/29/25		Incident reported on behalf of patients named nurse due to time pressures on ward 
Cat 1 to buttock on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/30/25		PURPOSE T complete 
Barrier cream applied 
SKINN bundle commenced				Clinical Support and Specialist Surgery (CSSS)

		I17639		10/29/25		11:29		10/29/25		Pt started to feel hot and red in the face, had a reaction to Paclitaxel.
Treatment stopped and called for help.
Grade 2 reaction 
100mg of Hydrocortisone administered under PGD.
Obvs done and recorded.
ACP on the unit has reviewed and stated a grade 2 reaction. When pt is okay to restart treatment.		Treatment stopped, called for help.
Hydrocortisone 100mg administered under PGD
Observations done and recorded.
Pt seen by ACP who was happy for treatment to be restarted at a slower rate, Patient was happy with the plan.


Grade 2 reaction as per ACP review.
Treatment now given at a slower rate as per taxane reaction protocol.

Team emailed. For slow rate next time.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		Treatment stopped, called for help. 
100mg of Hydrocortisone administered under PGD.
Observations done and recorded.		Reaction managed well - patient finished treatment at slow rate and team emailed to make them aware of incident.		Network Services

		I17642		10/29/25		09:15		10/29/25		Staff Blood culture result uploaded to ICNET system.				The Christie NHS Foundation Trust / Corporate / Workforce / Occupational Health						Incident affecting the organisation		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality				Incident awaiting allocation		No Harm						Contacted occupational health with result.				Corporate

		I17643		10/29/25		08:00		10/29/25		Noted patient has worsening MASD to groin/sacrum/buttocks in last couple of days since TWOC				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Referral to TVN. Requested med il. Asked medical team to consider re-catheterising pt. However, patient isn't keen on this. Encouraged pt to use urine bottles to avoid excess moisture to skin. Regular skin checks and apply medi derma barrier ointment. MASD care plan updated.				Clinical Support and Specialist Surgery (CSSS)

		I17644		10/29/25		12:10		10/29/25		Security team rung the ward to inform that a patient had been found collapsed on a bench outside Oak Road & suspected of taking illegal drugs as appeared inebriated. Patient had previously been found unconscious outside Oak Road On Monday evening (27/10) &had been found with drugs in her possession.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking / Oak Road Car Park				Incident affecting Patient		No Harm		Security incident		Site security		Other		Paterson,  Ruth		Incident being managed locally		No Harm						Escalated to ward doctor to review - patient was rousable to voice & was not unconscious but appeared inebriated/drowsy from ?taking drugs outside - no drugs found on patient. 
Escalated to ward doctor. Nurse advised to take set of observations. Obs not completed straight away as patient went off to the bathroom shortly after return, completed when able & obs within normal range as per NEWS 2.
Safeguarding referral made. Matron informed. 
Asked medics to repeat a capacity assessment.
Medics reviewed pt on return to ward.				Clinical Support and Specialist Surgery (CSSS)

		I17628		10/29/25		03:20		10/29/25		Patient found by mum on the floor having hit her head. 
Patient hoisted back into bed.
CBG 3.9mmol glucogel given.
Bolus IVF given BP 93 systolic difficult to hear.
Neurobs shown pupils 3 and reactive to light, patient non-compliant with arm and leg strengths. 
SHO and reg informed.		Rapid Review completed and attached to incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		Not for urgent CT as not had anticoagulation in over 48 hours.
?escalated that recognition of dying may need to be put in sooner than thought, to be discussed with day team
Advised mum when she needs to fall asleep we need to 1:1 the patient, mum said she will inform us when this happens 
Unable to complete lying and standing BP as patient cannot stand safely				Network Services

		I17629		10/29/25		03:00		10/29/25		my patient who has intermittent confusion was incontinent of urine and in his confusion got up and got tangled in his feed line and fell on to the bed as far as i was aware he was not harmed and doctor was alerted. i had been checking on him regularly when this happened and i have advised that he be 1-1 overnight where possible.
Dr said there was no need for review but to monitor the patient through the night				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		No Harm						doctor alerted.
patient reassured and given care.
documented in notes and handover .
datix now being performed.				Clinical Support and Specialist Surgery (CSSS)

		I17630		10/29/25		08:30		10/29/25		this incident includes 2 patients. patient A's referral letter was added to patient B's careflow attachments. both referrals were added on correctly and both referral letters were scanned to cwp correctly.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						the secretary let me know that this has happened. i double checked both referrals and looked at where i went wrong.				Network Services

		I17631		10/29/25		08:00		10/29/25		Bank admin support booked for today to support department 35 blood room from 8-4 - no one turned up. No admin managerial staff onsite until 9AM - was told there was a miscommunication and someone sent down to support for 9.30 AM. 

Had to pull clinical staff out of numbers to support whilst awaiting admin support causing delays in the blood room				The Christie NHS Foundation Trust / Corporate / Workforce / Human Resources		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				Incident affecting Staff		No Harm		Clinical incident		Resources		Staff shortage		Mcdonagh,  Claire		Incident being managed locally		No Harm						Spoke to service manager and manager at 9am when they come on shift

Tried to pull resources from other areas to support				Corporate

		I17637		10/29/25		10:00		10/29/25		She came in with an unstageable pressure ulcer of the left foot, stage 2 pressure ulcer of the sacrum with blanching buttocks and lesions all over her body.		03/11 - appropriately dealt with upon arrival.  Pressure sores were formed at home before admission.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Tissue Viability Service				Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Was referred  tissue viability nurse, who came and reviewed and prescribed a dressing that will be used. Medical illustration was called who took a pictures with patient's consent. skin bundle was done, Pump was attached to the foam and a repose wedge placed to relieve pressure from the heels.				Network Services

		I17635		10/29/25		09:09		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.  

On investigation x1 Additional 2d image-Mechanical.  
Additional imaging dose imparted to patient. 
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional lateral image (pre-set HEAD).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational team to highlight with Varian at next TIG meeting.				Network Services

		I17633		10/29/25		11:15		10/29/25		Rand Unit 164 (HIPEC) missing power lead. A 3 lad power plug similar to those often used but is distinguishable by a yellow catch that locks in place with the machine. Unable to locate in theatre department, hence Unit 164 out of action until we can source another one.				The Christie NHS Foundation Trust						Incident affecting the organisation		No Harm		Equipment incident		Non-medical		Lack/ unavailability of equipment/device				Incident awaiting allocation		No Harm						Co-ordinator infod 
Band 7 info 
Looked all around theatres
HIPEC Manager made aware

		I17672		10/30/25		09:00		10/30/25		Patient was seen in clinic on 29/10/25. iQemo script was amended and treatment regimen changed. The script location was Outpatient SACT so the patient was not scheduled on to the ORTC iQemo diary.
Patient has 0830 appointment on his blue card.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						Spoke with Baxters to ensure we could get his treatment delivered this morning.
Liaised with ORTC reception to update the patient. 
The patient was very frustrated as last time he was for treatment he was sent home, and didn't have it.
The patient felt that appointments/scheduling and the team had poor communication.
I apologised for his poor experience, and reassured him that he will get his treatment today. 
Explained to him that we would be able to treat him from 10am, as that is when a 'mid shift' nurse was starting. As the early shift staff all had patients booked in. 
Patient was happy with the information and update that I provided.				Network Services

		I17665		10/30/25		09:00		10/30/25		DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Clarke,  Catherine		Learning response required		Moderate Harm						DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				Clinical Support and Specialist Surgery (CSSS)

		I17693		10/30/25		11:00		10/30/25		Patient had a unwitnessed fall near bedside after coming back from toilet had shoes on not worn properly walking stick in site		All appropriate actions taken post fall. Falls risk assessment updated - remains independently mobile. The use of illicit drugs were escalated to the lead nurse. CT scan NAD.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Observations done, CBG done stable 
patient reviewed by doctor whilst on the ground
pupils checked equal and reactive 
responsive to voice and movement 
hoisted onto bed 
re reviewed by Dr 
had CT head NAD		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17694		10/30/25		14:00		10/30/25		patient admitted with x2 C2 to buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Barrier cream applied 
Dressed
Med ills to be completed 
Air mattress 
Can be managed on ward, TVN not required				Clinical Support and Specialist Surgery (CSSS)

		I17695		10/30/25		19:00		10/30/25		Patient stood to close curtains around bed - witnessed fall
Patient states she lost her balance and fell back on her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Moderate Harm		Low harm		11/3/25		Staff called
Observations taken
Doctor alerted				Clinical Support and Specialist Surgery (CSSS)

		I17696		10/30/25		19:30		10/30/25		Patient sat on the commode with constipation, due to discomfort, patient was trying to force bowel open and when straining accidentally bit her own lip causing a cut and bleed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Bite		Human bite		Spooner,  Jennie		Incident being managed locally		No Harm						Compressed lip with tissues/wipes. 
Informed Oncall Dr due to constant bleed. 
Repositioned px back to bed and supplied fresh nightgown. 
Morphine given for pain relief.				Clinical Support and Specialist Surgery (CSSS)

		I17689		10/30/25		15:00		10/30/25		Patient rang buzzer complaining of suddenly feeling hot and nauseated.		Team Drs emailed for next script to be amended
Involved in the event was;
Responsible medical team
Doctor
Chemotherapy nurse		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Moderate Harm		No harm		11/4/25		Infusion was stopped and patient was treated for a reaction. Observations were taken and hydrocortisone was given. Dr on the unit came to review. The patient's symptoms settled after 10 minutes. Reassurance was given to the patient and observations checked again. Treatment was restarted according to the hypersensitivity protocol after around 30 minutes		Written on CWP observations stable but no NEWS2 documentation on CWP. Will discuss with reporting nurse.		Network Services

		I17690		10/30/25		14:40		10/30/25		patient was receiving transtuzumab Entansine(Kadcyla). after administering 180ml of it at 14:40 patient felt nauseous, hot, and flashes. treatment stopped immediately and ACP seen the patient and given necessary meds				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						treatment stopped immediately and ACP seen the patient and given necessary meds. IV 100 mg hydrocortisone at 14:42 and 14:50 given. iv chlorpheniramine 10 mg at 14:46.
iv metoclopramide 10 mg at 14:53 given. 250 ml normal saline free rate given.				Network Services

		I17683		10/30/25		10:30		10/30/25		Due blood transfusion on endocrine department on 30/10/25.
X match and group and save taken on oak road on 27/10/25 but mislabelled. Returned to Oak road on 30/10/25 for second sample, however this was also mislabelled. 
Rebled again today on endocrine department. Patient will return tomorrow for 1 unit blood transfusion.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Apologies given to patient.
Rebooked patient in for tomorrow to have 1 unit blood transfusion.
Datix complete.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		Network Services

		I17684		10/30/25		12:00		10/30/25		Patient reviewed on AAU by trial team at around 11:00. 
Advised nurse taking care of patient to give IV Tociluzimab, prescribed on iqemo and epma (trial stock was available on the ward). 
Patient transferred to ward 2 late afternoon and Toci still not given, checked notes from AAU which stated - 'PRN Tocilizumab needed but not given as NIC states we do not give this on the unit, Pt informed.'
In this case the CRS was low grade but there was still a delay in patient receiving.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting the organisation		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Clarke,  Catherine		Incident being managed locally		No Harm						Checked with ward 2 if they had been given the right stock and were able to administer. 

I believe this should be treatment AAU should administer as it could be an oncological emergency.				Clinical Support and Specialist Surgery (CSSS)

		I17685		10/30/25		13:00		10/30/25		The patient attended the nuclear medicine department for a Ga68 DOTATOC scan. She was given a cup of tea which she spilt down her left side.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Harm		Clinical incident		Spillage		Splash with hot/cold liquid (NOT chemical)		Harris,  Andrew		Incident being managed locally		Low Harm		No harm				The wet clothes were removed and replaced with scrubs and a cold compress was applied.				Network Services

		I17686		10/30/25		14:00		10/30/25		Patient had pre-surgery/pre-existing pressure sores.
1- Right foot was dressed so unable to assess fully, patient reports that it is necrotic pressure wound. 
2- Bilateral breasts, moisture associated skin damage. The skin was red and broken to the underneath area's.
3- Moisture associated skin red and broken skin to full apron of abdomen folds and groin area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Madden,  Sarah		Finally approved		No Harm		No harm		10/31/25		Post surgery, all areas cleaned and dried. 
Barrier spray applied.
Medical illustrations contacted and photos taken in theatre recovery.
All pressure area concerns documented and handed over from the theatre staff to recovery staff.

Tissue Viability Review :31/10/225

Reviewed the patient with the named nurse to review the wound on the right heel, which was dressed on admission.

On Assessment, patient has an unstageable pressure ulcer (Category 3) to her right heel, which she came in with, and the dressing was not removed before surgery. Category 3 pressure ulcer approximately measures about 6 cm in circumference with 80% of thick necrotic area. 20% of the necrotic tissue was debrided, and the tissue underneath is granulating well. The heel was not elevated, and the mattress pump was not switched on.

Photo of the pressure ulcer taken today.

She also has an insect bite on the top of the right leg.

 

She also has multiple areas of moisture damage under the breast, groin and buttocks, and she doesn't want me to check as she had photos yesterday and she has shown me the photos. I also reviewed the photos of the moisture damage on PACS.

Management plan

Clean the wound on the right heel with normal saline 

Apply Algivon honey tulle to the pressure ulcer

Use Zetuvit plus superabsorbent 

Apply Kliniderm foam adhesive for the insect bite

Bandage the leg from toe to knee with Wool and crepe, and apply a yellow line to keep the dressings in place.

Change this dressing twice a day.

The mattress pump was switched on and advised to keep the mattress pump on at all times due to the risk of PU.

Also advised to elevate the heel with repose wedges to offload the heel pressure.

For Moisture Damage

Clean all areas of moisture damage with normal saline

Apply Medierma barrier ointment twice a day.				Clinical Support and Specialist Surgery (CSSS)

		I17677		10/30/25		11:30		10/30/25		Patient commenced on rechallenge of Docetaxel (reacted last cycle but completed at slower rate), after 5ml at 1/4rate complained of feeling unwell, very flushed, chest tightness.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Treatment stopped. 
Hydrocortisone and Piriton given IV under PGD. 
Did not rechallenge.
Kept until symptoms settled. Obs stable. 
Discharged with safety netting advice. Email Dr and admin team for consideration of Nab Pac				Network Services

		I17678		10/30/25		11:30		10/30/25		Patient informed me of two red itchy hives on his right forearm around 20 minutes after the transfusion had completed. He had two units of platelets.										Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						His observations were took straight away and they didn't show any signs of deterioration. 10ml of chlorphenamine was given to the the patient by charge nurse Jamie. The patient reported feeling well in himself. he was kept here bloods were sent the both platelet bags back tot the lab as per reaction protocol.

		I17679		10/30/25		08:50		10/30/25		TSRT9
Lost comp as a result of unexpected motion error				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Additional imaging, authorised by B7				Network Services

		I17680		10/30/25		11:55		10/30/25		5 minutes into Paclitaxel infusion patient showed signs of drug reaction. Reported closing sensation in throat; chest pain; palpitations; dizziness; and had flushed face.		Reaction managed appropriately, treatment continued with no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Infusion stopped. 
Observations checked and satisfactory. 
10mg chlorphenamine and 100mg hydrocortisone IV given as per PGD. 
Infusion completed following slow rate hypersensitivity protocol.		Reaction managed appropriately, treatment continued with no further issues reported.		Network Services

		I17698		10/30/25		18:00		10/30/25		Pt was with daughter who took her to the bathroom - pt unsteady on feet and attached to drip IVI stand - pt then was walked back to the bed but bed breaks were taken off? patient fell over / assisted to the ground by daughter - RN came and pulled crash bell - all staff and medical team cam - checked bp observations, bms stable - temp ongoing - ha been escalated ++ tmes to medical staff see documented drs note d/w consultant- pt commenced oral abx - low thresh hold for abx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to DRs and Consultant and rechecked - escalated pt to bay tag and then 1:1 - dr said no need to alert Out reach team - I have allertived them and handed over 1:1 care				Clinical Support and Specialist Surgery (CSSS)

		I17699		10/30/25		19:45		10/30/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team. 
As per TVN August Newsletter, referral to TVN not required
Tissue viability assessment today 03/11/25 reviewed and verified as Moisture associated skin damage by Sarah Francis TVN- see CWP entry .				Clinical Support and Specialist Surgery (CSSS)

		I17700		10/30/25		23:40		10/31/25		Pt was C1D1 of trial, late stay due to aseptic delays and trial activity post infusion. Handover sheet stated "taxi was booked with transport" however as I am on the night shift I don't know if anyone informed transport desk that pt would stay late - verbally handed over for her to go to security for transport when ready to leave (not the normal process). When ready to leave I called Veezu to arrange her taxi but they were not aware of her.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Donovan,  Helen		Incident being managed locally		No Harm						Called security to ask if they can arrange transport, they confirmed they can but only with approval from duty manager. Alertive sent to Tracey Wood and also spoke on phone who explained to complete transport request form for her to give the go ahead. Completed and emailed and she confirmed taxi can be arranged for this patient. Thankfully pt lived in Manchester, otherwise would have had to stay overnight. Confirmed with security that Tracey had given the ok for the taxi and pt left the unit at 23.35.				Research and Innovation

		I17701		10/30/25		21:19		10/31/25		Checked soft-set on patient and there was redness around the site of the soft-set. Soft-set removed and on removal small amount of bleeding occurred, pressure applied. After bleeding stopped a black dot was left where soft-set had been removed. Doctor informed and circle drawn around affected area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin redness (non pressure related)		Spooner,  Jennie		Incident being managed locally		Low Harm						Pressure applied to area
Doctor informed
Circle drawn around affected area
DATIX completed within 48 hours of incident.				Clinical Support and Specialist Surgery (CSSS)

		I17702		10/30/25		22:13		10/31/25		Checked patient's morphine sulphate 10mg/5ml oral solution on PRN and had no dosing interval only stated "when needed". Informed doctor, who corrected dosing interval to every 3 hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Doctor informed
Datix completed within 48 hours.				Clinical Support and Specialist Surgery (CSSS)

		I17703		10/30/25		11:30		10/31/25		Patient had a crossmatch taken at 11:30am at ORTC, sample was sent to labs and patient came to the endocrine for btf, as soon as the patient arrived we rang ORTC to confirm the patient had a crossmatch taken and sent to labs, after more than 2 hours there was no indication on CWP's lab results that the sample was even being processed, I rang bloodbank and they told me they did not have a sample, they checked the pods and even behind reception and I was told there is no sample, I then rang ORTC				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Stansfield,  Emma		Incident being managed locally		No Harm						for a second confirmation that the crossmatch had definitely been sent and they confirmed, I then contacted bloodbank again about the patient's crossmatch and before I could even give the patient's hospital number I was told the sample had been mislabelled yet there was still no indication of this on the CWP causing severe delay to the patient receiving a btf, I asked bloodbank why there was no mention of the sample on CWP and they informed me they will add it on however it is now the next day and still the result of it being mislabelled has not been added onto the system, the patient was severly distressed and was extremely tired especially after Chemo but has agreed to take another sample and to return the following day for transfusion				Christie Pathology Partnership

		I17704		10/30/25		09:00		10/31/25		Patient plan for peripheral TPN on 29/10 by dietitian: 1800ml of a Triomel N4 2.5L bag, prescribed on EPMA by surgical doctor ~4pm and handed over to pharmacy by dietitian.   
Bag did not arrive to ward on 29/10, arrived on morning of 30/10 and was incorrect bag 1.5L Triomel N4 rather than 2.5L bag (incorrect volume) which was prescribed correctly on EPMA and written on the paper copy of script. Patient did not have TPN and had to have IVF instead.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with dietitian looking after patient who confirmed correct ordering and handing over process.
Checked EPMA - doctor had prescribed correctly by 4pm on 29/10.
Discussed with pharmacy tech - advised wrong bag had arrived on 30/10 and they had taken it back down to pharmacy stores and advised wrong bag.
Updated ANP on ward of reason for missed PN.				Network Services

		I17705		10/30/25		00:00		10/31/25		During weekly drug check it was noticed 2 boxes of cyclizine was missing from the emergency drug boxes in CT scanners within radiotherapy pre-treatment areas.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting the organisation		No Harm		Medication incident		Storage		Drugs missing/cannot be found		Hawkes,  Iain		Incident being managed locally		No Harm						Looked for missing drugs and discussed with staff.				Network Services

		I17714		10/30/25		08:55		10/31/25		Patient received C4 Subcutaneous Atezolizumab but using an IV dose. Currently stocked on ORTC ward stock is IV 840mg Atezolizumab and Subcutaneous  dose 1875mg are prescribed from main pharmacy. 

Patient received two vials of 840mg which equalled to 28mls of Atezolizumab rather than 1875mg in 15mls subcut dose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Incident being managed locally		No Harm						Made aware of this error after patient had been discharged home and looked through TTO bag when subcut dose of Atez was found, patient then rang hotline and was assessed over the phone.
Patient was well at time of assessment and no issues with site of administration. 

Member of staff had gone home at time that error was noted and therefore was asked about incident when attended for shift today. Explained she thought the dose of treatment we had in our treatment room fridge was the Subcut dose and that they used two vials of 840mg for administration. 
Pharmacy and medical team emailed to check if there was anything that required actioning as drug that was used was given via incorrect route . 
Patient will also have a further follow up call today				Network Services

		I17715		10/30/25		09:30		10/31/25		No indication of patient's Latex allergy until morning briefing after the first patient was already done. Meaning SOP failed as we were not told of latex allergy 24 hours before and lead to delay of 30-40 minutes due to deep clean needed. patient informed us that allergy leads to airway problems and swollen mouth.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Removal of all equipment and PPE which is not latex free.				Clinical Support and Specialist Surgery (CSSS)

		I17723		10/30/25		10:30		10/31/25		Pt attended Nuclear Medicine for Renogram. Was injected with MAG 3- Technetium (99mTc) radiopharmaceutical and scan started. 10 minutes into scan, pt began to feel unwell and fainted.

Alert and orientated when I arrived to assess her. Hypotensive (80mmHg) and hypothermic (34.4). Began to feel lightheaded again, so laid down and scan abandoned. 

OR contacted. Struggled to get medical review. Lack of support by medics on a department with no medical cover. See below.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Near Miss		Clinical Event		Collapse/faint/fit		Faint		Harris,  Andrew		Incident being managed locally		No Harm						Fully clothed, covered in multiple blankets. BP stabilised, temp not coming up. BGL taken 3.6mmol/l. Glucojuice given, BGL increased to 7.9mmol/l. Moved to a room with a heater, temp after 1 hour came up to 35.8. 

Struggled to get medical review. One RMO advised they'd only assess if the pt is admitted and to speak with Outreach. OR stated medic review is required. Spoken with another RMO who attended to speak with the pt; however no assessment completed, history taken or questions asked about the pt's situation or health. 

RMO informed the pt that her consultant advised to attend A+E for a septic screening. No further information provided except to say it could be infection related. Pt and Mum understandably upset at the lack of info and having to wait so long to be seen and no assessment to be completed. They were also confused as to what was going on and why she couldn't be treated here. 

I reassured them and discussed these concerns in length, before providing the pt with a supporting letter to handover at A+E.				Network Services

		I17732		10/30/25		15:00		10/31/25		CSF sample was left on the Haematology bench. Staff assumed it was for haematology and performed Cytospin and auto- differential instead of the protein and glucose. By the time the error was noticed, there wasn't enough of the CSF sample left to perform the tests requested.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Ehimare,  Brave		Incident being managed locally		Low Harm						Informed AAU of the error.				Christie Pathology Partnership

		I17734		10/30/25		08:00		10/31/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
Manufacturer had been carrying out maintenance work on linac. Commenced clinical list at 8am the following morning. Unable to take CBCT image as departmental presets had been removed leaving only the manufacturer presets available for selection. This resulted in 1 hour delay in starting treatment and the cancellation of 1 patient while the issue could be rectified.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting the organisation		No Harm		Radiotherapy incident		TS - Technical services		3J Handover of radiotherapy equipment after planned maintenance (including handover to other department such as diagnostic colleagues)		Stewart,  George		Finally approved		No Harm		No harm		11/3/25		TSRT 9/Level 5/TS/3J/SB2B/MD13cc/CF1D
- B7 informed when imaging fault occurred.
- Engineers called. 
- Issue identified and rectified. 
- Machine returned to clinical use.		08:00 Mosaiq preset does not exist in XVI. Error message.
Manufacturer engineers had done some MV iso centre stability testing and move the presets folder in to different folder and forget to put them back.
Escalated to Line Manager. 
08:25 Manufacturer contacted who called in and helped on site engineer rectify the changes. 
Informed manufacturer engineer who made the changes via email as they were not communicated to on site engineers. Apology received.		Network Services

		I17735		10/31/25		17:00		10/31/25		TSRT9
SGRT software fault after XVI acquired. 
Patient needed to move machine to complete treatment, additional scan required
Total additional imaging dose 1.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers and treatment band 7
Apologised to patient
Arranged for treatment to be carried out elsewhere				Network Services

		I17736		10/31/25		17:05		10/31/25		At the end of flush patient reported swelling and mild pain around cannula site		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		11/3/25		Flow chart D followed as per extravasation policy. Hydrocortisone applied, area marked, note for nurse in chart to follow up, photo taken of area on patients phone as out of hours.
Patient advised to use heatpack or hot water bottle for times a day for 20 minutes until improvement,
Advised to elevate and keep limb moving,
Call hotline with any issues		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		Network Services

		I17737		10/31/25		14:15		10/31/25		Patient appeared red in colour
Reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						Stopped infusion
Called for help
Followed hypersensitivity protocol
Patient felt ok with 10-15 mins
Tolerated well on slow rate				Network Services

		I17738		10/31/25		20:40		10/31/25		Patient was handed over as nil by mouth and for nutritionl support. Patient was brought onto the ward without nursing or care team made aware. When checking patients epma, patient had no IV fluids prescribed as high sodium but no further escalation to medical team noted. Noted that it wasd escalated to NIC but no documentation or communication as to why this wasn't escalated to medical team prior to moving to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Incident being managed locally		No Harm						Contacted AAU but NIC was unaware as to why not on IV fluids. Escalated to oncall dr and prescribed IV potassium for hypokalaemia and hyponatraemia. Dr also noted that patient weas not nil by mouth as seen by dieticians and swallow assessment had been completed with water soluble contrast swallow.				Clinical Support and Specialist Surgery (CSSS)

		I17733		10/31/25		14:00		10/31/25		the theatre man operating list did not concur with the patients consent form. The patient was consented for a scalp procedure and this was not listed on the theatre man operating list. The consent form and medical photography was correct but not the operating list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Staff		No Harm		Non-clinical incident		Record		Inaccurate documentation		Smith,  Lydia		Incident being managed locally		No Harm						issue was reported to theatre co ordinator and datix has been completed. entire team was also made aware.				Clinical Support and Specialist Surgery (CSSS)

		I17724		10/31/25		11:55		10/31/25		Patient had finished his CT TAP scan, and was being disconnected from the CT contrast pump and told to get up and return back to the patient waiting area. 
While the patient was getting up, he turned too quickly and turned over the couch landing on the floor with his forearm.
Fortunately, the CT couch had been lowered to the lowest height and the patient did not fall from a large distance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Fall from bed, chair or height		Iddles,  Sarah		Incident being managed locally		No Harm						The patient was immediately assisted up by myself and another colleague to a chair. The patient had no sign of bruising, pain or injury when assessed. When he stood up I noticed he was a little disoriented even though he kept insisting he was fine.
I then escorted him back to the waiting area where he sat down to be observed for any contrast reaction.
After a few mins, the patient was well enough and allowed to go home.				Clinical Support and Specialist Surgery (CSSS)

		I17725		10/31/25		14:00		10/31/25		TSRT9
Patient was for replan as of day 0 MRI. Patient had #2's delivered, a systematic review, #1R delivered then an offline review to confirm imaging pathway. The note said next CBCT #8 which would've been #6R. Missed on #6R and CBCT was then on #7R (#9 overall).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Incident being managed locally		No Harm						Escalated to B7, CBCT'd #7R (1# late)				Network Services

		I17709		10/31/25		09:24		10/31/25		19.6mls of oxaliplatin and folinic going through and pt stated to go red in the face, itchy palms and dizzy.		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Actions and result of actions taken	
Treatment stopped, Obs done and recorded.
10mg of piriton given to good effect.
Explained what was happening to patient who understood. Symptoms resolved quickly after piriton was given.

ACP  came to review who said we cannot re start as already on rechallenge 4 hour.
To keep her here for 1 hour to ensure no further reaction. Then can go home.
Safety net with hotline.
Treatment discarded of as per policy.
PORT needle removed once 1 hour observations is done.

Not for 5FU bag and pump due to having only 19.6mls to keeo SACT in sync defer all of SACT today

Team and chemo apps emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/5/25		Treatment stopped, Obs done and recorded. 
10mg of piriton given to good effect.
Explained what was happing to the pt who understood. Symptoms resolved quickly after piriton was given. 

ACP came to review who said we cannot re start as already on rechallenge 4 hour. 
To keep the pt here for 1 hour to ensure no further reaction. Then can go home. 
Safety net with hotline. 
Treatment discarded of as per policy. 
PORT needle removed once 1 hour observations is done.

Team and chemo apps emailed.		Thank you for reporting this incident - reaction treated as per protocol and patient safety maintained.		Network Services

		I17722		10/31/25		13:25		10/31/25		patient has been left in transport for 2 hours when should have been taken back to the ward.
Patient has been to radiotherapy and was teletracked back to the ward. Porters left her in transport.

ward received a call from transport that patient had been left there and they did not know why and only knew they were there as they asked to go to the toilet				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Worgan,  Howard		Finally approved		No Harm		No harm		11/5/25		HCA went to transport to collect patient. Gave them lunch as they had missed lunch

checked teletracking and radiotherapy had documented for return back to ward.				Capital, Estates and Facilities

		I17727		10/31/25		14:30		10/31/25		I was on Palatine Ward, and as per infection control guidance, I washed my hands before entering the ward. To my surprise, I was stopped abruptly by a staff member, who shouted 'WASH YOUR HANDS!', and before I could respond to say that I had already washed them, she raised her voice even louder and pointed at the hand washing stations outside the ward and said 'NOW!!!'. She did not apologise until I pointed out her disgusting tone. This happened in front of multiple staff.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Staff		Harm		Security incident		Abuse to staff from staff		Verbal		Adams,  Claire		Incident being managed locally		Moderate Harm						I explained, when I was finally given the opportunity albeit too late, that I had already washed them, and pointed out her rude accusatory tone, to which she condescendingly brushed off the incident.				Network Services

		I17728		10/31/25		10:00		10/31/25		Patient appeared flushed 22mls into paclitaxel infusion.
Patient reported feeling SOB. Denied chest pain.
Infusion stopped.
Obs showed 88% SATS, hypertension, and tachycardia		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	
100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues

Team emailed and made aware of incident so script can be changed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/5/25		100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues		managed well - patient safety maintained		Network Services

		I17729		10/31/25		14:15		10/31/25		Location of incident: Rehab dept, therapy kitchen. Incident: Assisted fall to the ground whilst walking with wheeled zimmer frame. Lost footing whilst turning and knees buckled. Landed on bottom. No head injury or other trauma sustained. No complaints of pain. Remained alert throughout.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Warner,  Danielle		Incident being managed locally		No Harm						Checked for pain and any obvious injury - nil reported or identified. 
Assistance of three staff members to support transfer from floor to chair with verbal instructions re: technique and facilitation provided.  Seated rest and water provided. 
Uneventful step round transfer with wheeled zimmer frame and AO3 from chair to w/chair.
Offer to take back to ward but patient preference to go to Cafe outside dept with family members as planned.
Informed ward manager, ward doctor and duty SN of incident on return to the ward. 
DATIX completed.
Mobility status on patient board updated.				Clinical Support and Specialist Surgery (CSSS)

		I17730		10/31/25		12:05		10/31/25		A friend visiting a patient collapsed off of a chair sideways and fell to the floor hitting her head on the way down. Partially witnessed by myself but also witnessed by another visitor. 
She looked unconscious on the floor initially however by the time I got to her, she appeared more alert and a male visitor was helping her up to a static chair. She said she felt nauseous and a bit dizzy.
When on the chair she started to slouch to the side and became vacant, not responding to voice.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		Harm		Clinical Event		Collapse/faint/fit		Collapse		Johnson,  Rhona		Finally approved		Low Harm		No harm		11/3/25		Called for help from my colleague. Crash call made as she was not responding to voice and looked very unwell. 
She was reviewed by the crash team and by the time they arrived she was more responsive and able to speak. She denied hitting her head however began vomiting. Observations taken and BM. These were given to outreach staff. 
She was moved to a hospital reclining chair and given something to eat. It was strongly advised by myself, outreach, my manager and another colleague multiple times that she should go to A&E to be reviewed as she may have caused internal bleeding as a result impact to her head. 
Her husband came to collect her and it was also explained to him and reiterated the importance of her being reviewed in A&E however she declined all requests. 
Once she had eaten and felt well enough to go she left, as advised by outreach. Observations prior to her leaving were BP 111/68, HR 82, SP02 96, RR 15, temp 36.2. She left the unit in a wheelchair.		Incident managed appropriately. Patient did not require immediate ambulance. Was advised by several members of staff and husband to attend A&E but declined.		Network Services

		I17731		10/31/25		13:00		10/31/25		Call from service manager, unable to staff all theatre lists on MOnday 3/11/25, brachytherapy prostate list cancelled.  Patients informed and apologised to and will reschedule on Monday when have clinician availability.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)						Incident affecting Staff		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Staffing		Jones,  Tracey		Incident being managed locally		No Harm						Patients informed, apologised, aim to reschedule asap.				Network Services

		I17718		10/31/25		12:00		10/31/25		Ward 3 inpatient SACT ward
Patients visitor, was with patient sat on chair. went hot, fainted and ? slipped of chair and hit head. Ward nurse suggests that she did, the visitor thinks she did not. 
Crash team called as vacant episode all crash team in attendance.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Members of the public/visitors		No Harm		Clinical Event		Collapse/faint/fit		Faint		Johnson,  Rhona		Incident being managed locally		No Harm						On arrival patient was in a chair, alert, patient had  vomited into a bowl. 
Obs on arrival - BP 93/61, HR 42, O2 88%, T 36.2, RR14. CBG 5.2
Relative says she went hot and then fainted, reports, no cardiac history, no seizure activity, no medications, passing urine well, no blood new smells. No recent changes in bowel habits. No blood thinners. Inspection of Head, no signs of trauma and Neuro obs fine. PEARL3. Power 5/5 in all limbs. 
Relative states she only had a bit of toast this morning, and that she was not feeling right. Given food and drink, moved to reclining chair no assistance needed. 
OBS - BP 100/70, HR 87, Sats 97%, T 35.7, RR 17. GCS 15/15. 
We have strongly advised that the relative goes to A&E after this episode, if she ?hit her head and vomited. The relative is adamant and that she does not want to go. She will book in to her GP ASAP.				Network Services

		I17719		10/31/25		13:00		10/31/25		TSRT9
B7 bleeped to review CBCT due to X rotation effecting coverage, orange knee step not used but present in site set up. Opted to reset up with knee step in place, additional image approved, reimaged and treatment delivered. Additional concomitant dose to patient 10mGy (Pelvis M20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		11/3/25		Assessed target coverage on CBCT
Approved additional image and reset up with correct immobilisation
Discussion had with treating staff				Network Services

		I17720		10/31/25		13:00		10/31/25		Patient attended for C6 Durvalumab/Cisplatin and Gemcitabine. Blood parameters out of range. Unable to check whether they are in range for treatment on the day as there is no combined treatment protocol for HPB patients on Share point.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting the organisation		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wardell,  Stephen		Incident being managed locally		No Harm						Contacted HPB pharmacist and author of Treatment Protocol for Cisplatin and Gemcitabine in Biliary Tract Cancer or Pancreatic Cancer, with suspected platinum sensitivity to ascertain if a combined protocol exists. 
Staff at the time found a Durvalumab protocol on Sharepoint but for the treatment of Lung cancer. 
Blood results checked by the medical team and treatment went ahead after some delay				Network Services

		I17706		10/31/25		09:54		10/31/25		red clean requested for c diff on sr5 aacu.
unable to fog room due to door structure.
Clean completed by deep clean team.		Estates and Domestic Services will review the doorframe and come up with a permanent solution.		The Christie NHS Foundation Trust / Capital, Estates and Facilities		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Incident affecting the organisation		No Harm		Infection control		Cleaning		Clean stepped down		Elliott,  Simon		Finally approved		No Harm		No harm		11/3/25		see above				Capital, Estates and Facilities
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		Ref		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		Who/What has been affected by the incident?		Result		Type		Incident Category		Incident sub category		Handler		Approval status		Initial severity		Final severity		Closed		Action taken		Lessons learned		Department - Division

		I17649		8/27/24		12:49		10/29/25		DXA scan requested 27/08/2024 with scheduling details:
REQUEST FOR: Next available imaging appointment
SCHEDULE DETAILS: next available please
Found on Cris 'orders' list 29/10/2025.
Referrer was contacted to see if request should have been cancelled, but they advised the scan is still needed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Asked referrer to submit new order as clinical information is now very old.				Clinical Support and Specialist Surgery (CSSS)

		I17568		10/26/24		00:00		10/27/25		Patient treated with Enhertu under NHS care (on CDF) for one year from disease progression with no follow up review appointments or on treatment imaging to assess for progressive disease or toxicity (ILD). Blueteq criteria state treatment is not funded beyond disease progression.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		Low Harm						Patient had scan 4/9/24 with mixed response but clear progression in lungs and pleural disease.  Patient informed at OPA 12/9/24. Follow up put on hold pending patient decision. Next dose scheduled 26/10/24. Patient has continued to receive a further 13 cycles of treatment funded by NHSE via CDF. In the last 12 months this patient has not had any NHS medical review documented on CWP and has not attended any NHS clinic apts. Patient has not had any further scans to assess treatment response or assess for potential ILD (in trials this drug has been associated with fatal pulmonary toxicity). Queried with prescriber 22/10/25. Treatment now cancelled on iQEMO and patient looking at alternative treatment options.				Network Services

		I17019		5/16/25		09:00		10/8/25		A patient with extensive stage small cell lung cancer
The possibility of thoracic radiotherapy +/- PCI was discussed with the patient at their new patient consultation.
This was not picked up until after the patient had already received 6 cycles of treatment
We would usually refer after 4 cycles
The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Pabial,  Suneil		Incident being managed locally		No Harm						The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				Network Services

		I17094		6/20/25		00:00		10/10/25		Patient returned unused medication as was prescribed Omeprazole but dispensed Aciclovir. Omeprazole sticker on box of Aciclovir. Error noticed by patients so did not take the incorrect medication				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Medicine label - wrong/transposed/omitted		Nolan,  Russell		Finally approved		No Harm		No harm		10/14/25		I have taken the medication from the patient and returned it to the pharmacy department				Network Services

		I17302		7/3/25		00:00		10/17/25		Consultant contacted by Radiotherapy about a CT scan that had been cancelled and not rebooked and noted that patient was consulted by phone on 24/07/25, but although clinic letter done, no outcome form on CWP and no fup booked.		feedback given to staff member		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		Consultant sent CWP message to sec to book fup per the clinic letter of 24/07/25 (sec checked Careflow and f2f appt 24/07/25 had been cancelled and rebooked as a telephone consult on the same date).
Fup appt booked for late November and letter sent.		feedback given to staff member		Network Services

		I16841		7/4/25		06:34		10/3/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 16/10/2025: Missed sternal bone mets and overlooked left breast surgery. CT Thorax Abdo pelvis oral and IV Cont. Also same potential
discrepancy for CT scan performed 11/12/24 and reported 13/12/24 same reporter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Potential discrepancy reported after review for MDT.				Clinical Support and Specialist Surgery (CSSS)

		I17279		7/29/25		08:00		10/16/25		INCIDENT REPORTED BY TCPC: Patients bloods taken and sent to the lab pre- treatment.

Results not recorded and still not showing on CWP 2 hours later- therefore staff nurse went down to pathology to locate bloods and ask how long it would be.

Bloods not located- ?lost.		The lab reception team have investigated the issue raised, and are unable to determine where the samples could have gone- as we have no record of these being booked into the Synergy system. The ward should review the transport of these were they lost in transit or mis-placed as subsequent samples have been processed on the day.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		10/22/25		"Bloods re taken and sent as URGENT.
Duty of candour adhered to.
Datix sent to NHS pathology labs for investigation.
"		Unfortunately we are unable to carry out any further root cause analysis as the laboratory has got no record of  additional samples being receipted on 29.07.25 which would be entered into TD Synergy.		Christie Pathology Partnership

		I17442		8/4/25		10:50		10/22/25		TSRT 9 13I LEVEL1, SB 13hh,13i   MD 13cc   CF1a,1b,1C,2C
Patient received daily image verification when not protocol and authorisation for additional concomitant exposures not sought
Total of 22 additional concomitant exposures (220mGy)
Reportable incident				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm				This error was identified during a retrospective review/audit for paediatric patient imaging . Patient was having 5400cGy/30# to left pelvis ewings sarcoma. Under protocol imaging is #1-3 and weekly thereafter however this patient was imaged daily.
No annotations in Mosaiq or CWP that confirm clinician, or person with appropriate scope of entitlement, authorised additional exposures				Network Services

		I17378		8/12/25		13:54		10/21/25		Outcome form completed asking for FU appt withing 6/52 but form not actioned so no appt given and pt has run out of SACT				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Morgan,  Karen		Incident being managed locally		Moderate Harm		Moderate harm				Pt added on to clinic same day as consultant informed of incident				Network Services

		I17025		8/13/25		11:00		10/8/25		TSRT9/level 4/6F/CF/MD6E/CF1d
patient called to ask when radiotherapy treatment would commence she was aware she was on a waitlist.  On review the patient was not on the waitlist spreadsheet.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		On review of clinical notes the patient had a booking form completed and an email was sent to the wrong bookings team, this was then highlighted to the correct booking team but had not been highlighted to the treating team and was therefore not added to the waitlist.  This was rectified by the team and patient was added to the waitlist - this has not impacted on when the patient would receive treatment due to the order of the waitlist				Network Services

		I17027		8/13/25		11:00		10/8/25		TSR9/LEVEL5/sb11n/xr2g/cf1d  note in CWP for another patient was identified in the incorrect patients notes		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		2G Data recording		Hudson,  Scott		Finally approved		No Harm		No harm		10/24/25		reported with IT to remove and Datix completed		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		Network Services

		I17316		8/14/25		09:00		10/17/25		Patient came to clinic and had not been taking lenalidomide, patient never received cycle 28 of lenalidomide. The patient assumed that lenalidomide had stopped as none was delivered.  
Cycle 28 prescribed and pharmacy medicine request form completed on CWP. 

It is noted on delivery/collection details: PLEASE ANNOTATE NO PAF have emailed
put through to post 18/08 SK

Not clear what has happened with medication.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Kelly,  Marie		Finally approved		Moderate Harm		No harm		10/27/25		Consultant aware and further medication prescribed.				Network Services

		I17067		8/14/25		00:00		10/9/25		A referral from Sheffield sent to Christie Referrals and Bookings as received 5.2.25 when date received should have been 21.7.25		- Amended referral date and raised datix as protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Melanoma Consultant queried where the referral had gone to as this couldn't be seen on CWP but was subsequently found but had been entered as received on 5.2.25 whereas date actual date received was 21.7.25.		- To be vigilant in entering data onto Careflow.
- Take a break away from PC screen if needed.		Network Services

		I16832		8/15/25		08:00		10/3/25		INCIDENT REPORTED BY NCA: took over care of patient, carried out thorough skin inspection, patient had a stocking on left foot , removed stocking and saw there were pressure lines on left foot from tightness from the stocking, patient husband stated the stocking had been left on since before admission  from christies. left the stocking off for a couple of hours, red pressure lines disappeared however left a small red mark/bruise on left foot		None taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/23/25		updated body map, patient educated on pressure care, escalated to NIC, escalated to ward manager		From speaking to staff who reviewed the patient post discharge from AAU and reviewing the documentation during admission, the patient did not have a compression stocking in situ during admission on AAU nor was there a stocking in situ 2 days after discharge from The Christie. Therefore, unable to attribute pressure damage identified at Fairfield to The Christie. The Lymphoedema specialist reviewed the patient in an outpatient clinic 13 days prior to admission to Fairfield Hospital, they had ordered a garment for her but no compression stocking was put in situ at that time. The patient was reviewed by MDT during admission on AAU, she was deemed to not need support in the community and was able to care for herself with the help of her husband.		Clinical Support and Specialist Surgery (CSSS)

		I17586		8/15/25		13:50		10/27/25		Registrar sent a CWP message to a secretary to ask for patient to be brought back to clinic to be given a positive scan result. Admin team have sent a "good news" letter to patient to say their scan results were negative.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Marley,  Heather		Incident being managed locally		Moderate Harm						Senior surgeon has explained the error to the patient and their family and apologised for the error. He has explained the results and ordered appropriate repeat scans. I have signposted to PALS.				Clinical Support and Specialist Surgery (CSSS)

		I16838		8/18/25		12:00		10/3/25		Patient admitted with bowel obstruction secondary to metastatic pancreatic cancer. 
Underwent attempt at colorectal metal stent fluoro guided 18/8/25. Failed attempt. 
19/8/25: CT TAP extensive free intraperitoneal air in keeping with bowel perforation. Scan reviewed with Consultant radiologist and site is distal transverse likely due to air being inserted at time of attempt at stent.
Patient not appropraite for surgical intervention. For best supportive care. Died 18/9/25 in a hospi				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Interventional Radiology)						Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Whelehan,  Sarah		Learning response required		Moderate Harm		Moderate harm				Supportive measure provided/ discusion with surgical team.				Clinical Support and Specialist Surgery (CSSS)

		I17564		8/18/25		10:58		10/27/25		A clinical trial patient  completed quality of life questionnaires. The nurse who saw the patient in clinic put these in an envelope and put them on the lead clinical trial co-ordinators desk. The clinical trial co-ordinator was unable to find the questionnaires.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building						Incident affecting Patient		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Taylor,  Claire		Incident being managed locally		No Harm						Clinical trial co-ordinator informed the trial nurse that the questionnaires were missing and looked for them in multiple places.				Research and Innovation

		I17110		8/23/25		00:00		10/10/25		Patient enrolled in trial CCS1477-02 (19_DOG06_264). Admitted to Palatine Ward with hyperglycaemia, renal failure, and hypercalcaemia on 22/08/2025. During drug prescribing on ePMA on 23/08/2025, the weekly dose of dexamethasone (due on 27/08/2025) was by system default, scheduled for 23/08/2025. This discrepancy was not identified by the prescribing doctor, and the dose was administered as prescribed.		To be taken to the quality managers to consider how best to bed into clinical sessions.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Mamat,  Mohd		Finally approved		No Harm		Low harm		10/22/25		Dose administered as prescribed by nursing team. As a result of a complain investigation, the incident was identified and reported.				Network Services

		I16754		8/28/25		12:00		10/1/25		TSRT9  level 5 4H/ cf 1c/ SB 4j/MD 4j

Pacemaker not selected on the booking forms of 2 patients, therefore the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		*Highlighted during consent process 
*Cardiac triage team emailed to alert
*Triage process started				Network Services

		I16985		9/1/25		00:00		10/7/25		Distressed phone call rec'd from patient's relative as he is in significant pain.
Last seen by CO 01/09, anno and letters seen on CWP, and dx from this team.
Per anno it said he was being referred to MO for palliative SACT but no referral seen on system as done or waiting to be done.		Admin Support:
Administrative resources are continuously pooled with the stream to manage the typing backlog efficiently.
Medical Oncology Appointment:
The MO appointment was booked immediately. The patient was scheduled for palliative chemotherapy, and the delay had no impact on available treatment options.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		1. Checked EPRO dictations from 01/09.  At end of anno were letters referring pt to Salford for a stent, also the SACT referral letter to MO.
2. Urgently typed and issued all the missing letters.
3. Submitted SACT referral to referrals portal.  Also emailed MO consultant and CNS team with apology for delay and informing him referral had now be submitted.
4. Emailed stent referral letter to Salford for completion of records as patient was stented on 29/09.		Outlined to the admin team to ask for help when typing backlog startes to become unmanagable.		Network Services

		I16785		9/2/25		20:46		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16790		9/2/25		13:50		10/2/25		Patient received albumin and the second independent check not completed. The first independent check appears to have been completed post transfusion. 

On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16795		9/2/25		18:53		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17087		9/4/25		16:52		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16724		9/5/25		10:00		10/1/25		INCIDENT REPORTED BY STOCKPORT HOSPITAL: PICC line inserted at Christie on 5/9/25. on arrival to laurel suite on 11/9/25 PICC line dressing changed and 2 small areas of skin damage noted under dressing from pressure of the dressing pushing on the clamp on the line and the cap to the end of the line. patient reported the dressing had felt very tight since insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Hill,  Steve		Incident being managed locally		No Harm						dressing removed and replaced under ANTT. no signs of infection noted. photographs of wounds taken with patient consent

I do not have the images at the time of reviewing this incident. The incident and the medical notes say an area of 'skin damage'. As the skin has not been described as broken I'm assuming it has not been, there is no mention of grading of pressure damage, so I again I'm assuming their is some indentation where the PICC hub and clamp had be placed.
The Staff member who undertook the procedure and applied the dressing is currently off so I cannot discuss the case with directly.  
However, we do not apply pressure dressing unless the patient is showing signs of bleeding, there has been an arterial puncture or significant haematoma.  What is offer to patients are elasticated arm tubing if the patient prefers the whole are to be covered.
Dressings are not routinely placed over the CVC sites in a tight manner which can result in pressure damage. However, of the staff member has done this in a tighter manner than normal, together with elasticated dressing this may have lead to the application of too much pressure over the catheter this together with this gentleman being on steroids and perhaps increasing skin/tissue fragility may have lead to too much pressure over the hub and clamp area of the PICC.				Clinical Support and Specialist Surgery (CSSS)

		I16742		9/5/25		08:00		10/1/25		Ordercoms number 9340706 & 9340707 - Biochem and Haem samples sent in virology bag.  (Please note that Biochem/haems samples go in the clear bag and are processed here, Microbiology samples go in the blue bag and are sent to Salford & Virology samples are put in the Red bag and are sent to MRI).  These samples could have been sent to MRI in error due to being in the wrong bag resulting in not test results being available on CWP)		To raise at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and samples processed here with a slight delay due to the samples being in the virology pile as they were in the incorrect bag.		For monitoring purposes		Network Services

		I16822		9/8/25		14:00		10/3/25		In error a follow up echo for a patient on trial was missed.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		10/10/25		Consultant informed, sponsor informed of how to proceed. No harm to patient as patient well and this classed as a deviation and another echo was not needed. Review on process of why this was missed underway. 
Contributing factors – nursing team not being aware that echo assessments were needed at this time point. The echo assessment was quite intensive (2 weekly at this point).  To prevent this happening again the nursing team agreed, that for cell therapy pts,  team will book post treatment echocardiograms for up to 6 weeks post treatment at the time of study enrolment.

The dates of the echo assessments will also be written on teams patient white board in the office to prompt the nurses to check receipt of echo reports and ensure assessments has been completed and reviewed in a timely manner.				Research and Innovation

		I17156		9/9/25		03:00		10/13/25		Patient received 1 x RBC and the pack number was documented incorrectly as G095 625 356 898 U instead of G095 625 356 898 on the prescription by the nurse.
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/13/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16817		9/9/25		14:34		10/3/25		Second independent check not completed/completed by the same nurse.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Research and Innovation

		I16818		9/9/25		14:50		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16819		9/9/25		17:10		10/3/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I16820		9/9/25		07:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16823		9/10/25		20:04		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16825		9/10/25		12:58		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16846		9/10/25		19:10		10/3/25		Patient received 1 x RBC and the end digit of the pack number was documented incorrectly as the letter 'Q' instead of the number '0' on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16884		9/10/25		12:00		10/3/25		tsrt9/ Level 5/ 10j/CF2c/13G/SB13F
20# pelvis patient 
Identified at #6 site setup lost - could have been during prep import or at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Raised to B7 when error identified. 
B7 asked Pre-Treatment to investigate and try to identify information for the site setup using RTP scan. 
Site setup filled in with relevant information from RTP scan. Note in nav asking radiographers  at next # to identify tattoo measurements.
Heel to heel to be written down and confirmed is appropriate utilising patient XVI. 
Feedback given to Pre-treatment Radiographers regarding filling in and approving site setup - they stated that they now approve site setup earlier (before RTP) to avoid this stap being forgotten therefore they were thinking this incident related more to prep room processes rather than RTP 
Radiographers at Prep reminded to be checking Site Setup before and after import and to be using the WI provided to avoid site set ups being lost. 
Radiographers on liancs reminded to inform B7s as soon as possible if information regarding patient setup is missing.				Network Services

		I17088		9/10/25		17:32		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16849		9/11/25		19:09		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16851		9/11/25		17:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16854		9/11/25		17:44		10/3/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17199		9/12/25		15:00		10/14/25		C4D1 treatment on 12 Sept - Noted patient has implanted port which was not used for IV access for the last two treatments.  A peripheral cannula was inserted instead. No documented reason for not using the port. Patient did not mention to nursing staff he has a port and thought the treatment needs to be given via cannula.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/27/25		Checked CWP for last use of port - 1 Aug,  within 3 months, accessed using ANTT, 5ml bloods can be withdrawn and discarded, flushed and patent. CAT score 0.
Explained to patient the use of port over cannulas.  Verbal Consent gained and safety netted and he is happy to have treatment via port. 
NIC informed.				Network Services

		I16857		9/12/25		20:59		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17089		9/12/25		13:57		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17090		9/12/25		19:08		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17085		9/12/25		15:28		10/10/25		Suspected transfusion reaction.
Increase in temperature to 38.3 and BP 160/79 following the completion of RBC's		Ward manager contacted regarding the documentation, reporting, and samples required for a transfusion reaction		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/21/25		Medical review sought.				Network Services

		I16967		9/14/25		18:11		10/7/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for the 15 minute vital signs.
NEWS completed at 21:16 for the post vital signs		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16971		9/15/25		15:00		10/7/25		Patient attended for planned CD34 for apheresis. bloods checked and Hb noted at 70. Discussed with Dr Kulkarni and to deviate from policy and proceed with apheresis and complete a blood transfusion post apheresis procedure. Procedure completed with caution in regard to low HB. 2 units of blood requested via day unit doctor for post procedure to be completed on HTDU/Ambulatory care. 
blood prescribed incorrectly- not irradiated requested when irradiated needed.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Diggory,  LornaJeanette		Learning response required		No Harm						As the apheresis team this is not our job to recheck the prescription. we were re-reviewing the patients noted and noticed it was prescribed in error. hence late reporting. apheresis team contacted the labs to ensure irradiated was issued, to which it was. 
datix submitted to highlight the incorrect request issued which could of caused further harm if not flagged.				Network Services

		I16777		9/15/25		12:00		10/2/25		Ordercoms number 9350752 - Serum brown top received totally unlabelled in an biochem bag with ordercoms card attached,.		To discuss better at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged booked in using the barcode on the card and a comment put in synergy explaining why sample was rejected.		For monitoring purposes		Network Services

		I16779		9/16/25		08:00		10/2/25		Ordercoms number 9351664.  Microbiology sample in virology bag. (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the virology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile				Clinical Support and Specialist Surgery (CSSS)

		I16969		9/16/25		15:40		10/7/25		Patient received a unit of RBC’s and the first independent check was not completed prior to commencing the transfusion.

No starting information or outcome documented.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Start time estimated as the prescription will not close without this information.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I17046		9/16/25		16:26		10/9/25		Patient received 1 x platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit documented as the number '1' instead of the number '2'				External Other Trust

		I17047		9/16/25		15:28		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17044		9/16/25		17:38		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17426		9/17/25		13:00		10/22/25		TSRT9  level 5 4H; CF 1C/2C; MD 12a; SB 4j
Patient with ICD did not have pacemaker selected on the booking form therefore it did not trigger the cardiac triage process.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		11/5/25		*Picked up by medical team during telephone consent
*Medical team informed the cardiac triage team				Network Services

		I17048		9/17/25		10:49		10/9/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit of the pack number was documented incorrectly as the letter 'B' instead of the letter 'N' on the prescription.				Clinical Support and Specialist Surgery (CSSS)

		I17049		9/17/25		17:45		10/9/25		Patient received a unit of RBC’s and the second independent check not completed prior to commencing the transfusion.		Nurse involved informed for reflection and learning		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		Blood products require second check, nurse involved informed for learning and reflection		Clinical Support and Specialist Surgery (CSSS)

		I17086		9/17/25		00:00		10/10/25		Outcome form from patient review 17.9.25 requested f/up 1.10.25. App not made.		I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/24/25		none

RP - Sent over to individual who marked EOF as actioned for review 13/10
I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		Network Services

		I16786		9/17/25		08:00		10/2/25		Ordercomms numbers 9352923 &9352922 - FBC label on Serum sample and Biochem label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why samples were rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16787		9/17/25		08:00		10/2/25		Ordercoms number - 935153, 935154, 935155 - FBC label on serum sample, Glucose label on EDTA sample Biochem label on Glucose sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		10/3/25		Glucose and FBC samples rejected as incorrect labels on samples, however, there was a correcly labelled spare sample so that was processed for Christie profile.				Clinical Support and Specialist Surgery (CSSS)

		I16788		9/17/25		08:00		10/2/25		Ordercoms number 9353267 & 9353266 - FBC label on biochem sample and visa versa.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy explaining why samples were rejected				Clinical Support and Specialist Surgery (CSSS)

		I16789		9/17/25		12:00		10/2/25		Ordercoms number 9353293 - Christie profile label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16802		9/17/25		15:15		10/2/25		Patient on a clinical trial MK3475-C93 ( 22_DOG01_201)
CTC was entering information on the trial database and noticed there was no administration details on Iqemo for this cycle 13.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Meek,  Crawford		Finally approved		No Harm		No harm		10/8/25		Attempted to contact the treating nurse but on annual leave until 9th October. Escalted to line manager and advised a datix				Network Services

		I16791		9/18/25		08:00		10/2/25		Ordercoms numbers  - Patient 1 : 9354185 & 9354186  Virology samples in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the microbiology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to MRI with a delay due to being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I16792		9/18/25		12:00		10/2/25		Ordercoms number 9354752 Virology sample received in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I17050		9/18/25		16:34		10/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17051		9/18/25		19:34		10/9/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.				Clinical Support and Specialist Surgery (CSSS)

		I16793		9/19/25		08:00		10/2/25		Ordercoms number 9355654 -  Virology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.)		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.		For monitoring purposes		Network Services

		I16776		9/19/25		08:00		10/2/25		Ordercoms number (509)9355365 - Sample for Christie profile, magnesium and crp rejected as incomplete patient demographics on the sample and also on the white ordercoms card - Printer looks like it is not aligned correctly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Booked in using barcode and a comment put into synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I17229		9/20/25		17:32		10/15/25		Unit of RBC;s collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.				Capital, Estates and Facilities

		I16796		9/20/25		08:00		10/2/25		Ordercoms number - 9332003 & 9354243 - labels re-used from the 28.08.25 and from 18.09.25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/10/25		Error logged, contacted the ward.  Nurse unsure who bled the patient but  they will repeat with new labels.  Informed the nurse that the sample is at reception and they will come and investigate.  Labels now fixed but missed the transport so 1 day delay is samples being sent to correct hospital				Clinical Support and Specialist Surgery (CSSS)

		I16798		9/20/25		08:00		10/2/25		Ordercoms numbers 9356882 & 9356881 - Duplicate labels used for yesterdays blood.  Already resulted.		Training to be delivered next week to as many staff as possible. 
Information posters are in place at each printer. 
Discussed in huddle twice a day.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Phoned ward.  Nurse cannot say with confidence who has bled the patient and they will re-bleed				Clinical Support and Specialist Surgery (CSSS)

		I16805		9/20/25		00:00		10/2/25		Admitted March 25 for allograft, long complex admission with neurological toxicity from treatment. Started on steroids to treat symptoms May 25, neurology plan to very slowly wean by 2.5 mg every two weeks. 
Weaning course was prescribed on Palatine. Pt admitted to CCU Aug (sepsis) and all meds on ePMA placed on hold. When stepped back down these have not been taken off hold and steroids dropped off the chart. No doses given since 7.5mg 20/09. Risk of steroid withdrawal.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Discussed at MDT, monitor for steroid withdrawal and consider cortisol monitoring no apparent effect from unintentionally stopping 1.5 weeks ago. Submit incident form.				Network Services

		I16829		9/20/25		11:30		10/3/25		Patient receiving SACT on clinical trial 4/9/25
. Patient contacted the hotline unwell on the 20/9/25. 2 calls on the day, discussed with the SpR on call. Decision made for patient to stay at home. 
On the 21/9/25 patient admitted to Salford Royal in severe DKA. Sadly developed multiorgan failure and died.
For reflection on hotline call to see if any lessons can be learnt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical incident		Admission		Delay/ failure		Roberts,  Rebecca		Incident being managed locally		Death		No harm		10/17/25		NA				Clinical Support and Specialist Surgery (CSSS)

		I16803		9/21/25		12:00		10/2/25		Ordercoms number 9357518 - Virology sample in biochemistry bag and biochemistry sample in virology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  These samples could have ended up in the wrong hospital due to being in the wrong bag. - which could have the consequence of no results available on CWP. )				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, de-bagged, biochem one processed here and the virology sent to MRI.				Clinical Support and Specialist Surgery (CSSS)

		I16801		9/21/25		08:00		10/2/25		Ordercoms number 9357457 - Virology sample in with biochemistry samples.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  This sample was delayed getting to MRI as it was in the wrong bag with other samples. )		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI wilth a delay due to being in with biochem samples.		for monitoring purposes		Network Services

		I16830		9/22/25		10:00		10/3/25		TSRT9/level5/10J/ 10l/CF1c/CF2c/SB 10/ MD12F

No treatment entered at rtp appointment - no rad rx
No site set up  created - no site set up information entered
Ct scanner treatment day not prepped the night before, therefore prepping and scanning at the same time.
Treatment preparation data entry picked up and called band 7.		information added		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Noted at treatment data entry. band 7 called.
Images reviewed on scanner. Position entered with immobilisation devices. Noted added to look for rotations on image review to ensure knee/pelvis position correct.

Staff reminder to where possible prepare the scanner list the day before or try and staff a bust scanner list adequately.
Staff to take due care and attention when completing rtp checks.		ensure all aspects are completed		Network Services

		I16833		9/22/25		12:00		10/3/25		Ordercoms number 9348599 - Virology sample received with duplicate barcode from 12/09/25 and results had been submitted to CWP.		To be discussed at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and sample sent to MRI on the chance that they would process the sample with their own lab number.		For monitoring purposes		Network Services

		I16850		9/22/25		12:00		10/3/25		Ordercoms number 9358129 - Haematology request (coag) received on Sputum sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment stating why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16836		9/22/25		12:00		10/3/25		Ordercoms number 9357731 - Microbiology sample received in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)		Added to Safety huddle and discussed in daily  Nursing  safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lynch,  Gaynor		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the wrong bag.		Added to Safety huddle and discussed in daily  Nursing  safety huddle		Clinical Support and Specialist Surgery (CSSS)

		I16719		9/22/25		10:00		10/1/25		INCIDENT REPORTED BY WIGAN NHS FOUNDATION TRUST: On checking PACS for patients PET scan could see that this was not performed. Rang PET and informed there was issues with
the scanner - this has not been redacted and has delayed patients pathway.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback. 16/10/2025: The scan has been performed and reported. (Changes are noted although the report specifies that the growth is “slow” and so it would appear that the delay in the imaging did not impact the management of the patient.)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		10/16/25		Asked for them to rebook PET and incident reported.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback.		Network Services

		I17053		9/22/25		17:00		10/9/25		Patient received a unit of platelets and the second independent check was not completed.

Start time and outcome also not completed.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17054		9/23/25		14:16		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved reminded to input end of transfusion observations		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff nurse involved reminded to input end of transfusion observations		Clinical Support and Specialist Surgery (CSSS)

		I16835		9/23/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25:  "MRSA swab sent on 23/9/2025 for patient, 
Result not on CWP, 
Path lab advised they did not receive swab		Mentioned to staff members on Daily huddle to use of ERM and patient hospital number to find appropriate samples from date. Staff to not assume that samples not received if code not recognised.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		10/8/25		"Rang Microbiology, they have been sent swab from path-lab
Asked for rush on result."		Test does not appear as MRSA on TD Synergy but comes up as B6CN so staff should be going into individual records for exact test name		Christie Pathology Partnership

		I16840		9/23/25		16:15		10/3/25		INCIDENT REPORTED BY NCA: attended for wound care as referral received from hospital. On reviewing the buttocks, grade 2 present to both left and right buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/7/25		Carried out wound care, photograph taken, scheduled set, equipment in place, datix completed, discussed at safety huddle, discussed pressure relief.
TVN review update-TVN review indicated clearly that this was a moisture-associated skin damage. Please refer to the documentation of the TVN.		Ensure medical illustrations are taken on day of discharge
Patient admitted 14th September late, TVN, Datix and medical illustrations obtained the following morning.		Clinical Support and Specialist Surgery (CSSS)

		I16853		9/23/25		08:00		10/3/25		Ordercoms number 9359093 - Microbiology samples in virology bag.   (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to Salford				Clinical Support and Specialist Surgery (CSSS)

		I16859		9/23/25		12:00		10/3/25		Ordercoms number 9359061 - Microbiology sample in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the virology pile				Clinical Support and Specialist Surgery (CSSS)

		I16863		9/23/25		12:00		10/3/25		Ordercoms numbers 93559183 & 9359846 - two labels on one sample.  This is not possible as the analyser cannot read two barcodes at once.  So either submit a second sample with the second barcode, or add the test on via CWP - reflex add-ons.		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, extra test added on to lab number 9359183		For monitoring purposes		Network Services

		I17281		9/24/25		10:00		10/16/25		INCIDENT REPORTED BY DKMS: Donor donated by PBSC at TCH on 23/09/25 and 24/09/25. At her follow-up session with DKMS after the donation, she mentioned that on day 1 of the donation, there were 5 attempts to cannulate the donor and the nurse said the partial difficulty was due to blunt needles, and that they had another blunt batch a few weeks ago. This was followed up with TCH by the DKMS follow up coordinator (see email chain attached) - this was discussed with the apheresis team,				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Myers,  Nicola		Incident being managed locally		No Harm						and there were no concerns with blunt needles or faulty batches, and it may be have been a communication misinterpretation. However, we have been contacted by the donor today, who informed us that she has an infection on the needle site. She went back to her GP this morning as she had been experiencing discomfort in her right arm (where the cannula was inserted on day 1) and it has been getting progressively worse (unable to straighten her arm, vein felt very hard under the skin, skin was becoming discoloured). The GP has said she has thrombophlebitis and has prescribed flucloxacillin (to be taken 4 times a day for 7 days).

Please could you investigate this incident and let me know the outcome (root cause and any associated preventative actions if appropriate). 
27/10/25 NM- ongoing investigation				Network Services

		I16804		9/24/25		15:00		10/2/25		Ordercoms number 9361309 & 9361310 - Blood samples sent for Faecal calprotectin and Faecal elastase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy as to why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16720		9/24/25		21:00		10/1/25		Referred to Christie urology team on 24/7/25 for MDT review of suspected malignancy. Appears to have gone through multiple MDTs and clinic reviews before CT-guided biopsy on 20/8. Pathology reported on 27/8 and seen by urology team on 1/9, including surgeon on 3/9. Not referred to lymphoma team. Discussed in sarcoma MDT on 10/9 but biopsy findings not acted upon until clinic review on 24/9- patient admitted from clinic acutely unwell, in AKI with creatinine 550.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Known complication		Known complication		Disneygoodwin,  Danial		Learning response required		Moderate Harm		Low harm				I was notified by the Med Onc SpR on call that urology had requested admission under myself (Med Onc Lymphoma), without any direct discussion or referral. I reviewed the patient results and called the night SpR to alert them to the creatinine level. He received fluids and was catheterised by urology. I reviewed the patient and initiated urgent diagnostic work up, despite not having any referral. I had to chase 2 consultant urologists on consecutive days before I received the referral 2 days later. 

01/10 - CSS Governance:  Med-Onc Lymph Pt now but not referred by Urology team resulting in significant delay & moderate harm including being admitted with AKI				Clinical Support and Specialist Surgery (CSSS)

		I16747		9/24/25		12:00		10/1/25		Multiple patients given an inaccurate time for treatment on their blue card. On iqemo patient times are different to careflow, resulting in patients attending and no chair is available, causing a delay in treatment time		Small cards have now been printed and are stapled to the blue cards advising patients that their appt may be subject to change due to capacity
Apologies passed to the patients who the team were aware this impacted 
Staff members advised that when contacting patients re changes to their appt schedule that they clearly stipulate we need to to change your appointment for capacity/clinical availability purposes, instead of using terminology is it ok if we change your appt as this in effect is offering the patient a choice when due to capacity we are not able to provide a choice		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/10/25		Escalated to team leader and schedulers		The error was made by a member of the scheduling team who had omitted to cross reference care flow		Network Services

		I16773		9/24/25		06:00		10/2/25		When checking the patient CSA level pre Stem cell infusion it was noticed that there was no CSA level taken that day or the previous day.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Drs contacted and made aware. Labs contacted and requested for that days' FBC bottle to be used to check the level for that day.				Network Services

		I16769		9/25/25		00:00		10/2/25		Phone call rec'd this morning from patient.  He was expecting a Nurse Led telephone consultation last Thursday 25/09 but nobody rang and he wonders if he'd been forgotten.  

*Awaiting email response 07/10*		- Patient booked into correct clinic and highlight to clinical team.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Appointment error		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/7/25		Checked Careflow and appt was made on the wrong clinic, wrong disease group.
He had been booked on CO Lung Nurse Tel Clinic Thur AM
He should have booked on CO UGI Tel Mon AM
I apologised profusely on the part of the Christie for this error, and booked him onto the next available slot in the correct clinic which unfortunately is not until 17/11/25.  
Emailed Upper GI nurses to inform them what has happened to see if they could possibly ring him sooner than that as he will be expecting investigation results.		- If ever uncertain on which clinic to book into, query with supervisor/team to confirm.		Network Services

		I16767		9/25/25		15:00		10/2/25		11 min breach in antibiotics for patient who triggered the sepsis pathway

Documented delay due to long consultation				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Johnson,  Aishling		Finally approved		Low Harm		Low harm		10/2/25		antibiotics administered once prescribed				Network Services

		I16744		9/25/25		12:33		10/1/25		Issues with pack allocation of IMP in clinical trials pharmacy meant Clinical Research Associate (working outside of our organisation) for the trial needed to be contacted. Previous email forwarded to show which kits were affected but unfortunately did not see that research nurse had added patients full name in previous email within thread		To highlight the risk of the accidental disclosure of patient identifiable data at the next departmental meeting		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Osadcow,  Anna		Finally approved		No Harm		No harm		10/21/25		Was unaware of the incident until raised by the CRA and the CTC for the trial who removed the affected email from future discussions.		It is important to highlight the risk of the accidental disclosure of patient identifiable data to the whole clinical trials pharmacy team, as emails are frequently forwarded to external contacts.		Network Services

		I16866		9/25/25		08:00		10/3/25		Ordercoms number 9362570 - Virology sample received in biochem bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to being in biochem bag.				Clinical Support and Specialist Surgery (CSSS)

		I16867		9/26/25		08:00		10/3/25		Ordercoms number - 9363178 - Microbiology AND virology samples received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in, separated samples and sent them to the relevant hospital.				Clinical Support and Specialist Surgery (CSSS)

		I16868		9/26/25		08:00		10/3/25		Ordercoms number 9363517  Biochem sample received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at Salford due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged,, booked in and sample processed here with a delay as it was in the microbiology pile				Clinical Support and Specialist Surgery (CSSS)

		I16869		9/26/25		12:00		10/3/25		Ordercoms number 9360209 - Virology sample sent in microbiology bag with microbiology form.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy stating why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16870		9/26/25		15:00		10/3/25		Ordercoms number 9362975 & 9362974 FBC and biochem duplicate labels.  Not sure.  Found at reception on Saturday AM with note saying "to be relabelled" but its been 24hrs since then.  New bloods have been received since.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Put samples in spares rack and wrote reject on them				Clinical Support and Specialist Surgery (CSSS)

		I16876		9/26/25		08:00		10/3/25		Ordercoms numbers 9362907, 9362906, 9362905 - A specimen bag was received with order coms labels inside but no samples.  Tried to ring the ward but not answer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Booked in with a comment in synergy stating no samples received.				Clinical Support and Specialist Surgery (CSSS)

		I17082		9/26/25		17:44		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To be discussed at the weekly incident meeting and captured in the transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff to record vital signs and NEWS score prior to transfusion		Network Services

		I17570		9/26/25		00:00		10/27/25		Patient receiving goserelin with chemo for fertility preservation. Chemo deferred from 19/9/25 to 26/9/25 because patient DNA. Chemo deferred on iQEMO but goserelin Rx not deferred on iQEMO. Not picked up by treating nurses when patient attended 26/9/25, or  Dose omitted (cycle 2).				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Incident being managed locally		No Harm						Reported when identified error. patient subsequently treated with 3rd dose of goserelin with 4th cycle of chemo				Network Services

		I17520		9/27/25		16:24		10/24/25		1. Unit of RBC's collected from the blood issue room, upon receipt the nurse noted that it was not irradiated. The patient requires irradiated blood components due to receiving a matched unrelated donor transplant in 2008.
2. Noted by transfusion practitioner that the patient had received 2 x units of RBC's on 27/09/2025 and upon checking with the transfusion laboratory found that these units were not irradiated.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Transfusion incident		Incompatable ABO		Incorrect special requirements transfused		Protano-Byrne,  Jordan		Learning response required		Moderate Harm						1. RBC's returned to the transfusion laboratory and irradiated RBC's requested.
2. Discussed incident with blood bank manager. 
    Blood bank system updated to reflect that the patient requires irradiated components. 
    Blood Product Special Requirement form completed on CWP.
    Discussed with the patient's consultant.
    Initial duty of candour completed with the patient and his relative.				Network Services

		I16877		9/27/25		12:00		10/3/25		Ordercoms number 9364423 - CPE request but virology media received.  (Incorrect media for test requested)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Sent to Salford .				Clinical Support and Specialist Surgery (CSSS)

		I16901		9/27/25		08:00		10/4/25		27/9/25 - patient complained hand swollen - fracture ?cause - patient and staff deny any trauma		Spoke to patient in regards to the fracture to see how the injury is 
Patient states injury is hurting still, and is taking regular analgesia 
Patient is waiting for a hand orthopaedic appointment for a follow up for the facture 
Patient supported whilst an in patient
Patient still unaware of how injury occurred 
Correct escalation policies followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Storr-Barber,  Jessica		Finally approved		Low Harm		No harm		10/10/25		Escalated to medics to review at handover Sat morning 
Xray and doppler booked 28/9 am
Xray showed minimally displaced fracture through the articular surface of the head of the 2nd/index finger metacarpal - medics referred to ortho hand clinic, splint for now. 
US doppler NAD
Nurse in charge discussed with patient at the time swelling identified at handover and again 4/10/25 with family present, patient unsure when or how this happened, does not remember any trauma, no falls. 
Staff on shift the night before reported no trauma, they had assisted patient to mobilise to commode and back to bed several times and not noticed/reported any incident. 
Patient has had recent surgical/brachytherapy procedure, patient suggested she would not remember anything during that time but did not notice swelling immediately after procedures.
Note medical admission 17/09/2025 states recent falls				Clinical Support and Specialist Surgery (CSSS)

		I16927		9/27/25		12:00		10/6/25		Ordercoms number 9364429 Virology sample in microbiology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up in Salford as it was in the wrong bag with the consequence  of no results being available on cwp).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the wrong bag.		For monitoring purposes		Network Services

		I16928		9/27/25		12:00		10/6/25		Ordercoms number 9364452, 9364449, 9364451 & 9364450 - Virology sample were in biochem/haem bags and Biochem/haem samples were in virology bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  Biochem/haem samples could have ended up in MRI as they were in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, swapped samples and put into correct bags.  Processed haem & biochem here and sent the virology samples to MRI with a delay as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16929		9/28/25		12:00		10/6/25		Ordercoms number 9364721 -  Urine culture in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here  This sample was delayed getting to Salford as it was in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logge, booked in and sample sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I17083		9/28/25		19:45		10/10/25		Patient received a unit of RBC’s and the second independent check was not completed.

Starting information not completed therefore estimated as the prescription will not close without this documented.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17084		9/29/25		21:37		10/10/25		Patient received a x bottle of Albumin and the batch number was documented incorrectly as 08435308305922 11/27 on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/10/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number: G04J176961				External Other Trust

		I17092		9/29/25		19:30		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17096		9/29/25		08:00		10/10/25		TSRT9
Incorrect AlignRT surface used for setup (used previous reference capture rather than CT SIM surface).
Re-setup required.
Additional dose to patient = 6.2mGy.
1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/20/25		Escalated to B7 during online image review as large displacements noted/target coverage compromised.
B7 detected use of incorrect surface.
Re-setup using correct data and reimaged. Pt treated correctly.
13 G 3, sb13hh, md13aa,cf1a,1b,1c				Network Services

		I16930		9/29/25		08:00		10/6/25		Ordercoms number 9363979 & 9363978  2 X blood cultures received today with barcode on that had already been used on 26.09.25.  Please note that we are unable to book samples in with barcodes that have already been used.  Therefore there will not be an audit trail of whether we have received the samples or not.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and samples sent to Salford hoping that they would book in the samples with one of their numbers		For monitoring purposes		Network Services

		I16931		9/29/25		08:00		10/6/25		Ordercoms number 9365326 Sample received with incomplete patient demographics on it.  No surname and half of the hospital number.  Printing was very faded.  3 other samples were accepted but demographics very faded.  Printer needs new carbon and needs to be realigned.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		As this sample (FBC)  did not comply with the laboratory acceptance policy it was rejected with a comment in synergy stating why.		For monitoring purposes		Network Services

		I16911		9/29/25		12:30		10/5/25		Patient was reviewed as part of a routine review - noted during review that patient had not been supplied with oral SACT at the start of radiotherapy treatment. Patient is on ChemoRT for rectal cancer. There appears to have been a miscommunication as to whether patient was to be seen in clinic or by review team on day 1 due to a clinical need to re check renal function before supplying oral SACT.		Process clarified and discussed with staff so all aware of correct process		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Welby,  Sarah		Finally approved		No Harm		No harm		10/18/25		Consultant informed and incident discussed with patient. Patient has realised last week that they had not been given any oral SACT but did not highlight to anyone when attending for radiotherapy.		Need for clear documentation of any deviation for normal review plan
Review SOP with all stakeholders, reception staff, clinic staff, radiographers, review team to make clear the correct review process		Network Services

		I16920		9/29/25		14:30		10/6/25		Incorrect date taken on sample. Sample does not meet transfusion labelling requirements.

Member of staff spoken to and reminded that all cross match samples must be double checked by another member of staff.  The member of staff was also reminded that care should be given when hand writting blood bottles to ensure the correct patient details are transcribed correctly to avoid the patient from having to attend again for another blood test.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Sample rejected and discarded. New sample requested via phone.				Network Services

		I16933		9/29/25		12:00		10/6/25		Ordercoms number 9365908 - Virology samples received in biochem/haem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to MRI with a delay due to it being in the biochem/haem pile as it was in the wrong bag).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to MRI with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16944		9/29/25		13:37		10/6/25		patient has someone else letter scanned into his notes.
Please can it be removed.
Thank you				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Other		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		datix filled in and will report to be removed 
datix number needed				Network Services

		I16960		9/29/25		00:00		10/6/25		Patient attended for C1 D1 chemo on 29/9 (weekly Carbo/Taxol). Was prescribed standard Ondansetron 8mg BD 2/7 TTO (prepack), then PRN Metoclopramide was reduced to 5mg PRN TDS due to poor renal Fx. This was prescribed as liquid and set to Main Pharmacy from the start - the liquid was dispensed by TCP and sent up to ORTC as planned. However, it was identified on 6/10 (C1 D8) that the bottle of Metoclopramide was still on Satellite pharmacy, even though it had been signed as "Supplied" on iQemo.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Liaised with nurse planned to treat patient on 6/10 (C1 D8) as I suspected pt may have been given a standard prepack (10mg tabs) the week before. We spoke to patient on the unit and she confirmed she was given tabs - she actually had the box in her bag with her. She thankfully had not used it at all as the nausea was adequately controlled with Ondansetron. I removed the box from the patient and in the process also noted that her name and supply date had not been written on the label as required per policy (prepack label was blank for these fields). So patient was both given a prepack in error and also the prepack was given without following the relevant SOP correctly.
Patient ended up getting admitted on 6/10 as unwell so C1 D8 chemo was not given. Metoclopramide liquid kept on Satellite for patient's next attendance on 13/10.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		Network Services

		I16751		9/29/25		00:00		10/1/25		Hospital onset healthcare associated e coli blood stream infection. Attributed to ward 2. Patient was admitted on 27/9/25, +ve specimen on 29/9/25.		Discussed with ICT - no learning identified, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/3/25		72 hr review to take place.		None		Clinical Support and Specialist Surgery (CSSS)

		I16716		9/29/25		12:02		10/1/25		tsrt9
Confidence tone was heard but no image was acquired on 2d kV, "acquisition was interrupted" message popped up				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		Called MCR and B7, tried 3 times and only confidence tone heard, still no image acquired before they reset the system. 

Review of logs confirmed additional dose delivered: 1 x 2D KV pair & 2 lateral 'head' doses. This equates to 0.376 accumulated air kerma. Activity Capture and Questionnaires updated to reflect this in ARIA.				Network Services

		I16717		9/29/25		17:00		10/1/25		TSRT9 / Level 4 / 11J SB11t MD12 CF1c 
*Noted during set up that no origin to iso moves printed on front sheet of plan*
Where would normally see iso moves plan stated "no localisation point defined"
Also no moves in CMA				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/16/25		Band 7 informed whilst pt on bed
band 7 assessed plan happy set up to tattoos which around pubis that end point of plan would still be the same just use image guided to get to iso
-When imaged image very displaced and so informed physics for an extra check everything ok, in mean time due to time pt on bed got pt off therefore additional image was required once verified with physics plan ok and identified iso moves on page 12 of plan, appears a scripting error where iso moves not selected and so plan not printed and therefore iso moves not generated to export to site set up
*Additional image of 25mgy this is the 1st occurrence of additional imaging through error*

Origin POI not set to Localisation within the TPS, therefore no moves recorded (and Exported).  Localisation information derived from Origin coordinate system and patient treated as intended.				Network Services

		I16764		9/29/25		00:00		10/2/25		TSRT 9/ Level 5/ 13FF/ SB 13HH/ MoD 13FF/ CF1c 
New Start Treatment encounter not used for #1.
Not picked up at Post-Treatment Check.
Accidentally found post-#3 at Systematic Review.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13FF Recording of delivered treatment data		Redfern,  Matthew		Finally approved		No Harm		No harm		10/3/25		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		Network Services

		I16765		9/30/25		06:39		10/2/25		6 minute delay in antibiotic administration for patient who triggered on the sepsis pathway.

Documented delay- due to delay in senior review to prescribe antibiotics		Staff reminded to ensure IVABX given within 1 hour of suspected sepsis. Complex medical patient, reviewed by doctor on the ward at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Antibiotics administered once prescribed		1 hour window for IVABX administration breached by 6 minutes		Clinical Support and Specialist Surgery (CSSS)

		I16774		9/30/25		19:00		10/2/25		patient transferred from CCU - patient is 24, therefore under TYA team. Had been assured that would where possible we would provide a side room. We had not been made aware of this request from CCU/Pre Op/CNS				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Apologised to parents
Escalated to matron and patient flow team
explained that could not provde side room overnight but would resolve that following day		Breakdown in communication
Sister in charge unaware of rule regarding 25year old and below for siderooms where possible.		Clinical Support and Specialist Surgery (CSSS)

		I16757		9/30/25		13:00		10/1/25		TSRT9/Level 3/13Z/ CF 2C CF4a/  SB 13AA/MD 13AA

Large left/right displacement evident on XVI.  Patient set up and XVI repeated. Additional dose to the patient 5.3mGy.		patient repositioned and further scan taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 called due to magnitude of L/R displacement on XVI
*Set up checked in the room
*Ant position of laser on patient offset consistent with XVI suggesting pt had moved
*Unable to verify movement based on absence of lateral isocentre marks on the patient
*Radiographers instructed to repeat set up and XVI 
*Radiographers reminded to follow protocol which states marking on the isocentre		follow protocol		Network Services

		I16714		9/30/25		09:00		10/1/25		Height entered on CWP and i Qemo is incorrect for this patient. Listed on our system as 141.6cms. Is 162cms on the GP record. Contacted the patient who has confirmed he has a height of 5ft 4. The incorrect height on iQemo has an impact on the dosing for this patient chemotherapy. The height of 141.2cms was recorded back in September 2024 and has been used to prescribe all 3 lines of chemo so far.		Learning from incident shared with the Outpatient nursing teams.		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		10/22/25		Documented in the notes, consultant informed, DATIX completed, Height corrected on iqemo however have also asked if this can be rechecked when he next attends, Patient informed that there is a height discrepancy however I have not discussed the implications of this with him over the phone today.		To ensure that the height is checked and recorded correctly in the OP clinic onto CWP.		Network Services

		I16715		9/30/25		14:00		10/1/25		Patient came for a scan of the Abdomen and pelvis. The protocol requires a dual scan of the abdomen and a single scan of the pelvis. However, during the arterial scan of the abdomen the pelvis was scanned in error leading to a dual scan of the pelvis instead of a single scan in the porta venous phase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		A note was made at the back of the scan form and Dose radiation incident form filled.				Clinical Support and Specialist Surgery (CSSS)

		I16721		9/30/25		00:00		10/1/25		Community onset healthcare associated c diff infection. Attributed to AAU as patient had an inpatient stay there from 5-7/9 (within 28days of +ve specimen). 
Sample date 30/9/25 on readmission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Pigott,  Ella		Finally approved		Low Harm		Low harm		10/7/25		72 hr review to take place				Clinical Support and Specialist Surgery (CSSS)

		I16722		9/30/25		15:48		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 14/10/2025: Patient seen in post MDT outpatients at TGH for MDT results. Referral made to Clinical Oncology for XRT to hip (metastatic site) for pain/control. Referral confirmed to be on CWP by the Clinical Oncologist herself from 12/9.
CaRP sent on 16/9 with all final reports by MDT Coordinator to Christie. Chaser emails sent by MDTC and CNS Nurses in which we were advised we would need to wait for booking to process referral		•	Checked and referral and appointments made are on the system for assurance this is now actioned.
•	Share this case as a learning example in the next team meeting to raise awareness around the importance of ensuring tasks are completed in full.
•	Reinforce expectations regarding timely response to referrals and follow-up communication.
•	Log this incident in the patient’s individual file with a note of the delay and actions taken, to support continuity of care and track if this issue recurs.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Learning response required		Moderate Harm		No harm				Lung clinical lead consultant Dr Metcalfe emailed directly to Dr Maggie Harris, Clinical Oncologist following seeing patient in clinic and noting the MDTC emails to chase a clinic date for patients treatment.
RP - Will ask tech bar who uploaded referral to CWP for 12/09. No email found in new referral inbox for this patient until flagged on 30/09. Reassigning to ML for review of why tracking did not address with referrals sooner. Tickets #SR-115012
SK - Patient has sustained a #NOF  treatment has been deferred for 2 weeks whilst recovering. harm level discussed with Dr Harris - No Harm

RP 14/10- Tech bar confirmed it was a member of new referrals team who uploaded this on 23/09 then again when raised on the 30/9 - spoken with individual and acknowledged error of not adding to CareFlow but CWP only and apologised for the mistake made and noted she didn’t check her work before moving onto a new task. Noted to be more vigilant when working and double check work before moving on. When this was flagged, it was added to CareFlow.		On assessment it was found to be a human error which has caused the delay between the referral submission and the referral being triaged and scheduling of treatment, despite follow-ups of the email. This delay could potentially impact timely patient care.		Network Services

		I16723		9/30/25		14:30		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 30.09.2025: patient had a txt message to his phone regarding an ambulance being booked for an appointment today at Oldham diagnostic Centre for pet scan patient attended this appointment only to find out his appointment was at wigan not Oldham patient is an inpatient on the ward and the appointment should of come through to the ward so that the exact appointment and place of treatment was done properly not given by txt to the patient		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / PET CT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Harris,  Andrew		Finally approved		No Harm		No harm		10/21/25		patient and family very upset about this reassurance given and told that this will be sorted out		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.21/10/25: Text message on the 25th Sept with the appointment information but this included the incorrect location i.e. Oldham instead of Wigan. The patient used the (incorrect) information in the text message to plan their appointment. Due to the current short waiting times for PET scans, most patients are contacted by phone for their appointments. Details may be sent by text if they patient does not answer a call, or may have the information sent in a text message in addition to the phone call if there is any concern about them having all of the information available. The text messages are sent from a Trust mobile phone, on which text message templates are saved as notes, and which are then edited on a patient-by-patient basis. In the absence of a robust system for text messages linked to PET scan appointments, this manual task is identified as being prone to error and appears to have been the cause of this incident. Details of the incident have been shared with the booking team to remind staff of the importance of the accuracy of this information.		Network Services

		I16731		9/30/25		12:30		10/1/25		right hearing aid lost. patient thinks it has been lost with the bed sheets as he could not find it after sheets were changed.		Spoke to ward staff, Ward clerk, checked the lost property section on the ward. Asked staff in huddle if they had seen any hearing aids on the ward.
Ward staff know to report anything to NIC and leave any items found safely in the office if item shows up		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property lost		Brett,  Georgina		Finally approved		No Harm		No harm		10/9/25		spoke with patient. duty of candour completed.				Clinical Support and Specialist Surgery (CSSS)

		I16729		9/30/25		16:45		10/1/25		TSRT 9/ Level5/ 11j/ 11a/ 12c/ 14c/ CF4c
Noted during #2 treatment delivery that no post image of beams eye view had been placed into the plan, so post beam MLC position could not be checked from plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/13/25		Escalated to treatment superintendent
Checked MLC arrangement from post DRR in patient chart
Proceeded to treat, radiographer asked to pull post DRR into plan for future #s.				Network Services

		I16992		9/30/25		11:00		10/7/25		Referral was for both Medical and Clinical Onology but I just added for Medical. My manager found it out later.		- Asked to process asap and submit Datix due to delay.
- Referral added as urgent for consultant triage.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added for Clinical Oncology one week after the referral came in.		- If unsure if patient requires both referrals to each speciality please seek guidance.		Network Services

		I16935		9/30/25		08:00		10/6/25		Ordercoms number 9367383 - Microbiology sample sent in biochemistry bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was processed with a delay due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16936		9/30/25		12:00		10/6/25		Ordercoms number 9367381 - Microbiology sample received in biochem bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to Salford with a delay due to being in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Millington,  Kerry		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16937		9/30/25		12:00		10/6/25		Ordercoms number 9367382 - Microbiology sample sent in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to Salford due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a dealy				Clinical Support and Specialist Surgery (CSSS)

		I16938		9/30/25		12:00		10/6/25		Ordercoms number 9363523.  Faecal sample sent with a microbiology label attached to sample, but the label on the bag was for virology.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Error logged and sample rejected due to incorrect labels on sample and card				Clinical Support and Specialist Surgery (CSSS)

		I16939		9/30/25		12:00		10/6/25		Ordercoms number 9367780  Virology sample received in the same bag with haem/biochem samples.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to as it was in the wrong bag and was in the biochem pile).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, split samples and sent virology sample to MRI with a delay.		For monitoring purposes		Network Services

		I16940		9/30/25		12:00		10/6/25		Ordercoms number 9367201 Faecal CPE swab was received open in the bag and fluid leaking out.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in ward contacted and they will be sending a replacement sample		For monitoring purposes		Network Services

		I16941		9/30/25		12:00		10/6/25		Ordercoms number 9366735 Virology sample received in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.				Clinical Support and Specialist Surgery (CSSS)

		I16942		9/30/25		12:00		10/6/25		Ordercoms number 9367845 -  Microbiology sample sent in biochem bag.  (Please note that microbiology samples go in blue bags and are sent to Salford.  Virology samples go in red bags and are sent to MRI.  Biochem/haem samples go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag				Clinical Support and Specialist Surgery (CSSS)

		I17045		9/30/25		10:00		10/9/25		Elective admission to W2 for chemotherapy 29/9/25 - 4/10/25. Symptoms of likely viral URTI commented upon several times - resp swabs taken but not COVID. Unclear whether any respiratory isolation measures taken. On subsequent scheduled OP attendance to haem OP on 8/10, reported ongoing URTI infections - COVID swab +. Concern of contact exposure to vulnerable patient population + staff on W2 and haem day unit.		IMP (5.11.2025) - incident discussed with abroad multidisciplinary team. Creation of poster and posted at the HTDU reception asking patient if the have cold symptoms and/ or diarrhoea/vomiting to inform the schedulers at the reception. Schedulers informed if patients mention any of these symptoms to inform the coordinator on HTDU to review if patient need to be isolated in SR 6/ 7. Band 6 informed about the patients isolation. IPC to send a weekly document with information about patients who require isolation when attend to HTDU.

OE - Transplant team to complete covid-19 assessment form on CWP. To raise with Matron for Cellular Therapy for more education to the transplant team on process of handling covid positive patients.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Infection screening / Sampling				Roberts,  Caroline		Incident being managed locally		Moderate Harm		No harm				Established patient well at home, no acute medical intervention indicated at present. Discussed with hame team (Dr Cavet) who will submit separate DATIX re: attendance to haem day unit		Why is COVID a separate test from respiratory screen that looks at  9 other types of flu and respiratory viruses?

OE - There was a missed opportunity for the transplant team to complete the covid-19 assessment form on CWP for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17385		10/1/25		09:00		10/21/25		Postal Return of High cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires redispensing of this medicine.  Or if any harm came from not receiving their medicine. 

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix submitted
Pharmacy Homecare Team have checked CWP for any relevant information.  Patient has already had 3 more cycles dispensed since and a does increase.		Meds still being posted, and tracked via Royal Mail		Network Services

		I17168		10/1/25		07:00		10/13/25		Reviewed MBL incident I16843 and identified that a concessionary release form should have been completed for the incident as the patient had previously known antibodies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Stansfield,  Emma		Incident being managed locally		No Harm						Waited for staff member to come back to work post night and rest shifts. Discussed incident with member of staff. They stated that they discussed the concessionary release on the phone with the requesting clinician but did not get any names. More important to get the units of blood out to the ward for clinical urgency.				Christie Pathology Partnership

		I16921		10/1/25		11:52		10/6/25		Sample not signed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Thorne,  Hazel		Finally approved		No Harm		No harm		10/26/25		New sample requested.		- Encourage second checker of sample labelling for blue bottles ( DR/ Nurse) to check during time where increase re-occurrence of sampling errors		Clinical Support and Specialist Surgery (CSSS)

		I16922		10/1/25		13:49		10/6/25		2nd group and screen taken at the same time as first sample		Email sent to reporter Arezoo to ask for clarification on who obtained the sample ? if paper trace still available with signature. 
Sent 14:44 23/10/2025		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Incident being managed locally		No Harm						New sample requested				Research and Innovation

		I16923		10/1/25		13:34		10/6/25		Sample tube expired		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		New sample requested		For monitoring purposes		Network Services

		I16924		10/1/25		16:00		10/6/25		Referral was received in the inbox on 1st October, letter dated June 2025.

** Please can this be raised with Leeds Teaching Hospitals NHS Trust - We have queried the delay and have not received any acknowledgment or information**		- Referring Trust questioned on delay.
- Submitted Datix per protocol.		The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm		No harm				i added the referral on urgently and then asked referrer why the referral was sent so late and received the following response " I think it was posted in July but you obviously haven’t received it so the CNS Team asked me to email it over
Sorry hope that helps
Maureen"		- Inform all external trusts that referral should only be sent via email not post.		External Other Trust

		I16873		10/1/25		18:00		10/3/25		Six patients were admitted from clinic in opd 22, resulting in long delays for beds and multiple staff staying past their finishing time, from 1 to 3 hours late. Bed managers and duty manager were made aware.
The patient who waited the longest had a bed request at 12.34pm and not admitted to the ward until 19.10pm (estimate)				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						All patients were made as comfortable as possible, sandwiches and drinks provided. opd 22 only has two stretchers. The four patients without a stretcher were kept in the clinic rooms, that they were reviewed in.				Network Services

		I16907		10/1/25		14:00		10/5/25		TSRT9/level 5/ 13BB/ SB13HH/ MoD13FF/CF1C
Additional imaging task not added after additional 2D kv images taken. incidental finding				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/7/25		Datix submitted, additional imaging task completed. Staff reminded to be vigilant at Tx Delivery meeting				Network Services

		I16962		10/1/25		09:54		10/6/25		TSRT9
Acquisition tone heard- no image appeared- accompanied by a generator timeout error message. Additional dose administered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR called- Logs requested- delay in receiving logs: Logs show additional dose delivered:
Expected Dose: 0.271265718
Delivered Dose: 0.316476669997759
Additional Dose=  0.045210951997759 x1 extremity Normal

2025-10-01  09:36:41    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:56    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.135632858570468
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  09:56:10    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  10:04:14    TR1-PTC-PROD      PTX\PTClinical|4912|WPF Queue WCFAppService.CWCFAppService  [ThreadId=85] #Entering -->RecordPatientCompleted				Network Services

		I16973		10/1/25		01:00		10/7/25		Platelet ordered and not used before expiry date.		To ensure better communication with ordering of platelets		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Platelet removed at midnight and wasted on TDBB and recorded on wastage charts.		To ensure better communication with ordering of platelets		Network Services

		I16988		10/1/25		00:00		10/7/25		1x Unit of Platelets ordered and not used		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		1 x Unit of Platelets wasted on the system and disposed of.		To ensure proper communication with the lab transfusion team		Network Services

		I17004		10/1/25		12:00		10/8/25		Ordercoms number 9368634.  Microbiology sample received in biochemistry bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to Salford as it was found in the biochem pile due to being in the wrong bag.		Likely to be human error - all staff are aware of correct labelling and packaging for samples for all samples. However it the incident has been shared and discussed - and all staff reminded of correct processes and signposted to relevant pages on HIVE if any uncertainty about labelling and packaging.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shaw,  Andrea		Finally approved		No Harm		No harm		10/9/25		Error logged.  Booked in and sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16843		10/1/25		07:00		10/3/25		Massive blood loss pathway activated. Patient on PTW transferred to CCU.		27/10 - to reallocate to SJ to decide if incident is to go to MBL meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Jackson,  Sharon		Learning response required		No Harm						MBL pack 1 prepared and issued.				Network Services

		I16860		10/1/25		16:35		10/3/25		Patient received a unit of Platelets. First Check recorded as Second Check in platelet prescription (two second checks).
No start time time recorded in prescription.
No end vital signs recorded in prescription. NEWS not completed within the timeframe for transfusion vital signs.
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16772		10/1/25		05:00		10/2/25		Patient on Palatine Ward on corridor bleeding from nose/ears/face and confused. Led back to bedroom where blood found +++ in room, on the floor and walls etc. 
Patient confused but able to talk. Went on to have a seizure. 
Fast bleeped outreach and for medic support. 
2222 Call put out. 
Patient transferred to CCU		Clinical event, rapid review done and attached to documents.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		Patient care escalated to outreach and oncall SHO
Heam Reg contacted
2222 Crash Call put out				Network Services

		I16797		10/1/25		14:00		10/2/25		Patient had been for an out-patient clinic appointment and had left the building. Was attempting to get into his son's car and fell. (Currently awaiting bi-lateral knee replacement-according to the patient.)
2222 called and crash team attended the scene.
For transfer to AACU, however no beds so transferred to AAU in a chair.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Gill,  Rosie		Finally approved		Moderate Harm		Moderate harm		10/6/25		Admitted to AAU as no beds in AACU and not a suitable place post-fall.
Taken for an x-ray and fractured NOF reported.
Immediate review by AAU Consultant Dr Igor.
Supportive Care Co-ordinator attended the unit and the pain team.
PCA commenced and s/c oxynorm given as breakthrough.
Salford Royal contacted as patient from Eccles, advised to 999 to their A+E.
999 call completed and ambulance arrived within the hour. PCA removed and breakthrough analgesia given prior to transfer. 
Son present throughout and fully aware of the situation.

Discussion with Car Park Attendant who was witness to this incident:-
Patient was waiting for son at Oak Road Drop Off Area. There was no room to park so son pulled up next to another car and patient rushed out. He leant forward to grab the passenger door as car window open  but missed and fell back onto the floor hitting his head on the wheel of another car. He was visibly stunned and in pain so car park attendant radioed for Crash Team. There were no obstacles for the patient to fall over.				Capital, Estates and Facilities

		I16812		10/1/25		02:00		10/2/25		I was asked to help sign off platelet transfusion on ward 4. On this night staffing ward 4 only one regular staff. Two nurses transferred  from ward 12 to help and  one agency nurse
The agency nurse was looking after the lady needing the platelets. I was asked to help put up the 4th bag of platelet, I was told 20mins left of on the 3rd bag. There was multiple prescriptions on CWP for platelets with different prescription dates. There was a clear communication between myself and the labs.		Emma Stansfield (Blood Bank Manager) - No further action needed from the laboratory. No errors made. Process clearly explained to nursing team.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Stansfield,  Emma		Finally approved		No Harm		No harm		10/17/25		It was extremely difficult explaining to labs to update the correct prescription on CWP so that the canular care plan could be updated. 
There was also a misunderstanding on my side with the issue date, prescription date and expiry date.
which labs seemed to struggle to give me any direct information 
I had to go to the labs with the platelets to get clarification. 
This could of been clarified hours early. This caused a long unnecessary delay.		Emma Stansfield (Blood Bank Manager) - The correct action was taken by phoning the Duty Manager for additional support to avoid further delays to this patient.		Clinical Support and Specialist Surgery (CSSS)

		I16831		10/1/25		17:00		10/3/25		TSRT9:

Patient scan limits for post contrast scan not set to match the pre-contrast scan.
Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10E Production of images using appropriate field sizes (including production of reference images)		Parry,  Catherine		Finally approved		No Harm		No harm		10/22/25		Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				Network Services

		I16826		10/1/25		10:34		10/3/25		CDI PCR positive, toxin positive 1/10/25. Recent discharge from Ward 2 15/9/25, within 28 day window.		Discussion with ward staff about the importance to start a stool chart and CWP care plan - also added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		Reported to HCAI DCS, 72 hour review requested. Medical team aware.		Ensure Follow SIGHT		Clinical Support and Specialist Surgery (CSSS)

		I16810		10/1/25		11:00		10/2/25		TSRT9 13CC SB3i 13CC CF3a
XVI image fault (generator fault not ready). Scan faulted at 182/650 frames, first instance for this patient. Additional dose to patient 2.8mGy.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Additional image authorised and annotated in Mosaiq.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I16726		10/1/25		10:45		10/1/25		21mls into Paclitaxel infusion, patient complained of feeling sick, like she can't breathe and went red in the face. Infusion stopped. 100mg hydrocortisone given. Obs taken - Bp 218/132, O2-96%, Hr-76, temp-35.8, RR-20. Iv metoclopramide given for sickness . Obs rechecked - Bp-132/85, O2-97, RR-17, Temp-36, Hr-90. Symptoms settled.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		Low Harm		Low harm		10/2/25		Infusion stopped. 100mg hydrocortisone given. 10mg metoclopramide given. Observations taken and recorded as above. Reviewed by Dr who states once settled, can restart at slower rate.				Network Services

		I16727		10/1/25		11:00		10/1/25		Patient attended for new patient appointment at Tameside Macmillan Unit under Christie haematology. Patient checked in at the desk and when attempting  to sit in the waiting area had an unwitnessed collapse. Haematology staff not informed of collapse and reception team called 2222. Patient seen and stabilised by resus team and transferred to TGH A&E.		Liaised with outpatient manager and Christie HCA to have ECG and Glucometer training		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Kelly,  Marie		Finally approved		Low Harm		No harm		10/13/25		Action by resus team		Christie staff to be trained on Tameside equipment , Glucometer and ECG		Network Services

		I16728		10/1/25		12:00		10/1/25		TSRT9 13CC SB3i 13CC CF3a
XVI terminated at 21frames (1.4mGy extra dose delivered) during patient scan.		Patient off bed - 2x test scans in CC and CW - Passed - Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Engineers called and test scan run before patient re-treated.		Pelvis M20 CC - Logs stated gantry stop after 28 frames, gantry didn't move.		Network Services

		I16730		10/1/25		12:05		10/1/25		Patient started on Cycle 1 Day 1 rituxamab. 
Pre meds given but not including hydrocortisone. 
At 12:05 patient complained of lower back pain radiating into thighs. Rigors, feeling cold.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				The Christie NHS Foundation Trust / Clinical Oncology / Lymphoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Transfusion incident		Reaction		Preventable Transfusion reaction (pre-medication not administered as prescribed)		Aremia,  Laura		Finally approved		No Harm		Low harm		10/3/25		Infusion stopped at 3rd incremeent of rate 114. 
Non rebreather mask applied, titrated down to 60% then 2 Litres, then room oxygen. 
Observations completed including Blood glucose. 
IV hydrocortison x 2 given 
IVF started. 
ACP's called to review. 
Oramorph 2.5mg given for pain as had paracetamol pre-meds.				Network Services

		I16745		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16746		10/1/25		13:00		10/1/25		tsrt9/level5/cf1d/xr6/sb1c                                              
Patient scan brought forward to 25.9.25, but unfortunately the patient received the  original scan appointment 1.10.25 in the post . Attended today with transport thinking he needed a scan.		External circumstances. Discuss with bookings team.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		19 Research, audit and document management		Hudson,  Scott		Finally approved		No Harm		No harm		10/10/25		Apologised to patient about the mis-communication.
Patient stated that his current pain relief was not under control, therefore registrar contacted and patient seen to discuss medication.		External circumstances. Discuss with bookings team.		Network Services

		I16748		10/1/25		14:55		10/1/25		Patient finished treatment, on the way down the stairs after leaving the unit began to have a laryngospasm. Was brought back to unit, given heat pack and hot drink. Observations recorded and monitored until symptom settled. Advised to stay the night with relative and call hotline if any further issues				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		heat pack and hot drink				Network Services

		I16749		10/1/25		15:00		10/1/25		came back up to ORTC after treatment reported 'not feeling well'. Reported tingling lips/ numbness and pain in arms. Had Laryngospasm. Baseline observations checked, started vomiting during assessment. S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given. Hot drink and heat pack given. Rv'd by ACP on ORTC.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		S/C levomepromazine given while trying to get IV access. Cannulated in R ACF, IV hydrocortisone 100mg given, IV metoclopramide 10mg given.				Network Services

		I16750		10/1/25		15:30		10/1/25		Pt had a grade 2 reaction to C1 docetaxel after having 25ml of treatment.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped.
Obs checked.
IV chlorphenamine administered.
IV hydrocortisone 100mg administered.
Obs rechecked.
Treatment re-started at a reduced rate.
Team informed via email.				Network Services

		I16733		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery (1/10/25) due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16734		10/1/25		13:00		10/1/25		CRF Lab received samples for Patient ID 101-12, for C3D1 on the LION trial (21_PAN_012) 
Lab received 4x 10mL EDTA bottles (totalling 40mL), and 5 x 6mL + 1 x 10mL NaHep bottles (totalling a further 40mL), however this volume of blood was not required for this visit.
As per V4.0 of the Lab Manual, Table 1, this patient should have only required 3 x 10mL EDTA bottles, and no NaHep bottles at all. Patient was over-bled by approx 50mL.		everyone needs to be retrained in protocol schedule.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research Phlebotomy Space		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Conroy,  Vicki		Finally approved		No Harm		No harm		10/20/25		Lead Research Nurse has been informed. Correct samples were processed as per the lab manual, remaining samples that were not required were not processed - awaiting RN signature for sample disposal. 

17/10/2025 - Clinical Matron for the PAN tumour team has sent an email to senior Research Nurse of Renal to look into what led to the extra samples been collected.		The importance of reading both lab manual and protocol when preparing trial samples and also everyone needs to be retrained in protocol schedule.		Research and Innovation

		I16735		10/1/25		13:30		10/1/25		Patient contacted regarding appointment. Patient deferred on Wednesday 24/9/25.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		10/14/25		Contacted patient regarding no bloods and treatment appointment. 
Patient did not know about new appointment for today. 
Apologised on behalf of service. 
New treatment appointment given and patient acknowledged the need to book BCTH				Network Services

		I16736		10/1/25		08:45		10/1/25		Patient emergency admission from palatine to CCU, major blood loss+++
Patient bleeding ++++ from all sites
Urgent blood products transfused via stat
1x Platlets
4x FFB
2X RBC
All received and checked : 0845 and checked with two nurses. 
Each given stat pre and ends obs recorded for each on CWP		CWP major blood loss form filled out=transfusion team aware		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Massive Blood Loss-Unexpected Blood Loss		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		CWP major blood loss form filled out=transfusion team aware				Clinical Support and Specialist Surgery (CSSS)

		I16738		10/1/25		09:00		10/1/25		Patient A booked for CT abdominal biopsy. Patient A had not arrived. Called patient Husband as unable to get through to her mobile. Patient unaware of appointment. Tried to sort to see if we could facilitate later but unfortunately no space on list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/14/25		Apologises given and to sort for new appointment as soon as possible.				Clinical Support and Specialist Surgery (CSSS)

		I16739		10/1/25		09:30		10/1/25		TSRT9
#18/25 identified by superintendent during image review that nodal boost volume not selected on image prep.

IRMER states "CTV_N1" whereas plan structure is named as "CTV boost". Nomenclature between IRMER & structures are normally the same. "CTV_Boost" was not noticed by the radiographer who prepped the image and therefore coverage of the boosted node was not assessed #1-17.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		Network Services

		I16740		10/1/25		10:30		10/1/25		TSRT 9
set up to the wrong align RT  ROI and scanned iso position was incorrect, 
large shift magnitude noted B7 called.
Pt repositioned with correct ROI and scan repeated				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		b7 present, pt re-positioned, re-scanned and treated correctly				Network Services

		I16741		10/1/25		12:00		10/1/25		TSRT9 level 5 5i cf1c md 10n sb5i
Pacemaker selected "No" on booking form when patient has a pacemaker. Appropriate team not informed due to this. Entirety of pacemaker covered in RTP due to scan limits.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		Superintendent informed and information passed to relevant team.				Network Services

		I16718		10/1/25		03:00		10/1/25		Confusion regarding the issued and expiry dates of a unit of HLA matched plates caused an approximate 3 hour delay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Discussions with the biomedical scientist, clinical night practitioner, and night manager.				Clinical Support and Specialist Surgery (CSSS)

		I16758		10/1/25		18:00		10/1/25		TSRT9

10# VSIM planned patient - imaged #1-4.

#1-3 average out of tolerance - would have been suitable for systematic correction (new moves). 

Repeat 2DKV acquired #4 (not justified/documented in Mosaiq).

New moves required from #5 (repeat images #5/6) resulting in 1 additional image that could have been avoided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		New moves implemented from #4.

Escalated for practitioner additional imaging authorisation as will breach operator scope of practice when imaged for day 2 new move confirmation.				Network Services

		I16759		10/1/25		19:10		10/1/25		Upon surgical finish we discovered a small blister on the left shoulder which we presume to be from the use of shoulder bolsters which were requested by the surgeon to prevent slipping on head down (patient high BMI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Kennedy,  Pamela		Finally approved		Low Harm		No harm		10/10/25		Documented, handed over to recovery, anaesthetist aware, Datix completed and Handed over to ward 10 for medical illustration to take pictures in the morning. 

Review by the Tissue viability nurse there is a re absorbed blister to the left shoulder, no break or redness- skin intact and no sign of pressure damage.  My have been caused by shear and friction, no pressure damage evident on review.				Clinical Support and Specialist Surgery (CSSS)

		I16760		10/1/25		22:00		10/2/25		Admitted to ward cat 2 pressure sore found on sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		Air mattress in place
Dressing applied				Clinical Support and Specialist Surgery (CSSS)

		I16761		10/1/25		22:45		10/2/25		Patient found just outside the bathroom where he had shuffled from inside the bathroom to call for help from another patient. 
Upon observation, patient stated he was trying to hang up his tank top high above the chair and he was leaning on the chair, the chair then started to slide and he began to slide with it.
Patient states did not hit his head, said he slid/fell down on his right knee/ foot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Blood pressure and observations taken, neuro observations taken. Made sure patient had no immediate pain anywhere before moving him, assisted him to stand with 3 member of staff onto a chair behind him and then he walked from chair to bed with minimal assistance.
On call doctor informed. Has now been reviewed
Falls care plan updated
NIC updated
Handover to be updated				Clinical Support and Specialist Surgery (CSSS)

		I16755		10/1/25		15:30		10/1/25		TSRT9/level5/cf1d/6d
Patient was due to start 3#s of bladder XRT 1/10/2025 at 1530, arriving via hospital transport. At around 1600 reception chased up progress of hospital transport as patient had not arrived, and were informed no transport booked. Reception then rang patient who was unaware they were starting treatment on this date, and therefore start of treatment delayed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 3						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Hudson,  Scott		Finally approved		No Harm		No harm		10/14/25		After patient was rang by reception, they were transferred on phone to S3 radiographers. It was confirmed with patient they had been given no start date for treatment, and the patient now considered it too late in the day to attend the department. Patient was therefore advised they could start their XRT on the day of the next appointment, at 1530 on 3/10/2025, and that hospital transport would be booked for remaining appointments. Transport was subsequently booked by S3 reception. Patient schedule also amended at the time with additional appointment added to the end to compensate for missed treatment.		Patient not received confirmation of appointment. After investigation, the patient was sent a letter out after not being contactable via phone. Letter either delayed or not recieved. External factors not down to hospital team.		Network Services

		I16713		10/1/25		07:15		10/1/25		when checking patients skin in the AM, noticed a new c2 to sacrum		discussed with staff involved
learning needs identified - learn from incident, included in monthly newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		updated skin bundle, cream applied, purpose t completed, handed over to RN day time, needs med ill and TVN r/v.		Reflecting on knowledge from TVN study day
revisiting TVN study sessions.		Clinical Support and Specialist Surgery (CSSS)

		I16763		10/1/25		23:00		10/2/25		Patient transferred from AAU to ward 12.  patient admitted 11am 1/10/25? with temperature. No blood cultures taken, on medical notes requested for cultures to be taken. No cultures taken prior to patient admission onto ward 12 from AAU. patient transferred at 10pm 
No evidence of blood cultures taken on notes/pathology orders or requests		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Clarke,  Catherine		Finally approved		No Harm		No harm		10/16/25		datix 
cultures taken		Blood cultures taken within 1 hour policy (prior to giving IV ABX) as per policy as reflected in nursing annotation and lab results		Clinical Support and Specialist Surgery (CSSS)

		I16768		10/1/25		15:00		10/2/25		Patient was just about to commence flush post 2 hour oxaliplatin infusion. Mentioned that he had some tingling in his lips and was slurring his words slightly. After sipping some warm water that was provided, patient went into laryngospasm.				The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/2/25		Treatment stopped and flush not commenced
Hot drink provided
Heat pack held to neck
Obs taken and charted
100mcg hydrocortisone given
10mg chlorphenamine given
Continued monitoring post event for roughly 1 hour.				Network Services

		I16783		10/1/25		18:45		10/2/25		Patient stepped down from ccu approx 1845. On arrival previous patient still in bed space. CCU nurse had been told bed space was ready however this had not been communicated from ward 10 nurse in charge to ccu nurse in charge. CCU aware a bed would be ready in the evening however no phone call received to ask if patient could be brought up to ward 10 prior to transfer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		Apologised to patient. Patient made comfortable in day room whilst awaiting previous patient to be discharged. Patient moved in to bed space as soon as available.				Clinical Support and Specialist Surgery (CSSS)

		I16794		10/1/25		20:00		10/2/25		The patient was scheduled to receive platelet transfusion, whilst the research team and ACP duly aware, The flow manager was also notified, potentially in relation to patient admission; however, this information was not effectively communicated to the CRF NIC (team).
Subsequently, the patient arrived unexpectedly at the CRF longstay  at 19:40 for the platelet transfusion. At that time, the research team had departed the facility and had not given any handover of the plan.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Garcialopez,  Tamara		Incident referred to DPSIG		No Harm		No harm				Duty manager made aware of the situation. 
OOH Dr made aware of the patient- due to possible reaction 
Platelets administered with close observation.

Matron and WM made aware of the situation.				Research and Innovation

		I17670		10/1/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC :Started night shift and asked to clerk CCU step-down.
From Alertive messages - patient arrived on ward at 15:30.
Had to call day RD about another issue, so asked if they had received a verbal handover from doctors on CCU. They confirmed they had not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						Reviewed patient notes and EPMA.
Several medication discrepancies - that I used best judgement to amend. Have asked day team to clarify with primary consultant if there were reason for some. No acute concerns.				Clinical Support and Specialist Surgery (CSSS)

		I17158		10/2/25		21:12		10/13/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To raise at the weekly incident meeting and discuss		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To retirierte to staff on the right process of NEWS and vital score documentation		Network Services

		I17298		10/2/25		00:12		10/17/25		Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Incident being managed locally		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16766		10/2/25		01:30		10/2/25		Patient transferred from AAU to Ward 10 at 01:30 and placed with the female bay - patient's husband found with patient sat on chair by bedside - patient and her husband were adamant he was staying with her, explaining that the husband's car was stuck in the car park and the patient needed him for emotional support. This was not discussed at all prior to transfer between any AAU staff with any Ward 10 staff and wasn't handed over of this situation. Patient had been with AAU since the afternoon.		Apologies made to Ward 10 

Permanent staff on AAU well versed in visiting policy and issues raised in this incident are not a common occurrence upon transfer. Learning from this incident to AAU not indicated. 

Nurse in charge at time tried to mitigate issue and fully aware inappropriate nature of male relative staying in female bay overnight. Apologies made to Ward 10 at time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		I asked the Ward 10 staff nurse who took the handover if this has been discussed with her, which she replied this hadn't been.

I sent an Alertive group conversation between myself, the AAU Nurse in Charge and the Duty Manager and questioned about this - I asked if any arrangements for accommodation had been done for the husband. The Duty Manager seemed to be unaware of this situation and too hadn't been notified prior to transfer, AAU Nurse in Charge answered that she had asked the named nurse on AAU for the patient to ask the husband to leave - however this hasn't appeared to be escalated or been followed up on. This Alertive conversation found on the Ward 10 Nurse in Charge sign in.

There was no options for me to move anyone out of the side room - all clinically indicated

Curtains pulled around the bed area. 

Duty Manager for the night shift who now was now aware of a male visitor staying in a female bay overnight - hasn't come down to the ward and hasn't spoke with the patient or her husband. I am not aware of any reasons for this.

Informed Ward Manager for Ward 10 of the situation for the Day shift

To further point out this incident has had the knock on effect of delaying my care to my patients whilst I tried to manage this and find out whats happened, and also delayed of myself going home due to needing to record this Datix incident form within the 48 hour window.		Agency nursing staff central to incident, unlikely aware of visitors policy. Individual did not respond to prompts from nurse in charge to ensure relative went home overnight.		Clinical Support and Specialist Surgery (CSSS)

		I16771		10/2/25		09:30		10/2/25		In insertion of Venezia brachytherapy applicator, joint found to be loose due to glue failure,  swapped for replacement applicator and proceeded safely.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Incident affecting Patient		Near Miss		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Hallett,  Lisa		Finally approved		No Harm		No harm		10/17/25		Removed from clinical use, replacement requested.  Reported to MDSO for report to MHRA.
Ongoing issue with Venezia applicators.  Awaiting batch replacement.				Network Services

		I16811		10/2/25		15:15		10/2/25		Call received a call from the patients all from pt saying her had her 5FU bottle was in her bag whilst she was out when she got in put her bag down forgetting the pump was in there resulting in the pump being pulled. The PORT needle was slightly dislodged so Stephanie pushed the needle back in. When she woke up her pj top was wet. She took the dressing off the and the needle came out as well. Slight bleeding but this stopped quickly. Pump was clamped once the needle came out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/20/25		Pt washed the area and the clothes. Rang us. 
I advised they came in today which they did. PORT discarded off as per policy. there was still some treatment in the bottle as it had not completed.
New PORT needle inserted to flush the PORT needle then removed. Team emailed				Network Services

		I16827		10/2/25		15:00		10/3/25		Received an email from another department on 02.10.25 enquiring if the pt could be discharged from a consultant on Careflow (first seen in March 2025).
On checking the pt's notes, I came across an internal referral letter to a different consultant from July 2025.  It didn't appear that the pt had been allocated an appointment following this referral.
On checking other digital systems, it doesn't appear the relevant team/consultant received the referral letter to action/allocate an appt.

*Awaiting email reply 10/10*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Learning response required		Moderate Harm		No harm				Emailed relevant secretary who was unaware of the referral.
Emailed the referral letter to the relevant consultant to action.
The consultant is going to liaise with the referring team.

RP 24/10 - Asked digital who uploaded referral in July to identify who uploaded this and why it wasn't added on. Digital confirmed the referral was added by an new referrals member of staff to CWP on 02/10. This was the same date that the secretary raised with new referrals, which would suggest this referral was never sent via the internal referral portal or the via the inbox for the team to action.
Once we received this we actioned accordingly. 
I emailed the secretary this in the attached and informed the governance team, further investigations from the disease group need to be done to understand or identify why this wasn't sent via the portal sooner. - will redirect to DSM of disease group				Network Services

		I16828		10/2/25		12:00		10/3/25		Patient came from another ward as an inpatient, received the due morning medications late after 11.30H that also after the patient came to nursing desk and complaint about the same(medications including controlled drug). Also got delayed for discharge medications and hence discharged so late in the evening. Patient mentioned  that no one offered food as well.		Gain an appreciation of patient expectations and introduce them to their new environment, inform them of what to exact on the unit, who is looking after them and ask if they have any concerns you can help reduce and support.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		Low harm		10/31/25		informed the concerned nurse and given all medications asap, and apologized.		It was unfortunate this patient was relocated to CRF at short notice in the evening due to Trust Bed pressures. He had to share a room with another patient but felt he didn't receive a good standard of care.
Good communication and documentation is required in these situations and for the most part it was though the patient remained disgruntled.		Research and Innovation

		I16813		10/2/25		18:30		10/2/25		TTOs of Cabozantinib were on old IV Nivolumab script with wrong location, order set was therefore not sent up to ORTC. By the time this was highlighted, main pharmacy was closed.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Other		Patel,  Rizwan		Finally approved		No Harm		No harm		10/14/25		Told pt the error in location. Pt stated she would rather not come in to collect medications. I have arranged with the on-call pharmacist for the tablets to be sent via post. Pt was anxious about timely delivery to her home address as she is due to start the Cabozantinib on Monday. I have advised the pt to call on saturday afternoon if she has not received them by then.				Network Services

		I16814		10/2/25		21:00		10/2/25		Admitted onto AAU and then ward 12 with C3 to sacrum, present on admission.		Good practice demonstrated in this incident to be fed back to ward staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Referred to safeguarding as underweight and concern of neglect, referred and seen by TVN - plan inplace, medically illustrated. Repositioned on ward 2 hourly. Pump to be applied on bed. SKINN and puropse T updated - TVN plan followed, cushions applied around area.		Timely and appropriate pressure area assessment and care provided by staff involved. 
Pressure ulcer to sacrum identified on admission, PURPOSE T completed within 6 hours as per policy.
Adequate pressure area care commenced and appropriate referrals sent. 
TVN review in first 24 hours of admission. Acknowledged by patient PU had been present on admission/ for several years.
Safeguarding referral sent with query of neglect in the community and as to whether pressure ulcer developing prior to admission was preventable - concluded unpreventable.		Clinical Support and Specialist Surgery (CSSS)

		I16815		10/2/25		20:30		10/3/25		Patient found on floor of room by staff walking past				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		Emergency call bell activated, staff assisted patient to stand and assisted to the toilet before returning to bed
No apparent injuries or pain
1:1 put in place overnight		no documentation from nursing staff 
no update of moving and handling assessment / falls risk assessment		Clinical Support and Specialist Surgery (CSSS)

		I16806		10/2/25		13:39		10/2/25		15.2mls paclitaxel went through pt complained of chest pain and SOB.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Omahony,  Mary		Finally approved		No Harm		Low harm		10/3/25		Treatment stopped, obs done and recorded, actioned as needed with 15l2 02 with good effect. 200mcg hydro given with good effect. Pt started to feel better. Need to go to toilet to commode attained. ACP came to assist and review.
weaned off 02.
ECG done 
Cannula came out whilst on the commode as poor access unable to re cannulate. Paclitaxel discarded as per protocol. and carbo not given. 
Line referral done 
Team and chemo apps emailed. 
ACP has prescribed destination meds for next SACT. 
Explained to the pt who understood				Network Services

		I16807		10/2/25		16:00		10/2/25		Patient reacted to second dose of paclitaxel				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		No Harm		Low harm		10/3/25		Treatment held. hypersensitivity protocol followed. Reviewed by ANP. Treatment restarted. Team emailed				Network Services

		I16808		10/2/25		14:55		10/2/25		Patient reported pulsing feeling down legs during treatment, infusion stopped, observations recorded. Discussed with ACP JB, ?reaction, patient felt it had improved slightly without intervention, then felt pulsing return, treated as HSR				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Dillon,  Jacqueline		Finally approved		Low Harm		Low harm		10/3/25		100mgs hydrocortisone and 10mg chlorphenamine given under PGD				Network Services

		I16809		10/2/25		17:00		10/2/25		extravasation to left forearm, 4cm extravasation lump, extravasation policy followed, reviewed by ACP, given hydrocortisone cream, nurse in charge to do a follow up call tomorrow.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/6/25		extravasation policy followed, drawn back 0.5mls, heat pack applied on area, hydrocortisone cream supplied.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		Network Services

		I16800		10/2/25		13:50		10/2/25		Pt was walking and tipped over the scales that were next to the nurses desk on Pink team. Pt fell to the ground, not witnessed		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/2/25		OBs done and recorded pt stated they did not hit their head. Dr on unit review. Pt said they were a bit shaken up due to the fall but okay. slight sore arm but okay. Helped up on to a wheelchair and transferred but to treatment chair		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		Network Services

		I17005		10/2/25		08:00		10/8/25		Ordercoms number 9369515.  Virology sample in with biochem and haematology samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lane,  Laura		Finally approved		No Harm		No harm		10/8/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17021		10/2/25		19:00		10/8/25		XRT consent form scanned on wrong patient's notes.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		Scanned under correct notes, DATIX submitted. Tech Bar redaction request to be done after DATIX.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		Network Services

		I17007		10/2/25		12:00		10/8/25		Ordercoms number 9369353.  Virology sample in with biochem/hame samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/8/25		Error logged,  Booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17008		10/2/25		15:00		10/8/25		Ordercoms number 9369096.  Urine sample for RUUE and Urine ACR returned by Salford on the 2.10.25.  Most likely cause that biochem sample was received in microbiology bag.  This sample was from 1.20.25.  Therefore processed with 24 hr delay.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)		To follow up with training and actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged and processed here with a 24hr delay due to sample going to Salford as it was in the wrong bag,		To ensure the right bag is used for the right samples		Network Services

		I16909		10/2/25		10:00		10/5/25		A report has been scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Jones,  Tracey		Finally approved		No Harm		No harm		10/6/25		redaction requested with IT				Clinical Support and Specialist Surgery (CSSS)

		I16894		10/2/25		14:00		10/3/25		Had a fall while trying to put some papers in the bin without his walking stick.
Witnessed by Dr. 
Reviewed by medical team.		Correct actions taken. 
Observations completed.
Medics informed. 
Moving and Handling risk assessment completed in timely manner. 
Physiotherapy referral sent.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
Medical review. 
CWP - Fall incident and manual handling completed				Clinical Support and Specialist Surgery (CSSS)

		I16880		10/2/25		09:45		10/3/25		Patient booked in for a radiotherapy scan of their brain in PBT.  Patient attended with appointment letter, however patient had no appointment visible on CRIS and there was another patient booked into this slot.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		Upon investigation, it appears that the patient's appointment was taken out of the diary and put back onto the waiting list by a member of staff in the radiotherapy department at Christie Salford.  This then led to a false appointment slot being available and another patient was booked into it.  Proton Beam Radiotherapy contacted Radiology MR Lead to query why patient had attended with no appointment.  Radiology MR Lead found that the scan was placed back on waiting list by a radiographer in Salford and contacted them to ensure scan was still to take place and inform them of the error.  Proton Beam agreed to scan patient.				Network Services

		I16926		10/2/25		11:30		10/6/25		No date taken present on sample for transfusion. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Sample rejected and discarded. New sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16943		10/2/25		12:00		10/6/25		tsrt9
A systematic review was completed following a # without a CBCT as there had been a change to the pt's CBCT scheduling and the systematic review scheduling was not updated following this change. Systematic reviews are typically completed following #8 however this pt had received additional CBCT's on #4&#5 due to positioning issues, the next CBCT was then pushed to #10 therefore a systematic should have been scheduled following #10 rather than #8.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		incident was picked up @ #10 following the CBCT. A B7 was made aware and an additional systematic task was added following #10 and the remainder were rescheduled following the new cbct schedule.				Network Services

		I16952		10/2/25		18:25		10/6/25		Suspected transfusion reaction - patient began to experience rigors approximately 2 hours following the commencement of a unit of RBC's.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/6/25		Transfusion stopped.
Medical review sought.
Chlorphenamine and IV fluids administered.
Relevant blood specimens and RBC bag sent to laboratory as per policy.				External Other Trust

		I17031		10/2/25		20:30		10/8/25		Patient attends with Temp, urinary catheter in situ ON arrival. Patient required a CSU as part of septic screen. Pt had an allocated nurse who was working with a (SPN) supernumerary nurse (under direct supervision). The allocated RN asked the SPN to wait for her to come back. The supernumerary nurse had never done catheter care/nor signed off on catheters.  SPN, unsupervised/untrained attempted CSU despite instruction. Withdrew water from balloon rather than CSU and left the pt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						The incident only came to light as the SPN showed the "CSU" to an ACP who realised it was water. I apologised on behalf of SPN and explained to patient what had happened. 10ml of water was measured from "CSU sample", catheter further reinserted and balloon re-inflated. Catheter draining again.
Discussion had with supernumerary nurse to get account and reiterated to work under direct supervision of designated nurses and to work within scope of practice.				Clinical Support and Specialist Surgery (CSSS)

		I17174		10/3/25		13:55		10/14/25		Pre transfusion vital signs completed one hour and 21 minutes prior to its commencement.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I17176		10/3/25		17:39		10/14/25		Patient received albumin and the second independent check was completed by the same nurse, and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Added the above to safety huddle to make staff aware of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To reiterate the importance of following protocol		Clinical Support and Specialist Surgery (CSSS)

		I17488		10/3/25		11:00		10/23/25		Two patients missed their translational blood test appointments due to a communication error. The lead nurse handed over for the patients to have blood tests on the 3/10 and to remind the patients of this appointment at their appointment on 30/09. This was not communicated to the patients. No translational/trial bloods were taken.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager made aware. 
Patients aware they missed the appointment, apologies given. 
Sponsor made aware, awaiting response.				Research and Innovation

		I17100		10/3/25		09:00		10/10/25		On-going issue that we need to raise as an incident can't add TCI to patients records which is becoming more frequent.
Not being able to add a TCI means that the patient cannot be admitted on the day and also means the patient cannot be tracked and the associated medications etc hat maybe required documented on the patient. This could cause delays and inaccurate recording on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling / Theatre Scheduling		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/13/25		Raised Ticket with techbar and received the response below. 

Request - INC-114771

I have just spoken to my colleague about this who has suggested that there is likely to be an issue with the RTT as it isn't being picked up. If an RTT pathway hasn't been picked up, the only people who can amend / add this in are the Pathway Trackers. I'm afraid that I can only advise you to speak to them, as they are the only ones who will be able to update the RTT and correct any issues in the setup in order for you to be able to proceed. 


I have worked in performance and I understand RTT and how the system works and what needs t be done we have removed and re -submitted on a number of records and it it is still not working.				Clinical Support and Specialist Surgery (CSSS)

		I17093		10/3/25		14:00		10/10/25		Incorrect laterality noted on pathology conclusion report on CWP during checks for radiotherapy planning. Reported incorrectly as left breast rather than right breast. This had then been used to populate patient letters and MDT documents.

13/10/25: Reporting sits with the consultant Histopathologists, who are managed by the trust				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Carden,  Jeni		Finally approved		No Harm		No harm		10/14/25		Checked all reports uploaded to CWP. Reported to clinical oncologist who contacted the surgical team and secretary to provide operation notes which stated surgery completed to the right breast. Requested pathology update their report conclusion with correct laterality. Operation notes uploaded to CWP alongside clinical annotation from the clinical oncologist stating laterality has been confirmed and to proceed to radiotherapy planning to the right breast.				Christie Pathology Partnership

		I16881		10/3/25		08:50		10/3/25		Call taken from reception, patient called the hotline this morning due to having loose stools X3 this. Patient advised to come for his treatment today to be assessed on the unit by consultant or ACP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Roberts,  Rebecca		Finally approved		No Harm		No harm		10/17/25		I called the patient who had x4 loose stools with new abdominal pain with loperamide being ineffective. apyrexial, he did not attend for  treatment as transport was 40 minute drive and he did not think he would make the journey. reiterated calling the christie hotline if symptoms worsen.				Clinical Support and Specialist Surgery (CSSS)

		I16883		10/3/25		11:45		10/3/25		TSRT9/ Level 4/ 11O/ CF2a/ 10N/ SB11n 11t
Patient attended bolus verif scan at Macclesfield as requested via telephone call by planning. 

No physics or planning staff sent to mark bolus outline on mask and didn't submit Bolus Request Form in time, causing delays. 

Scan delayed due to confusion regarding whether the scan was required. This was due to a finalised planning record and planning QCLS completed and treatment plan already being exported to prep room, found immediately prior to scan . Pt in mask during this time and very anxious and on timed pain relief.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11O Management of process flow within planning (including plan export)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Planning were contacted via telephone and asked to confirm if a bolus verif was required. Whilst waiting for a response from planning the patient was becoming increasingly agitated on the CT couch and a superintendent radiographer was informed. Planning made aware of the distressed patient on the bed however it took a significant amount of time for a decision to be reached. Radiographers were in the room comforting the patient and trying to encourage patient to stay in the mask. 
Once planning confirmed the scan was required the scan was performed.  When the mask was taken off the patient, they asked to speak to Superintendent Radiographer to find out why there was such a delay and expressed his distress at being kept waiting. Superintendent radiographer explained to patient the reasons why. PALS complaint form offered and patient apologised to by numerous radiographers.  Centre Manager discussed incident over telephone with planning. 

Feedback from Radiographers regarding incident: 
During a debrief after the incident radiographers felt communication throughout the whole bolus verif process was poor. No annotation from planning regarding bolus verif being required on CWP or Nav. The Bolus request form was only put in 1 day prior to the patients appt. This put the radiographers under a time pressure to organise the thermoplastic bolus shape (as it was required to be cut out at main site). A physics member of staff was also asked by planning to draw on the requested Bolus shape on the mask and was unfamiliar with this process. 

Radiographers feel a new work instruction for both radiographers and planning regarding the the bolus verif process would be helpful. Reducing communication errors on the process. 
Planning QCLs were all completed despite the bolus verif not being confirmed. As a result the radiographers started prepping a plan that was not confirmed yet for treatment. This could have resulted in a patient being treated incorrectly.				Network Services

		I16885		10/3/25		15:45		10/3/25		TSRT9 / LEVEL 3 / 13I / CF 1C / MoD 13BB / SB 13I
Image acquired after set up. 
Radiographer accidently clicked dismissed during image review.
Due to time taken to re-establish link between xvi and mosaiq patient moved requiring resetup & reimage.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Superintendent informed.
Additional image authorised. 
Additional dose 5.9mgy. Not reportable.
Proceeded with treatment.				Network Services

		I16886		10/3/25		15:00		10/3/25		on time out staff noticed pt had redness under bilateral breasts as well as moisture lesion / redness under stomach / apron. Pt has high  BMI.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/3/25		barrier spray applied pre-op as well as area cleaned and barrier spray applied post op - handed over to recovery to monitor and contact medical illustrations to document. TV link staff and coordinator informed as well				Clinical Support and Specialist Surgery (CSSS)

		I16887		10/3/25		15:00		10/3/25		Crash trolley in OP corridor required for emergency situation. patient collapsed in phlebotomy room.
There were NO oxygen masks or tubing anywhere in the crash trolley(normal location drawer A).
Staff had to run to another area to find an oxygen mask and tubing, delaying administration of oxygen to an unwell patient with low saturations
Post incident i discovered the crash trolley had not been checked for 3 days,		Our HCAs had been checking the resus trolley in OPD. After discussions with the resus team at main site and reading the policy it should be a registered practitioner that checks the trolley.
This has since been cascaded to all staff and the nurses from SACT will now absorb the checking of the OPD trolley with their own checks. 
The importance of communicating when anything is removed/used from the trolley has been reiterated to ALL staff.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		Near Miss		Equipment incident		Medical		Lack/ unavailability of equipment/device		Aremia,  Laura		Finally approved		No Harm		No harm		10/10/25		oxygen mask sourced from another clinical area
Highlighted to staff on duty that trolley hadnt been checked
Requested trolley be restocked and checked asap				Network Services

		I16888		10/3/25		00:00		10/3/25		TSRT9.

Incorrect preset used for #1 of Lung SABR treatment.
Pelvis M20 used instead of Lung.
Dose 10mGy instead of 6.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		Preset amended.
Pt treated correctly.				Network Services

		I16889		10/3/25		16:00		10/3/25		witnessed fall. patient stood from toilet and fell backwards. No LOC, did not hit head
observations and BM taken. 
had flip flops on, changed to non slip socks. no injuries				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		reviewed by ward doctor. physical exam, safe to mobilise back to bed with assistance of 2 
moving and handling assessment complete with lying and standing				Clinical Support and Specialist Surgery (CSSS)

		I16890		10/3/25		05:25		10/3/25		cannula was on wrist , checked cannula when the machine beeps, no flush back , bit swelling , relative said he was moving his hand frequently and kept bending ,		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/6/25		treated as extravasation, informed patient about it , try to aspirate chemo with 10 ml syringe , nothing to come back . cannula removed and marked the affected area , patient took a photo to compare as we do not have medical illustration after 5 pm . heat pack applied , no inflammation at the time of assessment , reviewed by ANP Gina and advised to provide hydrocortisone cream if any inflammation occurs , advised to apply heat pack for 20 mts , 4 times a day ,for 2 days , and advised to move hand , safety netted with hot line , made a note on diary to ring tomorrow .		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		Network Services

		I16891		10/3/25		10:00		10/3/25		HCA was helping patient to the commode/bathroom to help with wash. Patient slipped and body was guided onto the bed. 
Patient reviewed by medical team afterwards.		Correct actions taken during this incident. 
Datix completed.
Observations taken. 
Medics informed.
Moving and Handling risk assessment updated. 
Falls care plan completed. 
Patient known to physiotherapy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Slippery floor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
CWP - Fall incident form and Manual handling form completed. 
15 minute observations 
Slip socks.				Clinical Support and Specialist Surgery (CSSS)

		I16892		10/3/25		17:30		10/3/25		Patient supine on the table for a Robotic Assisted Laparoscopic Prostatectomy. Post op pressure area inspection upon rolling the patient side to side to remove sheets underneath, scrub staff inspected the back and the sacrum and identified the moisture lesion near the anus.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/6/25		Barrier spray applied in theatre. Handed over to recovery staff looking after patient to monitor. Datix form filled out.				Clinical Support and Specialist Surgery (CSSS)

		I16893		10/3/25		12:00		10/3/25		Patients relative assisting patient to the toilet, Patient expressed that her legs felt week and relative helped patient down to the floor. 
Patient reviewed by Medical team.		Medics informed. 
NIC informed.
Datix completed.
Patient known to physiotherapist services.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed.
Medical review
CWP - fall incident and manual handling completed.				Clinical Support and Specialist Surgery (CSSS)

		I16905		10/3/25		12:30		10/5/25		tsrt9
Initial CBCT taken and moves applied. Multiple generator faults when attempting to take 2D verification image, engineers onset.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		Pt off bed to allow engineers to resolve issue, moved to other gantry. Pt re-setup and additional mechanical CBCT taken & treatment delivered.				Network Services

		I16897		10/3/25		22:40		10/4/25		Found a Cat 2 on a pt's right ear where she keep her ryles tube insitu, within the helix area.		- 7 members of staff attending upcoming TVN Away Day
- HCA away day in December, ward manager and TVN's to teach on this with recent incidents as discussion points.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		-Dressing applied. 
-TVN referral done 
-Medical illustration done. 
-SSKIN bundle updated. 
-Purpose T still outstanding.		To check NG/NJ/Ryles site at ear and nose each shift and within 6 hours of admission to the ward to identify ulcers early and provide pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I16898		10/3/25		09:15		10/4/25		Heard staff member shouting for help and when approaching I witnessed staff members assisting/mobilising the patient to the bed (patient is mobile).  When approaching to help I saw that the patient fell down onto his knees next to the bed (did not hit his head). When calling out the patient's name he initially did not respond straight away (?Loss of consciousness) but after a few seconds he responded back to his name. 

Patient stated he felt dizzy when mobilising.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		10/8/25		Ensured patient was assisted safely onto his bottom. Then assisted into bed once he was feeling settled. 
Full set of observations completed. 
Blood glucose completed as patient is T1DM. 
The incident happened before board rounds and nurse in charge was present at the time also- NIC Kath escalated this to the team in board rounds and I later escalated the fall also to the patient's team doctor as the patient was planned for chemotherapy. 
Registrar reviewed in the afternoon. 
Documented and incident report form completed. 
Moving, handing and falls risk assessment completed including lying and standing.				Clinical Support and Specialist Surgery (CSSS)

		I16951		10/3/25		11:30		10/6/25		TSRT9
Patients first treatment, details incorrectly recorded for the abdominal compression belt in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Saunders,  Jane		Finally approved		No Harm		No harm		10/17/25		Discussed with team who input details as to what the correct information should be, site setup rectified				Network Services

		I16959		10/3/25		16:30		10/6/25		Samples from 03/10/25 not sent and left in pod in dept 35. Discovered when arriving into dept on 06/10/25.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Informed department Matron. 
Labs informed but unable to process samples. 
Patients contacted to re-arrange appointments 


Correct procedure followed.  The 6 patients who were effected were contacted.  Appointments were arranged at BCTH or Christie site.  Two patients were attending for treatment and already had a blood appointment booked.
All staff who were in the blood room that Friday were informed that as part of their daily duties staff should be making sure that all blood samples have been sent to the labs before leaving shift.  Unfortunatley we are unable to get to the bottom to why this pod was missed all staff present at the time were under the impression they had checked.  This will be discussed in staff huddle with all staff.				Network Services

		I16981		10/3/25		12:00		10/7/25		MRSA BSI 53yr old female, diagnosis Sarcoma.  
Source - UTI/? Nephrostomy 
Admitted 03/10/2025 (Friday) via AAU and transferred to Palatine same day; outlier due to bed pressures. 
Known MRSA screen positive from Dec 2024, urine positive march 2025.  
Had negative screens and bloods 2nd, 3rd, 4th September (x3) including urine no further micro until 3rd oct. Recent discharge from ward 4 10/09/2025, referred to Bolton DN team for neph care on discharge.

Risk factors - Neph May 2025, PORT i				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		10/23/25		Timeline 
There is a hotline annotation on the 19/09/2025 - haematuria for the last 24hrs, suspect infection 
28/09/2025 - CT abdo, pelvis with IV and oral contrast 
30/09/2025 - SACT treatment, bloods and PORT flush.  notes indicate the patient and their son feeling unwell the previous weekend due to eating at a hotel ? Food poisoning.  care plan completed for insertion and removal of needle. Notes state not fit for treatment 
01/10/2025 -  day admission to AACU for blood transfusion presumed delivered via PORT site, low grade pyrexia prior to transfusion.  doesn't appear to have had any blood work 01/10/2025
03/10/2025 - hotline assessment; hasn't felt well the last 2 nights.  

Initial findings 
Patient had a timlely review by micro 05/10/2025 and 06/10/2025
Patient prsecribed decolonisaiton therapy 
Inpatient nursing admission form states 'no' to MDRO 
Palatine team aware of patient, will swab neph and PORT site as wasnt completed on admission screening 

Plan 
Will contact GP and DNs tomorrow for more information regarding the hotline annotation and GP actions 
Patient flow will prioritise transfer to medical ward 
Contact Bolton hospital to see if recent admission during Sept				Clinical Support and Specialist Surgery (CSSS)

		I16982		10/3/25		10:00		10/7/25		TSRT9/ level 3/ 12i/ CF 2c/ SB 13aa/ MD 13i

Large anatomical mismatch on XVI acquisition due to incorrect SGRT prep/incorrect surface selected at set up.
Repeat XVI approved under protocol.
Additional dose to patient = 1.4mGy
Non-reportable		correction made 
patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 informed
*B6 realised the issue
*SGRT amended as per work instruction:
- Unselect the reference surface/s and isocentre checkbox of the plan that has finished treatment
- In “Set Treatment” view, drag the newly imported plan for treatment to the top of the 
Treatment Course Panel
*Patient set up again using correct surface
*Repeat XVI acquired		the need to follow protocol		Network Services

		I16844		10/3/25		10:25		10/3/25		I forwarded an email from Catherine Mcbain to the sponsor for the ONC201(22_DOG11_48). Her email address is as follows: rebecca.evans@thermofisher.com

It included the following patients details: 
ALAINA, Ambrin (Miss) Born: 03-Jan-1999 (26y) Gender: Female
Christie No: 202518049 NHS No: 637 796 0166				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		McCaul,  Damian		Finally approved		No Harm		No harm		10/22/25		I informed my line manager and recalled the email. I also rang the sponsor and asked her to delete the email, which she did.				Research and Innovation

		I16847		10/3/25		10:10		10/3/25		tsrt9
Machine Breakdown, patient needed to be taken of the bed for a break as they had been on the bed for 1hour 30 minutes and engineers had said it would be a further 10/20 minutes for the interlock to clear. The breakdown resulted in additional imaging being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/6/25		Once breakdown had been recovered patient was brought back in for treatment- additional image was authorised by Band 7 prior to treatment delivery.				Network Services

		I16848		10/3/25		08:00		10/3/25		Incorrect temperate recorded on NEWS2 score observations at 07:59 - 39.8 instead of 34.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Hawkes,  Iain		Finally approved		No Harm		No harm		10/6/25		Correct NEWS2 score inputted at 08:18 after observations completed again - Redaction request raised with tech bar at 14:00				Network Services

		I16858		10/3/25		14:00		10/3/25		A patient was referred for an urgent MR liver scan. The referrer answered no 'implant device'. The patient was sent an appointment for 2/10/25. On receipt of appointment patient contacted MRI Department to inform us that she had a pacemaker in situ.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Incident affecting Patient		Near Miss		MR Safety Incident		Patient Implant		Patient Implant		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/6/25		Pacemaker details obtained from patient. Radiographer emailed Blackpool to request necessary pacemaker information to check if suitable for MR scan at the Christie.				Network Services

		I16856		10/3/25		10:00		10/3/25		Patient attended endocrine dept for blood transfusion. On 2nd checking of the unit of blood, noted that patient is MRSA positive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Jackson,  Claire		Finally approved		No Harm		No harm		10/10/25		Sent unit of blood back to blood bank. Contacted bed manager, reallocated to AACU. Reassessed blood transfusion booking form. Booking form amended to prompt checking of alerts prior to admission.				Clinical Support and Specialist Surgery (CSSS)

		I16865		10/3/25		14:09		10/3/25		I hanged up a Fluorouracil 320mg/m2 - 5 minutes bag before the Folinic  Acid infusion. But I realised the error as I was signing for the drug on the computer and stopped it immediately . No volume of drug has been infused.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Johnson,  Rhona		Finally approved		No Harm		No harm		10/6/25		Stopped the pump immediately
Clamped the Iv line.
Sought advise from my PEF on the unit
 Fluorouracil 320mg/m2 - 5 minutes bag ; to be infused after the folinic Acid infusion.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		Network Services

		I16871		10/3/25		09:20		10/3/25		Patient was called in for a CT Chest Abdo and pelvis scan. he confirmed he was over 20 stones in weight. scan was done on the CT Siemens Definition 3 scanner and during the course of the abdomen and pelvis an anterior cut-off was noted in the abdomen bits as he had a really protruded abdomen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		patient was brought down from the scanner and kept in the waiting area. Spoke to a consultant radiologist (YJ) who recommended a repeat of the abdomen and pelvis due to the cut-off of the anatomy there. a repeat scan (Porto-venous Abdo-pelvis) was done on another scanner CT Canon Prime 1 due to this which means another radiation dose and contrast had to be given to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I16872		10/3/25		10:30		10/3/25		As part of 2025 CVAD audit, came across a CVAD that still had the stitch in place over the 21days. line inserted 22/8/25 and assessed line today 3/10/25. stitch in place 42 days		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.
Dates for suture removal to be inputted on handover AH		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Pointed out to the nurse in charge of the patient, nurse was to change dressing and remove the stitch		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.		Network Services

		I16816		10/3/25		03:45		10/3/25		Patient sustained an unwitnessed fall in the bathroom at approximately 03:45. He reported that he “slightly” hit his head during the incident. On immediate review, no visible injury, swelling, or bruising was noted. Patient denied drowsiness and dizziness. He did report feeling generally unsteady on his feet.		All appropriate actions taken post fall, observations remained stable, CT scan - NAD, NOK informed the following morning, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		After assessment confirmed no injury sustained and able to move, the patient was assisted to transfer safely to a chair and was wheeled back to bed with assistance of 2. 
During physical assessment, it was noted that the patient’s right leg had some weakness. Patient reported that this had previously been assessed by Physiotherapy and he had been provided with exercises to support mobility. Patient was wearing appropriate footwear at the time of the fall. Obs checked, tachycardic- 98, Capillary Blood Glucose: 5.6 mmol/L
Neurological observations commenced: GCS 15/15 and done every half hour, prn analgesia given, doctor on call informed.
Reinforcement of safety advice and call bell use provided, and the patient verbalised understanding.
Had been mentioned to patient earlier in the shift to kindly press call bell if need to mobilise or require any assistance as has been assessed by Physiotherapy team to need assistance of one, he acknowledged this but had mobilised independently on this occasion, same reinstated and advice given. Moving and Handling Care Plan updated,  Falls Incident care plan done. Patient agreed for next of kin to be informed in the morning.
call bell placed within reach		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17177		10/4/25		15:09		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17178		10/4/25		06:48		10/14/25		Patient received a x bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/14/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Batch number G04J176961				External Other Trust

		I17210		10/4/25		00:40		10/15/25		Patient received a  bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04J146961				External Other Trust

		I16990		10/4/25		14:37		10/7/25		2 units of Platelets ordered for patient and not used.		2 units of platelets were transfused on the 4/10/25 
note patient requires HLA or HPA matched platelets. Limited information to investigate 
Cant decipher whether this was a prescribing error ?too many units ordered or incorrect units ordered		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/9/25		Platelets were wasted on the system and disposed of.				Clinical Support and Specialist Surgery (CSSS)

		I16900		10/4/25		08:45		10/4/25		unwitnessed fall
patient tried to walk self to the bathroom with frame. Found flat on back with legs and arms straight 
reports falling onto the floor on her bottom, did not hit her head
no new pain or dizziness reported. Lost her balance		All appropriate actions taken following fall, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		Low harm		10/7/25		observations completed
resident doctor informed
checked for any obvious signs of bruising/bleeding/broken bones
skin tear found to right elbow, was not bleeding
patient waited 30min on the floor with a pillow under her head
did not want to wait any longer, sat self up and attempted to get off the floor with AO3		Nurse did not update the moving & Handling care plan will make her aware when giving DATIX feedback		Clinical Support and Specialist Surgery (CSSS)

		I16902		10/4/25		15:30		10/4/25		Patient complained of rash to inner right elbow. 
I could also see slight rash to side of right jaw and neck.		Ask nurses in future to document before patient is discharged that the patient was successful in having the rest of their treatment at a slow rate without issue. Just so staff are doctors are clear.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/6/25		Treatment stopped. 
Observations taken. 
Chlorphenamine 10mg and Hydrocortisone 100mg given under PGD. 
Waited for rash to resolve. 
Treatment restarted at reduced rate as per hypersensitivity protocol. 
Team emailed.		All immediate processes followed and rash resolved and patient felt well. Team emailed to highlight reaction and ensure script is labelled as given at SLOW RATE. 

Drug was actually - Trastuzumab Deruxtecan - unable to select on drug menu		Network Services

		I16896		10/4/25		02:50		10/4/25		Patient admitted to the ward. On initial skin check, found to have MASD damage to buttocks. 
Patient aware of discomfort in that area. 

Barrier ointment applied. Mattress pump connected. 

For medical illustrations in hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		see above.				Clinical Support and Specialist Surgery (CSSS)

		I17181		10/5/25		21:16		10/14/25		Patient received a platelet transfusion which was initially received onto a RBC prescription. It was subsequently then received onto the correct RBC prescription, however the 2nd independent check was not completed. Neither were the start time or outcome completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise second independent checker incident with staff at ward meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		First and second independent checker should be completed before start of transfusion. 
Proper communication between ward and transfusion team.		Network Services

		I16910		10/5/25		11:00		10/5/25		Patient moving and handling questionnaire not added by day unit staff (paed GA). Noted after #1 by staff member who had carried out the treatment prep task (by chance upon double check as treatment planning and treatment prep completed in quick succession). 
Also to note this therefore means it was missed at pre-treat, prep, first day chat and #1 stages. Task however was definitely added by pre-treat staff and was just missed/not completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Simms,  Leanne		Finally approved		No Harm		No harm		10/28/25		Escalated to B7, M&H check added to care path for following day (allocated to day unit) and alert added to pt's notes for urgency/for gantry staff to double check the following day.				Network Services

		I16908		10/5/25		10:15		10/5/25		TSRT9

Interlocks on PTC when treating G40_T0 beam, table lost compensation.
Additional imaging acquired 1x 2d pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/7/25		2d imaging				Network Services

		I16903		10/5/25		03:30		10/5/25		Patient walked to toilet alone and fell in the entrance of toilet. she said she could not stan and fell on her bottom. she has back pain .				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Williams,  Louisa		Incident being managed locally		No Harm						brought her back to bed. vitals monitored  and recorded. informed doctor on duty.				Clinical Support and Specialist Surgery (CSSS)

		I16904		10/5/25		05:00		10/5/25		Patient  fell down  when she was trying to go  to toilet early in the Moring as soon as she woke up from sleep. Witnessed  fall, patient fell down in front of staff member who went to attend her bell.
patient is mobile with stick/wheel chair /Ax1 and she has been assisting the whole night with toileting needs. however she comes  out of the bed and  tried to walk  with stick to the toilet by the time  staff attend her bell AND FELL		Encouraged patient to wear suitable footwear and to wait for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		Assessed thoroughly for any bruises , bleed or any injury
post fall protocol followed
observations checked and recorded
assisted the patient to come back to bed after excluding spinal code injury 
informed duty doctor for urgent review, seen by duty doctor and assessed,
moving and handling done 
advised the patient to call and wait before mobilizing
Fall care plan initiated
will inform relative with patients consent		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16918		10/5/25		13:36		10/6/25		First name spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		New sample requested at 14:30 via phone				Clinical Support and Specialist Surgery (CSSS)

		I16919		10/5/25		09:44		10/6/25		Sample bottle expired.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested.				External Other Trust

		I16912		10/5/25		08:00		10/5/25		Noted patient has a blister on the outer left heel on A-E assessment				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		Low harm		10/10/25		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage.		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage		Clinical Support and Specialist Surgery (CSSS)

		I16913		10/5/25		16:00		10/5/25		Patient is on ward 10 needed immunoglobulin  giving today as per iqemo and consultant advise, I was asked to help as noone trained on iqemo on ward 10,
after commencing the drug I realized it was different brand to ,what was specified on prescription.
Panzyga given. Privigen brand prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Thorne,  Hazel		Finally approved		No Harm		No harm		10/6/25		Pharmacy on call contacted, duty manager contacted. Patient observation taken.
out of hours pharmacist also consulted the haematology pharmacist .
I was advised that this was okay and it is same drug , different brand.
Patient infusion rate given as per Panziga protocol		increase of Ivig within surgical field and out of hours 
Additional training required for Iqemo training and management of immunotherapy patients  
Staff members  to reframe from prescribing by brand name to reduce error or to re-prescribe based on trusts current stock		Clinical Support and Specialist Surgery (CSSS)

		I16914		10/5/25		17:00		10/5/25		Patient had wanted to self D/C earlier in the shift, stating that the Dr stated that she could leave once ECG done and awaiting TTOs.  Confirmed with Drs they insisted on her to remain in.
Left ward approx 16:00. Stated coming back to ward, reminded that they had a cannula in that she should not leave hospital with cannula in situ.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Approx 17.30 staff nurse rang, message left as no answer.
Attempted to call at 19:00, no answer.
Rang husband explained tried to contact his wife. Husband very upset and frustrated.
Then explained that if she didn't want to stay inthat we would not force her, but we needed her to come back to remove cannula, understood that they're frustrated
He then stated she 'worked in radiology and will remove cannula herself'.
Repeated that we would like her to come in allow us to remove cannula and she can self discharge
He said she would do it herself and then hung up the phone.
Escalated to Dr Avanti on call, also escalated to nurse in charge		The patient is provided clear expectations time of admission during medical reviews. 
Nurses involved tried to resolve the situation within their means at time of event. 
The patient had capacity and was given explanation of rationale for admission and why leaving was against medical advice. 
It was the patients decision to leave despite this information. 
NOK was informed, and the patient was with him at the time of contact so the patient wasn't 'missing' as such. No further escalation indicated. 
Ward staff escalated appropriately to Nurse in Charge, Duty Manager and Medics.		Clinical Support and Specialist Surgery (CSSS)

		I16916		10/5/25		22:30		10/5/25		I gave a dose of aciclovir 250mg as a push instead of an infusion. I made it up to 20mls saline as patient was fluid restricted (this is an acceptable dilution according to medusa) however I administered it as a push instead of an infusion over an hour. The mediation should have been given over an hour

Medusa "IV infusion (undiluted):
In fluid restricted patients only, aciclovir may be given undiluted (25mg in 1mL)(11) via central venous access device."				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Dr informed once I realised, Dr had no concerns, NIC also informed.				Clinical Support and Specialist Surgery (CSSS)

		I16974		10/5/25		00:00		10/7/25		TSRT9
2D acquisition tone and only 1 image appeared. Repeat attempt- no image appeared-escalated to superintendent at 1st attempt- decision made to used a CBCT to verify position. Additional CBCT dose & Additional 2D KV pair given.- this datix is in addition to I16906- filled out for 'Additional Mechanical CBCT'- this Datix is in relation to the 2D acquisition resulting in an additional 2d Kv Pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		contacted MCR logs requested.
Expected for 1# 0.090421906 x2= sup ISO 0.180843812
0.216013128549171 x2=Inf Iso 0.432026257098342

Total expected= 0.612870069098342/ #
Total Delivered= 0.341443811427291

X2 lat Head doses= 1 image appeared 1 did not- dose given each time

Additional CBCT used to verif- therefore additional 3D and x2 additional Lat Head doses (unusable & did not appear)				Network Services

		I16987		10/5/25		00:00		10/7/25		1 unit of Cryoprecipitate ordered but not used.		Increased awareness of handling blood products to be highlighted to team in monthly newsletter		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Informed AAU and wasted product.		Unclear from findings how additional unit was ordered and not used. Nonetheless importance of not wasting blood product (and financial implications of doing so) to be highlighted to team		Clinical Support and Specialist Surgery (CSSS)

		I17183		10/6/25		12:53		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17141		10/6/25		09:13		10/13/25		Group and screen sample mislabelled.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		10/15/25		New sample requested via phone at 09:53				Network Services

		I17226		10/6/25		15:18		10/15/25		Unit of platelets collected from the blood issue room, and CWP not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion practitioner requested laboratory compatibility form from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I16961		10/6/25		11:20		10/6/25		Patient started to vomit 16 minutes after Irinotecan infusion was commenced.		Reaction managed appropriately and documented, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Infusion was stopped. 
Observations taken and within normal parameters. 
0.25mg Atropine administered as prescribed. 
Patient monitored for 30minutes and remained stable. Vomiting/wretching stopped quickly. 
Infusion was re-started at the slower rate over 90minutes as per protocol. 
Further wretching/vomiting re-started at 12:50pm. 
Liaised with Consultant who prescribed a further dose of atropine 0.25mg and IV metoclopromide. 
Symptoms eased and patient was eventually discharged. 
Safety net advice to call hotline if patient is unwell at home or struggling with any toxicities.		Reaction managed appropriately and documented, no further issues reported.		Network Services

		I16963		10/6/25		18:00		10/6/25		Patient complained of feeling lightheaded to staff member whilst walking with frame.
Collapsed towards staff member, lowered safely to the ground.
Unresponsive for around 2 mins.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/8/25		Doctor informed.
Observations recorded.
Blood sugar obtained.
Cannulated with bloods.
Fluids commenced.
Moved safely to bed area.				Network Services

		I16964		10/6/25		19:00		10/6/25		TSRT9/level3/12f/ cf1c/ SB 13aa MD 13z
#1 m10 6.2mgy image taken, unable to see sup tumour, and patient had 5 degree rotations.

m20 filter required to see both prescribed PTVs

re-set  up and image with correct filter, rotns good - ptvs covered

treatment delivered without event

1 additional imaging event		corrective action

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Band 7 called - rotns and difficult to match - 2 lesion not covered, clip box off image.
Additional image note added.
Re- imaged with correct filter - and patient re-set up		field imaging lentgh insufficient

review all PTV		Network Services

		I16965		10/6/25		14:00		10/6/25		New C2 found on patient buttocks - reviewed by TVNs and accessed as MASD		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		TVN referral 
Med ill 
datix 
purpose T		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		Clinical Support and Specialist Surgery (CSSS)

		I16966		10/6/25		19:00		10/6/25		Pt attended XRT with stitches on his head and informed the treating team his partner had hit him with a vase and threatened to kill him.		Radiotherapy department referred to the safeguarding team. 
Safeguarding team liaised with Wythenshawe Safeguarding Team to ensure that appropriate action had been taken. 
Police involvement. 
Referral completed by Wythenshawe to adult social care.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Moderate harm		10/17/25		Long discussion with patient and his sister, police are involved and partner has been arrested and sectioned due to deteriorating mental health. Partner will not be returning to his house and he will change to locks, sister very supportive and has taken time off work to stay with patient. Patient visited Stepping Hill A+E and their safeguarding team are aware, review team informed but were happy to not review patient as already assessed in A+E. 
He assured me he is safe and has supportive family and friends, patients last # therefore signposted to Maggies and hotline number provided. Discussed at length support available and mentioned he will contact his GP to access this. 
Patients consultant and safeguarding team informed via email, anno in CWP.		Appropriate action taken by radiotherapy team by referring to The Christie Safeguarding Team.		Network Services

		I17015		10/6/25		12:00		10/8/25		Ordercoms number 9373555, 9372973, 9372976.  Urine ACR, Osmo and UPCR.  All three stickers received on 1 sample and bag, which was a microbiology bag.  Some samples state the time on them as 1am some say 10am.  These are biochem tests and should have been in the clear bags, however 3 barcodes on one sample is not right.  Unable to process as analyser cannot read 3 barcodes on one sample.  Should have been either 3 sep samples or one label with all the tests on.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Error logged. Booked in and all tests booked in on the request number ending in 555				Clinical Support and Specialist Surgery (CSSS)

		I17017		10/6/25		08:00		10/8/25		Ordercoms number 9373315 & 9373318.  FBC sample received with biochemistry label on and biochemistry sample received with FBC label on.  Both unsuitable for processing.		A task and finish group has been created by the trust to look at ordercom incidents. Improvement and action plans will be discussed by the group		The Christie NHS Foundation Trust / Other / Photopheresis Department						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		11/6/25		Error logged, booked in with a comment in synergy stating why samples were rejected		The right label should be used for the right sample		Other

		I17020		10/6/25		13:00		10/8/25		Pharmacist covering AAU was alerted by Pharmacy tech that patient was taking Fludrocortisone 50mcg but prescribed as 500mcg (10x dosing). Confirmed with consultant on ward no plan to increase fludrocortisone.

Noted that 2 doses administered.		Findings and lessons fed back to A.P lead of medical staff and EPMA team 
Lessons learnt disseminated to all nursing staff on AAU to ensure they are querying prescriptions, particularly in light of the nursing staff giving the correct dose in this case but not ensuring EPMA was changed to ensure correct and safe dose received going forwards		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Immediately queried with treating nurse and confirmed that half of a ward stock 0.1mg given - therefore patient actually received 50mcg the correct dose. 

Explained to the nurse re prescription error and did the calculation with her.

Amended dose on EPMA as soon as possible		-Combination of incorrect (x10 dose) prescribing error on admission together with nursing staff not querying dose/administering substantially higher dose than is typical.

-Incident occurred over the weekend with reduced pharmacy reviews/cover, potentially leading to delay in identifying issue until weekday

-2 x medical ward rounds did not pick up on prescribing error prior to pharmacy identifying error on Monday. 

-Nurse who administered doses was involved in discussions at time of event and told reporter she had given 50mcg not 500mcg despite EPMA record. 

- Medical team informed at time of incident, deemed no harm to patient		Clinical Support and Specialist Surgery (CSSS)

		I17009		10/6/25		08:00		10/8/25		Ordercoms nummber 9373017.  Virology sample in with biochem/haem samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.		To follow up with training of ordercoms and action plans		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged, booked in and sent to MRI with a delay due to being in the wrong bag/pile		The right bag should be used for the right sample		Network Services

		I16917		10/6/25		02:55		10/6/25		patient found near to toilet floor when went  to do 15 min  check  since patient  was  confused  intermittently and assistance of 1 to 2.noticed  stool in the toilet , probably fell when trying to get  back to bed after  using toilet. patient declined banging of head or pain, post fall protocol followed.		All appropriate actions taken post fall, reviewed by medical team, no further actions necessary, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		observation checked .
full body assessment done for any bleeding or signs of fracture
excluded spinal cord compression
assisted to get back to bed 
lying  and standing not done since patient was not able to stand , Ax2 , M$ H updated , referred to PT,OT
requested urgent  doctor review 
 CT scan done  to rule out head injury or fracture since patient confused
1:1 care provided		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16925		10/6/25		08:04		10/6/25		Surname spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/6/25		New sample requested at 09:20 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16953		10/6/25		13:45		10/6/25		Phone-call from Renal CSN regarding her patient who needed an iron infusion - patient had been waiting for a phone call regarding an appointment time and where to attend for the infusion since 0800 this morning - patient had been added to our teams list for an iron infusion but no time on there, we were unaware that the patient hadn't been given an appointment time				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Incident being managed locally		No Harm						Patient aware we close at 1600 as we are an outpatient ward - is attempting to get to us for 1500 to have her iron infusion as planned - CNS aware that if patient is unable to get to us before 1500 that they would need to be re-booked.

For DG2 to review - patient was due to be booked an iron infusion - not part of R&Bs booking process.				Network Services

		I16954		10/6/25		09:00		10/6/25		Patient did not receive TPN night of 5/10/25, TPN script states wrong TPN bag in fridge - Triomel N4 in fridge but pt was only due to have this on 3/10 and then change to Triomel N9 from 4/10.
Script was written up and handed over to pharmacy on 3/10. 
Only Triomel N4 was written up on EPMA for the 3 days.		Pharmacy, dieticians and clinical teams to liaise to ensure completed in a timely manner to ensure no TPN is missed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/13/25		Checked CCU fridge and ward 10 fridge - none on CCU. 1x N4 on ward 10. 1x Triomel N9 in fridge with no name on.
Discussed with staff nurse looking after patient today.
Discussed with pharmacy tech covering ward 10 today. 
Datix input.				Clinical Support and Specialist Surgery (CSSS)

		I16955		10/6/25		14:45		10/6/25		Scanned patient with contrast in CT department. He was ok when I finished the scan. Told him to wait outside for 15 minutes to take out the cannula. When I went to retrieve next patient, the previous patient was having difficulty in speaking. A colleague mentioned that this has happened before, and I reviewed the last scanned form. Symptoms were not immediately recognized as indicative of a stroke, which led to delay in calling crash team.		06/10 - CSSS  Governance. Due to the seriousness of this incident, and that the potential outcome for this patient is a temporary loss of function/ increased length of stay in hospital, because of an intervention the Trust undertook, I have recategorized this incident as 'Moderate harm'. 
This triggers the need for an urgent 72 hour review to be completed. This will then be discussed at DPSIG, 9am Monday morning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Iddles,  Sarah		Finally approved		No Harm		Low harm		10/16/25		Called crash team.				Clinical Support and Specialist Surgery (CSSS)

		I16956		10/6/25		15:15		10/6/25		Patient called the trust to let us know., she had received a letter addressed to herself, but the content was for another patient. The patient read out to me the contents of the letter regarding the patient`s details. The other patients` surname is the only evidence of that it was for him as well as the contents that are on CWP. The letter I have attached below is the one that was sent to this patient .		The correct letter has been sent to the patient. She has returned the original incorrect letter and this has been placed in the confidential waste.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		I have asked the patient if she wouldn`t mind sending the letter back to the christie, which she said she will. I have spoken to another member of staff to make them aware what as happened. The secretary I spoke to is covering for the secretary that is on the letter. They said they will send the letter out to the correct patient.		Be careful and double check when copying into a letter from email or CWP.		Network Services

		I16957		10/6/25		12:46		10/6/25		Patient has been self administering the wrong dose of Sotorasib since she last collected her medicaiton. 
Has been taking Sotorasib 960mg (total dose) since 20/10/2023 
This lady has only ever known to take '8 tablets' was usually dispensed 120mg tablets however at her last collection was dispensed 240mg tablets and therefore supposed to be taking only 4 tablets. 
She has continued to take 8 tablets and therefore inadvertently doubled her dose accidentally.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Self administration		Dose or strength - wrong/unclear		Pabial,  Suneil		Finally approved		Low Harm		Low harm		10/8/25		Appropriate medical team informed. Patient contacted and informed. Advised to omit her medication for 1 week. Will attend the Christie today to have her bloods checked.				Network Services

		I16958		10/6/25		14:00		10/6/25		A patient was prescribed citalopram 30mg OD tablets on EPMA chart. However, patient sources identified the patient is taking Venlafaxine OD. Patient confirmed she takes the Venlafaxine capsules and she had her own meds with her. EPMA administration records showed patient took "citalopram 30mg" on 6th October however patient confirmed she took her own meds (Venlafaxine) that morning. Dr incorrectly prescribed Citalopram for Venlafaxine & also overseen by nurse to recorded administration on EPMA		email sent to all registered staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Drug/medicine - wrong		Marley,  Heather		Finally approved		No Harm		No harm		10/30/25		Informed pharmacist and prescriber to remove and amend. To prescribe Venlafaxine instead.		as per similar datix - nursing staff to be alert to the medication that patient is taking to ensure correct medication is prescribed and given		Clinical Support and Specialist Surgery (CSSS)

		I16945		10/6/25		10:15		10/6/25		Patient booked in for radiotherapy at 10:15 on 6/10/25, unfortunately due to an oversight in cardiac physiology booking process this appointment wasn't scheduled. Cardiac physiology had full schedule (Radiotherapy, Surgery and MRI). Cardiac physiology kindly agreed to attend once other patients appointments had been completed.

Apologised to patient, estimated availability of 11:30 passed on the patient, this was revised to 12:00 (at 11:00).

Cardiac physiology attended at 12:05.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Constantine,  Marvin		Incident being managed locally		No Harm						Discussed with cardiac physiology and patient to provide an estimated time for treatment.

Cardiac physiology to look into booking oversight.				Network Services

		I16946		10/6/25		08:45		10/6/25		DTI to spine and Sacral area. Not present on admission. Pt is on the End of Life pathway.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/29/25		Clinical Web Portal Pressure sore risk assessment updated. TVN ref sent. Pump connected to Mattress. Medical Illustration N/A as pt is on the End of Life pathway. Kerra pro applied to spine and Sacral area. DTI does not appear to be the cause of pts pain. Repositioned form Back to Left side. Band 6 Nurse Natasha also agrees that pt has a DTI.		Contacted TVN Matron 29/10/25 (and discussed with Ward Manager AAU previously during investigation). DTI attributed to end of life changes. 


Learning to be fed back to staff: 
Update PURPOSE T when patients condition changes (in this case risk assessment missed at time that patient transitioned to EOL). Although PURPOSE T is updated when DTI is identified. 

Elements of learning in documentation of actions taken in response to risk identified 
Across 3 day admission, staff consistently identified/annotate patients skin as significantly vulnerable but there is no documentation of additional measures taken to mitigate risk (for example increased frequency pressure relief given, pressure relieving cushions utilised, barrier cream applied, kerrapro pressure reducing pads applied etc etc). As above, DTI a result of end of life changes but pressure area care learning can be taken forward from this incident		Clinical Support and Specialist Surgery (CSSS)

		I16948		10/6/25		12:41		10/6/25		TSRT9
Patient set-up without the knee step outlined on the site set-up. Cone beam scan taken and realised knee step not present. B7 called and patient rescanned with knee step in. Pelvis M20 filter used. Additional dose to patient 10mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		B7 called, patient re-set up using correct immobilisation. Repeat scan acquired.				Network Services

		I16949		10/6/25		12:00		10/6/25		tsrt9 level 5 6d md13a cf1d
Patient attended for treatment as per 5# prostate SABR schedule. Change form put in on Friday afternoon saying treatment now for 20# and deferred until Wednesday. Change form stated patient aware of changes and 'Reg confirmed they will inform pt no longer for SABR and give new start date.' Patient not been called and not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		6D Communication of appointments to patient (including requested changes following initial booking)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Apologised to patient for lack of communication. Provided new start date/time and explained treatment was now planned for 20#. Have advised somebody from urology team will call to explain changes as per stated in change form (no updated documentation as to why # changed in patient's clinical notes so unable to provide information). Emailed consultant/registrar to contact pt. Datix completed.				Network Services

		I16950		10/6/25		00:00		10/6/25		TSRT9/ Level 5/ 7C
Patient CNS consultation note in CWP dated 3/10/25-  incorrect patient details and patient identifiable information present (patient 2) in wrong patient (patient 1) notes.		Incorrect patient detailed entered in CWP note. Member of staff informed who then ensured  Note redacted and entered into correct patient notes		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		7C New patient: generation of notes (including their availability as required across the patient pathway)		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/7/25		Email sent to Key worker who made the note- to remove the note from patient 1's notes and add to patient 2's notes and Datix submitted				Network Services

		I17654		10/6/25		08:44		10/29/25		Referral from the treating paediatric oncologist at Royal Manchester Children Hospital back in July to review patient for consideration of radiotherapy. An email to me on 11/08/2025 and followed up on 13/08/2025 by our admin team asking how I would like to proceed. These 2 emails were overlooked by me as I was on leave and did not look back when I returned until the referrer emailed me directly asking about this case.  This brought patient back on track after about 2 months of delay.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Thomas		Incident being managed locally		No Harm		No harm				Discussed on MDT, planned arranged (by medical oncology team). Further discussion happened today (29/10/25) at GMOSS MDT and agreed that I see patient in clinic to discuss pro and cons of radiotherapy. Patient was not seen by me before, so the duty of Candour not yet done.				Network Services

		I17228		10/7/25		02:40		10/15/25		Unit of RBC's collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17163		10/7/25		11:30		10/13/25		TSRT9
1x Additional 2d image pair acquired on review of logs post treatment. Logs indicate additional A/P and Lat image acquired. Confidence tone heard online but no image appeared on P2VA.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Reported to operational lead, activity capture updated.				Network Services

		I17206		10/7/25		13:55		10/15/25		Patient received a unit of RBC’s and starting information or no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		discussion held with RN who completed this transfusion, communicated with the team also so same error is not made.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the prescription will not close without this being documented.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		to look over all transfusions checklists when staring and to complete at patients bedside. 
RN doing transfusion should prioritise NEWS recording.		Clinical Support and Specialist Surgery (CSSS)

		I16989		10/7/25		13:25		10/7/25		14.9mls paclitaxel went through at slow rate. Patient pressed heir busser. Face was red and back pain.		Medication given for drug reaction	
Oxygen & Hydrocortisone 100mg, administered under PGD
	
Treatment stopped, attained help from nurses and ACP.
OBS done and recorded, 02 given with good effect.
100mcg of hydrocortisone given
back pain resolved 02 stopped and Sats sable. 
Patient felt a lot better, partner was with her so situation explained.
Paclitaxel discarded of as per policy and carboplatin given as per iQemo
Observations recorded prior to patient going home and NEWS2 score  - 0
Email sent to team and chemo apps to follow up and amend treatment plan		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Treatment stopped, attained help from nurses and ACP. 
OBS done and recorded, 02 given with good effect. 
100mg of hydrocortisone given as PGD
back pain resolved 02 stopped and Sats stable. 
Pt felt a lot better, partner was with them so I explained to them what had happened. 
Pac discarded of as per policy and carbo given as per iQemo 
Email sent to team and chemo apps.				Network Services

		I16986		10/7/25		11:58		10/7/25		TSRT9
Inf isocentre. x4 failed attempts at 2DKV acquisition. No confidence tone on first attempt, for remaining 3 attempts confidence tone heard. Generator interlocks present. 
Approximately 17 minutes downtime due to imaging issues. 
After 4th unsuccessful attempt decision made to use CBCT for initial and confirmation image (x2 additional mechanical). Panel A used as this was successfully used for SUP iso cbct. 
No further issues.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Online input from superintendent radiographer and MCR throughout
MCR attended in room after treatment.				Network Services

		I17000		10/7/25		12:00		10/8/25		Paper lab request form received with incorrect hospital number written on for patient.  Was booked in under the incorrect patient but then modified and sample rejected by lab with comment in synergy as it did not comply with laboratory acceptance policy.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Roberts,  Philip		Finally approved		No Harm		No harm		10/29/25		Staff member  came up to ask if sample could still be used with a correct form.  Informed duty biochemist and sample was processed according to laboratory protocol.				Network Services

		I17022		10/7/25		08:00		10/8/25		Ordercoms number 9374489.  Microbiology urine sample received with incomplete patient demographics. - looks like the printer is out of line and chopping of details.		To follow up actions re ordercoms themes and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Phoned ward and asked them to come and re-label sample as it cannot be sent due to incomplete demographics. Sent to Salford at the end of the day with a delay as the staff didnt relabel it during the morning.		To follow up actions re ordercoms themes and trends		Network Services

		I16991		10/7/25		13:00		10/7/25		Patient attended for Cycle 6 immunotherapy injection. he drove and was escorted into Hospice by Police due to dangerous driving. Patient was unsteady on feet and shoes on wrong feet. Patient did not wish to hand over car keys but was warned by Police that if they attempted to drive they will be arrested.
Patient agreed not to drive and gave verbal consent to have next of kin and medical GP and team to be contacted. patient was oblivious to the severity of the situation.		Patient was encouraged not to drive.
Hospice facilitated communication between police and the patient.
Police have notified DVLA.
Patient was safety netted and have subsequently been admitted to another hospital with pneumonia. 
Wife was called to ensure patient returned home safely and ongoing communication between hospice, treating team and wife.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		No Harm		No harm		10/17/25		Physiological measurement checked. Personal details of Next of Kin, GP details and oncology team  provided to police officers. explained situation to Patient and the importance of not driving.
Oncology consultant emailed and note completed on clinical web portal.		No specific learning but appropriate action was taken to safeguard both the patient and the public.		Network Services

		I16970		10/7/25		09:10		10/7/25		wrong ecg added to patient
Female Patient A  2025215866 has Male Patient B's 202520021 ecg on cwp.		All staff reminded of importance of correct documentation and handling of clinical notes and their place in healthcare- including the diligence required to ensure documents are filed/uploaded correctly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		10/22/25		Incorrect Christie Number for patient A - please resubmit with correct number so we can investigate.

ECG removed from patient record and added to correct record via tech bar				Clinical Support and Specialist Surgery (CSSS)

		I16984		10/7/25		11:55		10/7/25		I was asked to upload a document onto CWP by a secretary. Upon scanning and uploading the document, I realised that there were several dates present on the document, and that, in the context of the document, I had inputted the wrong date as the clinically relevant one.		The staff member recognised the mistake straight away and rectified it by requesting tech bar remove that and scanned into the correct date.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		I first took note of the time, and then contacted the secretary to confirm which date was the correct one. Upon the secretary replying, and confirming that the date was incorrect, I began the Datix process. Upon completion, I will also submit a redaction request to Tech Bar.				Network Services

		I16976		10/7/25		10:39		10/7/25		Monitor access to CWP request made to clinical trial using wrong DOG number. Monitor accessed CWP and saw list of patients for wrong clinical trial. Monitor clicked on top patient and saw main CWP home page then informed CTC and logged out of CWP.		None needed as inputter error		The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Taylor,  Claire		Finally approved		No Harm		No harm		10/20/25		Monitor logged out of CWP whilst CTC watched. CTC asked monitor not to log back into CWP. CTC informed manager who contacted CTC who made request for access to CWP. CTC who made original request to CWP checked request and realise incorrect study DOG number entered. CTC informed tech bar who asked the CTC to contact research systems to amend CWP monitor access request to correct DOG number. CTC also rang study monitor to apologise and check what monitor accessed on CWP. Monitor confirmed they saw a list of patients on another trial and clicked on the first patient and saw their main home page on CWP.		None needed as inputter error		Research and Innovation

		I16977		10/7/25		10:10		10/7/25		Patient was due endocrine bloods and then treatment. However, was treated before bloods and then too late (10am) for endocrine bloods (needs to be between 8.30-9.30am).
Patient will need rebooking ASAP for early bloods and appointment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		CSW identified timing too late and did not take bloods - correct action				Network Services

		I16980		10/7/25		11:40		10/7/25		An operation note was received for the patient and uploaded to patient's record but on the incorrect date				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/20/25		Document re-uploaded to the correct date. IT requested to remove original uploaded document from incorrect date.				Network Services

		I16993		10/7/25		09:00		10/7/25		Patient brought into theatre, on prepping the abdomen it was noticed that under a fold patients right side moisture lesion/ crack in skin with some redness and ? fungal infection.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Periwound dermatitis		Madden,  Sarah		Finally approved		No Harm		No harm		10/8/25		Micro biology swab taken and sent to lab, skin prepped  operation continued as per case. post operatively the area was cleaned and skin barrier spray applied , handed over to recovery advised may need medical illustration.				Clinical Support and Specialist Surgery (CSSS)

		I16994		10/7/25		11:30		10/7/25		within rehab session seeing inpatient on palatine ward. patient sat on edge of bed with  AO3 therapists. when moving forward on edge of bed therapist in position behind patient not fully prepared for movement and patient had slow uncontrolled movement forward of trunk - patients head made contact with therapist in front (therapist bent over so contact with therapists back) 
this was a slow light impact which patient reported caused no harm and therapist could not see any sign of injury.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/9/25		checked patient for any signs of injury, checked how patient was feeling. patient felt well and was happy to continue with rehab session.
at end of session handed over this event to Nurse on ward looking after patient and documented event.				Network Services

		I16996		10/7/25		00:00		10/7/25		Following a pt phone call and feedback from a Gynae CNS at a nearby trust it became apparent that when patients were having OPAs in the Gynae CO Nurse Led 6 wk tel FU clinic there was not clear communication back to their 'home' trust asking for ongoing FU to be arranged.  The concern was that this breakdown in communication between 2 organisations could have led to patients being lost to FU				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Cox,  Margaret		Learning response required		Low Harm		No harm				The clinic was audited from Jan-Sept 2025, a total of 122 consultations.  In 74 cases there was no clear communication back to the referring Gynaecologist.  All trusts concerned were contacted and this found that 13 patients have not had a subsequent FU arranged, for 12 this is now being organised and there appears that there has been no apparent harm to pts (see attached document).  The13th had a delayed FU and in that time has presented with cancer recurrence.
The nurse running the clinic was informed of the issue and from 16/9/25 inserted back into every clinic letter a standard phrase 'Action Needed by referring [Gynaecologist[insert name]/Secretary [DICTATE]] please arrange follow up as per your local policy'.  The team is looking at other improvements to to the letter ie inserting the tel no. for the Gynae CNS from the patient's local trust and stating 'If you do not hear from them in the next 2-3months or have any new concerns related to your cancer please contact your Gynae Nurse Specialist ' so there is an extra safety net.  Also all the Gynae CNS's at other trusts have been given the option of being Cc'd in to the letter.  There has been a subsequent meeting with the nurse concerned who will use this incident for reflection and learning				Network Services

		I17108		10/7/25		15:14		10/10/25		No year recorded for date taken on sample.		To discuss at weekly incident meeting
To introduce scan for safety to minimise incidents		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Name should be properly documented on sample before sending to the lab		Network Services

		I17102		10/7/25		13:00		10/10/25		Patient due EOT muga scan , this was cancelled .Patient made aware but research team not informed . this is therefore out of protocol window.				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				escalated to manager and PI				Network Services

		I17076		10/7/25		10:08		10/9/25		TSRT9/ 13F/ Level 3/ SB13i/13AA/ CF1C
Noted prior to #4 when reviewing images.
On #2 (7/10) and #3 (8/10) patient had blankets/ a bair hugger covering them anteriorly.
These materials were in beam path for G355, G330 and G305
Not picked up at systematic or online.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Redfern,  Matthew		Finally approved		No Harm		No harm		10/22/25		Escalated to superintendent radiographer.
Alert added, and comment added to image review document to aid appropriate placement of blankets. 

Discussed with duty physics verbally- Journal note added in retrospect 'Dosimetric review carried out for the impact of patient having a blanket covering the beam path on #3 of treatment on 15th October 2025. Due to being a single fraction of 23# treatment and low density of the blanket. No dosimetric concerns were identified with regards to the overall plan dosimetry.'				Network Services

		I17068		10/7/25		08:30		10/9/25		When raising patient bed accidentally knocked oxygen on the wall causing it to snap in the oxygen vent. Unable to stop Oxygen leak from the wall.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Estates, Matron on call, security and medical physics and fire safety informed immediately for support. 
Patient moved to corridor, was not on oxygen and transferred to another ward until fixed.
Windows opened in the SR and door kept shut where possible. 
Leak slowed down by medical physics and problem identified. Did not need to turn off oxygen supply to the ward and managed to fix the problem by 2pm the same day. Room operational and safe for use 2pm onwards.		Accident, nil lessons learnt.		Clinical Support and Specialist Surgery (CSSS)

		I17037		10/7/25		13:00		10/8/25		Query medication given that was out of date.		Medication sent from RMCH for BMT patient undergoing TBI. Nurse noticed medication out of date when going to administer. Thus further medication ordered from pharmacy, 
Fed back to RMCH that medication is out of date		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/21/25		Medical team informed.				Network Services

		I17040		10/7/25		19:30		10/8/25		19:00 HCA alerted to RN in bay - Alison short of breath, panicking and trying to get out of bed
Platelet transfusion had finished
Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD
Obs settled, breathing returned ot normal rate
Weaned off oxygen as now Scale 2 as of today
Alison feeling much better, medic reviewed on ward
Platelet bag saved to go back to lab, esc to medic to sign transfusion reaction forms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Medical Oncology / Head and Neck (Medical Oncology)		Incident affecting Patient		Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		Low Harm		No harm		10/10/25		Obs checked - NEWS 7 - esc to medic and CCOT
Chlorphenamine given IV under PGD				Clinical Support and Specialist Surgery (CSSS)

		I17671		10/7/25		14:00		10/30/25		On cycle 1 Carboplatin and Etoposide, she had IV Carboplatin and Etoposide on Day 1 and oral Etoposide Day 2 and Day 3. 

On cycle 2 onwards, Etoposide prescribed oral for Day 1, 2 and 3. 
Patient not verbally informed about this when supplied with TTO's and did not take day 1 oral Etoposide. Instructions on box of Etoposide did state to take on Day 1, 2 and 3 but she did not realise this. 

This also happened again on cycle 3 29/10/2025.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Escalated by patient 30/10/25. Clarified with parent oncology team that she can take Etoposide Day 2, 3 and 4.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		Network Services

		I17207		10/8/25		16:23		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meetin		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17299		10/8/25		00:12		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP  post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17501		10/8/25		14:49		10/23/25		tsrt/level 3/
4d lung noted after started scan that pitch had not been amended was set at default pitch				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hannelly,  Lisa		Incident being managed locally		No Harm						Staff paused scan and called b7 who advised that they should terminate scan and start again with correct pitch 
dlp from first scan was 14.8mgy 
This was first occurrence of additional exposure due to protocol failure				Network Services

		I17041		10/8/25		19:35		10/8/25		Test injection was performed and patient felt okay. However when during the contrast injection contrast was not seen at on the image and scan was stopped. Local swelling was observed in keeping extravasation. This happened at PR2 Pat-seed CT.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		Low harm		10/14/25		Contrast injection and monitoring scan was stopped. Explanation  was given to patient on what has happened.
Cannula was disconnected from injector and attempt was made to aspirate with 10ml syringe. Cannula was then removed and the area marked with skin pen. Cold pack was applied and arm elevated.
Consent was obtained and consent form completed with the patient and photograph taken.
Extravasation leaflet was given to the patient and follow up plan was discussed.				Clinical Support and Specialist Surgery (CSSS)

		I17039		10/8/25		19:30		10/8/25		Pt attended AACU post pharmacy closing hours
Needed 10 days Dalteparin 15000 from emergency drug cupboard however no stock available
On call pharmacy states likely 1 hr before a script can be dispensed as she is not on site.		forms must be completed by staff out of hours to ensure stock is replenished and available for ongoing use by other colleagues when needed. This needs to be disseminated across the trust to all teams that make use of the Emergency cupboard stock outside of pharmacy opening hours		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Watt,  Loretta		Finally approved		No Harm		No harm		10/9/25		Stat dose given
Husband will collect remaining script tomorrow		Clinical staff taking items from the Emergency cupboard should ensure a sheet is completed to ensure stock is replenished by the pharmacy team		Clinical Support and Specialist Surgery (CSSS)

		I17032		10/8/25		13:00		10/8/25		Helen attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On observation she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script. 
Email sent.		Patient attended for C2D1 Pac/Carbo.
Already on desensitising regime for the taxol.
Had 14mls of taxol- started complaining of ++back pain.
On looking she was red/flushed and was feeling hot.
Treatment stopped, 100mg hydrocortisone given symptoms were not settling so another 100mg given.
1G paracetamol IV given under PGD.
Observations recorded, see NEWS2 chart. NEWS" score - 3 at 13.00 then at 13.40 NEWS" score was 0.
Symptoms resolved.
As second reaction to taxol, bag discarded and carboplatin was administered per Iqemo script.
Email sent to team and schedulers.

DR requested - Has had reactions to Carbo/Paclitaxel
Requested clinic FU on 21/10/25 to discuss alternatives
Please book chemotherapy chair on 29/10/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Reaction protocol followed.
Observations taken, see news 2 chart.
Monitored patient before restarting treatment.		Reaction guidelines followed and patient safety considered throughout.		Network Services

		I17033		10/8/25		10:44		10/8/25		Patient had procedure for TAH, BSO, Omentectomy and Appendicectomy - Anaesthetist requested for the surgeons to have Rectus sheath catheters for this patient at the WHO brief. Both rectus sheath introducers were inserted followed by inserting the catheters, upon pulling back the white plastic - the right side plastic snapped leaving 5cms of the plastic inside the patient and the surgeons had to create a bigger excision and forceps to remove the foreign object.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						Completely removed the rectus sheath catheter from the right side only. Packaging kept and images taken of the medical equipment to be reviewed. Surgeons refuse to use the catheters for their next case.				Clinical Support and Specialist Surgery (CSSS)

		I17034		10/8/25		14:00		10/8/25		Patient attended for #2 SABR, set up immobilisation used as per site setup. Rad noticed that there had been a large post verification vert shift on #1 (+2.2). When checking the plan PDF Rad noticed that there appeared to be a large civco that was not noted on the site setup. This was identified during patient setup in the treatment room and escalated to B7 before XVI acquired.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		Low Harm		No harm		10/10/25		B7 informed who agreed it appeared there should be a large civico (checking plan PDF & XVI rtp image). B7 called CT scanner at satellite centre in which patient had their planning CT scan who confirmed large civco used. Patient re-set up using large civco and proceeded to treatment as per protocol. Site setup amended by rad to include correct immobilisation device.				Network Services

		I17035		10/8/25		14:15		10/8/25		Patient complained of itchy hot palms after 155mls of carboplatin. Palms looked red on examination		Team reviewed on 9/10/25 - Pls book in for 28/10/25 Morrison Tuesday afternoon clinic for review pls due to carboplatin reaction for C4

SA carbo AU5 desensitisation script prescribed. pharmacist has kindly screened through 

Chemo appt will appoint date on 28/10/25 before her next cycle on 29/10 given reaction. 

I have asked to post out the desensitisation meds to take on 26/10

Phoned Lynn to discuss about above, she is happy and aware to start taking meds on 26/10 in preparation of chemo		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/10/25		Infusion stopped, obs done. Reaction meds administered. Symptoms soon settled. Protocol states not to rechallenge same day, refer to team. Obs rechecked and sent home.		reaction guideline were followed
patient had follow up and treatment plan changed and patient informed before next cycle.		Network Services

		I17036		10/8/25		16:35		10/8/25		Patient  states back pain. Infusion stopped .Patient flushed. Patient reports SOB. Patient attended to by staff. Observations taken, ACP  called to scene. Patient states feeling sick, sick bowl offered. ACP prescribed Metoclopromide, which was administered. Observations taken . Patient states wanting to open bowels.  Patient taken to toilet. Paracetamol prescribed and administered. Observations taken. ECG done.		Medication given for drug reaction	Hydrocortisone 200mg, administered under PGD
Other, Metoclopromide, paracetamol
Actions and result of actions taken	- Patient administered medications above under PGD. Observations taken and patient monitored. ECG done and cleared by medonc. Patient reviewed by ACP on site. Paclitaxel not re-challenged. Carboplatin administered.
Team emailed to chase up. 

Paul recovered from reaction and obs stable.
Carboplatin administered as prx.
Paul well on completion aware to call hotline if required or seek emergency advice if necessary.

Doctor review as follows;

SpR A.Elwasila/ UGI clin onc

G2 reaction with C2 concurrent paclitaxel (not rechallenged but given carbo)

TC to pharmacists on 8535 - no guidance for UGI hypersensitivity with paclitaxel, also nab-paclitaxel not approved for UGI. We looked at breast protocol which states: IV dex., famotidine, chlorphenamine and slow rate paclitaxel which patient has already been having with script

Pharmacist will kindly get back to me given complexity here

UGI pharmacist kindly called back and we have made amendments as per UGI paclitaxel protocol: Dex. IV 1hr pre Rx, chlorphenamine, famotidine and slow rate paclitaxel

Pt. will need to take famotidine day before chemo (when he attends tbs)		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Infusion stopped, Hydocortisone 200mg administered under PDG, Observations taken, ACP attended. Metoclopromide administered. Patient reports feeling slightly better. Paracetamol prescribed and administered. ECG done and reveiwed by med onc. Paclitaxel not to be re-challenged.		Extra information needed - for example treatment infusion stopped - what volume went through.		Network Services

		I17028		10/8/25		14:41		10/8/25		Wrong appt booked				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25						Network Services

		I17029		10/8/25		14:47		10/8/25		wrong appt booked		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.  In-between this an email was sent to the secretary to book see below


MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.

MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please				Network Services

		I17030		10/8/25		15:20		10/8/25		Pt reported feeling hot & flushed and nauseous. Gave pt sick bowl where she then vomited. Symptoms occurred towards the end of Carboplatin infusion.		Observations taken and were stable. Patient safely discharged after doctor on the unit prescribed IV metoclopramide and sickness settled.

Team and chemo appts emailed - to ask if patient needs slower rate infusion or stronger anti-emetics pre-treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/10/25		Chemotherapy had been infused at time of reaction. Sick bowl provided. 100mg Hydrocortisone given under PGD, IV metoclopramide prescribed given. Observations monitored throughout. Symptoms started to settle after anti-emetics given. Observations re-checked after 30 mins, Pt feeling well in herself to go home. Pt safely left unit, safety netted with hotline. Has oral metoclopramide at home,. advised to take this if feeling sick later.		Importance of clear documentation and ensuring patient is followed up post reaction.		Network Services

		I17097		10/8/25		00:00		10/10/25		TSRT9.
CMA moves input incorrectly, S/I move input as + instead of -.
Noticed at time of moves during set up in the room as moved in wrong direction.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 called and CMA moves amended and checked.
Pt reset up and treated correctly.
Discussion with prep room staff regarding the need for vigilance when inputting CMA moves.				Network Services

		I17105		10/8/25		09:54		10/10/25		Surname incorrect on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17107		10/8/25		00:00		10/10/25		Sample tube expired.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I17136		10/8/25		11:40		10/13/25		Thiamine test rejected from lab due to not being protected from light. 2nd time this has occurred for this patient (Same issue 10th Sep). Also has happened with another patient on same trial (24th Sep)		All staff emailed and reminded to protect Thiamine sample from light when send to labs		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Will inform PI & plan to recheck result at next visit.		IMP - Thiamine samples to be protected from light		Network Services

		I16997		10/8/25		04:00		10/8/25		VTE assessment on admission 27/9/25 - Awaiting senior review for decision on prophylaxis

prophylaxis anticoagulation has never been prescribed for patient, no repeat VTE assessment 
patient is mobile but not frequent				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Finally approved		No Harm		No harm		10/28/25		handover to staff on multiple occasions to chase medical team regarding VTE assessment/ prophylactic anticoagulation. 
also written in nursing notes on multiple occasions 

27/10 -  CSSS Governance; My deepest apologies. This incident has only just appeared on my DCIQ after some settings were changed by DCIQ IT support. Relates to a Med-Onc Lower GI (Colon) patient on Ward 4 submitted 08/10.				Network Services

		I17023		10/8/25		10:00		10/8/25		Patient dispensed GCSF injections by pharmacy as part of mobilisation treatment for stem cell harvest. Dispensed in split dose 300mcg & 480mcg dose to be administered once daily, total dose 780mcg. Patient only administered X1 300mcg GCSF daily.  Low CD34 count reported potentially due to error.		To reallocate incident to outpatient pharmacy		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Verbal patient directions - wrong/omitted		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with senior team. 
Additional GCSF administered to ensure correct dose given today. 
For Plerixafor this evening.				Network Services

		I17024		10/8/25		10:20		10/8/25		TSRT9/level 5/ 13AA/ SB13AA/ MoD 13AA/ CF1c
GA patient #3. Additional imaging task was not added follow a repeat GEC #2 for resetup.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		The additional imaging questionnaire was updated by B7 upon realising additional image task was not added.				Network Services

		I17026		10/8/25		13:55		10/8/25		TSRT9 13CC SB3i 13CC CF3a
Scan started using Pelvis M20 CC. Error message popped up partway through scan saying
'Unable to create target file to app MOSAIQ'. Scan interrupted as was still acquiring image. Engineers and B7 called. Patient taken off the bed as Mosaiq needed to be restarted and test scan needed to conducted. 152 frames/650 frames delivered. Approximately 2.4mGy additional dose delivered to the patient.		Following error popped up on MOSAIQ window during XVI scan "unable to create target file c:\MOSAIQ APP\vmi_icom.dll" SHARE.EXE was not loaded, or a shared region was locked", so rads interrupted scan and called RTSG .152/650 frames delivered.
Clicked ok but the error kept popping up, so the patient was removed from the bed. Tried restarting MOSAIQ and CCP pc, error disappeared, did test scan and gave the machine back to rads bu the error returned.
Then Cao did multiple attempts to re-establish the connection between MOSAIQ and LINAC by restarting CCP PC and eventually rebooting lilac but no luck. Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/13/25		Scan interrupted when error message appeared. Engineers and B7 called. Patient taken off the bed and moved to another suite to complete their treatment.
Engineers conducted test scan which was ok. However next patient loaded up and error message reappeared. Next few patients moved off the suite so engineers could investigate further		Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		Network Services

		I17001		10/8/25		09:30		10/8/25		Internal referral was delayed over 1 month		- Delay was queried.
- Referral processed as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added to triage and reported to Datix		- This issue should of been raised by the secretary who typed the letter.		Network Services

		I17002		10/8/25		08:50		10/8/25		Medication error Oxycodone 10mg MR given when oxycodone 10mg SR prescribed		- Will request that this learning is discussed during medication study day
- Learning given to AAU/AACU vi email, handover and verbal to highlight potential mistakes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Cunningham,  Melanie		Finally approved		No Harm		No harm		10/17/25		Observations taken NEWS -1 due to Heart rate 100
Patient informed - apology given 
Medical team informed 
Nurse in charge informed		- Need to clarify medications with patients before administering.
- Check the information on EPMA		Clinical Support and Specialist Surgery (CSSS)

		I17011		10/8/25		11:50		10/8/25		started off with back pain after 13 minutes of the second rate (76), back pain which then started chest tightness. This is how the first reaction started however patient informed us sooner this time so the reaction wasn't as advanced this time. treatment stopped, 100mg hydrocortisone given at 11:50. observations taken and consultant informed.		Correct procedure followed and after discussion with consultant treatment re started. A pla has been agreed for following cycles due to limited treatment options.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/13/25		treatment stopped hydrocortisone 100mg given consultant informed				Network Services

		I17012		10/8/25		11:04		10/8/25		Pt had RTP & transport booked for 8/10 at 2.45. We were informed by Health records at 11.04 on 8/10 that a F2F interpreter could not be sourced. A tel interpreter was not appropriate due to the type of appointment and the pt has dysphasia and can't talk on the phone to an interpreter.		at least 5 days notice is required to book an interpreter with our out side providers		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Interpreter service				Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Goodall,  Robert		Finally approved		No Harm		No harm		10/20/25		Transport cancelled and pt's niece contacted to advise not to get in transport if it turns up as we have had to cancel the appt due to no interpreter. Rebooked for next avail 15/10		at least 5 days notice is required to book an interpreter with our out side providers		Network Services

		I17013		10/8/25		10:00		10/8/25		TSRT9
Paediatric patient had CBCT image verification 1# early (on #7 when should've been #8)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 made aware, offline review done, patient only 10# and so imaging went complete. No harm as no additional image needed over course of treatment.				Network Services

		I17673		10/8/25		08:30		10/30/25		INCIDENT REPORTED BY TCPC :Patient has bloods taken at home externally the day before treatment. Treatment is an on hold drug and requires bloods to be back before Baxters make the drug. Bloods taken on 07/10/2025 but not showing on CWP. NIC thought bloods were delayed in arriving to lab as had spoke to patient that day and confirmed bloods had been taken. Due to delay patient's appointment had to be moved from 08:30 to 12:30 as treatment would not be on site until then.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						8/10/2025 NIC checked again in the morning and bloods still not showing. Went down to labs and they confirmed bloods had been delivered approx 12:00 on 0/10/2025 and analysed and results on the system. Results printed for nurse and treatment then taken off hold. Delay in treatment arriving due to this error and did not arrive until approx 13:00. Delay also in chair being available due to capacity on unit and apologies also given for this.				Christie Pathology Partnership

		I17306		10/9/25		08:00		10/17/25		Ordercoms number 9377301 Requested by Cindrella Chikombe :  Virology sample sent in biochem bag.  (Please note that Virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem & haem samples are sent in the clear bag and processed here.  This sample was delayed getting to MRI as it had been put in the clear bag and put in the biochemistry pile.)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				External Other Trust

		I17307		10/9/25		12:00		10/17/25		Ordercoms number 9378161 Requested by Meena Afzal Lakha : Virology sample sent in microbiology bag.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could have ended up in Salford as it had been put in the wrong bag. Consequence -  sample not processed and no results on CWP.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay as it was in the wrong pile due to being in the wrong bag.

		I17387		10/9/25		09:00		10/21/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare team.
Pharmacy Homecare team have looked at CWP to establish if patients medication has been re-dispensed.  In this case the medication was re-dispensed.				Network Services

		I17389		10/9/25		09:00		10/21/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed where applicable
Pharmacy Homecare Team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.  
Record of datix number added to return log
Email sent to team and reply sent to say patient will collect in future.				Network Services

		I17421		10/9/25		14:50		10/22/25		My colleague received a phone call from a patient to say they had received another patients letter attached to their own letter. She took down the details of both the patients involved.		staff was contacted and he confirmed he would shred the incorrect letter 
Letter re-printed and sent in the post to correct patient 
Patient whose letter was sent in error contacted and explanation provided and apology for the breach		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/24/25		Patient disposed of the wrong letter in confidential waste and a new letter was sent out to the patient who had not received a letter.		Staff members reminded of the need to ensure that letters are not stapled in error 
Reminded of patient confidentiality		Network Services

		I17208		10/9/25		11:21		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17142		10/9/25		12:11		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive at 12:20.		sample should be properly labelled before sending to the lab		Network Services

		I17145		10/9/25		18:33		10/13/25		E.coli in peripheral and cvc Blood cultures 9/10/25. Inpatient since 9/9/25 ward 12.  Patient deceased 10/10/25.		Reminded staff to label each blood culture bottle accurately		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS. 72 hour review requested. Medical team aware.		Ensure labelling all blood culture bottles with accurate location of site		Clinical Support and Specialist Surgery (CSSS)

		I17146		10/9/25		16:00		10/13/25		A patient on the Costi-MM study (24_DOG06_344) was admitted as in inpatient for a SAE on 03/10/2025. The admission was documented on CWP by the PI; however, the lead CTC was not informed of the hospitalisation. The lead CTC reviewed the patient's records on CWP on 09/10/2025 and came across the discharge summary sheet for this admission. The reporting timeline for SAEs is 24hrs from when the team is made aware of the admission, however this was not reported until 6days after admission by the PI.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Garcialopez,  Tamara		Incident being managed locally		No Harm						The lead CTC communicated with a nurse working on the study to confirm the SAE. The lead CTC then notified their manager of the incident. This was then raised in the Management Meeting. Following the Management Meeting, the Senior Research Nurse and PI supported the CTC in completing all the required information to report the SAE to the clinical trial sponsor.				Network Services

		I17148		10/9/25		11:00		10/13/25		Docetaxel infusion reaction started 5 minutes into infusion. Janice complained of feeling warm in her face and had back pain. Patient managed successfully following drug reaction protocol.				The Christie NHS Foundation Trust / Network Services / Satellite Sites						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Infusion stopped. Observations checked and satisfactory. 10mg chlorphenamine IV given and 100mg hydrocortisone as per protocol. Symptoms settled down within 30 minutes. Infusion re-started as per slow rate/hypersensitivity protocol. Remainder of treatment given with no issues.				Network Services

		I17152		10/9/25		17:13		10/13/25		C.diff PCR positive, toxin positive 09/10/25. Previous positive 24/8/25. Recent discharge from ward 12 (5/9/25) within the past 84 days.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Cdiff		COIA (community onset – indeterminate association)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS, medical team aware. 72 hour review requested.		severity not documented by medical team		Clinical Support and Specialist Surgery (CSSS)

		I17137		10/9/25		13:05		10/13/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		New signed form requested via Alertive at 14:11.				Clinical Support and Specialist Surgery (CSSS)

		I17139		10/9/25		10:14		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via phone		sample should be properly labelled before sending to the lab		Network Services

		I17112		10/9/25		14:00		10/10/25		Patient had medicine prescribed and the weight had been documented in the height and vice versa

Reallocated from ORTC as error was made at initial prescribing				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Joanne		Finally approved		No Harm		No harm		10/28/25		did not give treatment 
Rang pharmacy and informed of error
Informed patient, apologised and sent patient home to have newly prescribed medication today

13/10/25 - Re allocated from ORTC as error was made at initial prescribing.		Picked up immediately by pharmacy screen and clinician informed and prescribed correct treatment using correct weight and height		Network Services

		I17103		10/9/25		14:20		10/10/25		Pt initially due for Chemotherapy at 9 am. Pt called Christies inform us that she will be late as the transport that was booked come to her house but left.

Pt states the transport desk at Christies would arrange another transport for 10am but it did not turn up.

Tried to call Chrsite again to tell them what happened but could not get through. Pt is at home and states she will not be coming. no capacity to treat her this week.		Will escalate to NWAS team in the next meeting to investigate and take action with the taxi provider provided on the day for the patient		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/14/25		Informed Pt unable to reschedule treatment later in the week. Treatment deferred 1 week and team informed that pt did not have treatment as scheduled. Advised by team to Datix for transport issues		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17069		10/9/25		14:00		10/9/25		Patient attended for C5 day 1 of treatment today, while having Paclitaxel, had reaction after 22.3ml has been infused, Patient complained tightening of the chest.		Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken - 	Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med.
10ml of saline posiflush given as a bolus
Observations done and recorded news score 0
ANP Jenny Booth reviewed patient and 30mins later TX re-started at a reduced rate as per hypersensitivity protocol and patient reacted again she feels the tightening of the chest and mild nausea, she took metoclopramide from her take home meds.
another 100mg of hydrocortisone given and TX stopped and taken down.

patient booked through clinic as will need change of treatment. Secretary has sent out nab-paclitaxel consent form to patient.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped
100mg of hydrocortisone given as she already had chlorphenamine as a pre-med
10ml of Saline posiflush given
Observation done and recorded
ANP Jenny Booth reviewed patient
Patient feels better after that & 30mins later, treatment re-started as per hypersensitivity protocol and patient reacted again, she feels nausea with chest tightening. 100mg hydrocortisone given , TX stopped
Patient will go back to team for review and Treatment changed		Treatment stopped due to chest tightness - ACP reviewed but no ECG requested or completed. Will discuss with ACP whether an ECG was clinically indicated.		Network Services

		I17077		10/9/25		18:26		10/9/25		TSRT9 13CC SB3i MD13CC CF3a
kV drop occurred on attempted image acquisition on two separate patients on the same machine (Macc 1). No images were taken and no dose delivered prior to either kV drop.		Unknow error, rads reported there was a beeping coming from the bunker after they pressed KV enable, asked for the patient to be taken off the bed, copied logs and checked generator logs E06, E139 & E009 had occurred test scans passed (CW & CC) returned to clinical use, checking the manuals indicates that the tube is coming towards its end of service life.

Rads, called back saying it had done the same thing on the next patient, same errors present, patient moved to Macc 2. 

Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks. .		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/13/25		Engineers alerted. Test scans performed after first kV drop - kV acquisition working, given the go ahead to acquire 3D image again.  kV drop occurred again on a second patient. Engineers alerted again - kV acquisition capability removed from use on the affected machine as a kV tube replacement is required.		Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks.		Network Services

		I17078		10/9/25		18:30		10/9/25		Bloods sent as urgent for patient- FBC, co-ag, christie profile, magnesium and crp at 17:40.  These were podded to the lab immediately.
At 18:25 we phoned the lab as the FBC result was available however the biochem was not even pending.  We were told that they had not received that sample despite it being sent in the same bag as the FBC.  We explained that it had definitely been sent, however were told it had not reached the lab and we would have to re-bleed her.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Edgington,  James		Finally approved		No Harm		No harm		10/28/25		The lab phoned back as we were attending the patient to re-bleed her to say the sample had been found.  I am unsure where the sample had been in this time				Christie Pathology Partnership

		I17079		10/9/25		10:00		10/9/25		suspected cat one to right big toe - identified 
? friction / pressure from end of bed frame		Information added to ward huddle regarding patients need for 2 hourly repositioning due to pressure ulcer risk and current DTI
Ward staff educated on the indications for when to update PurposeT pressure ulcer risk assessment and care plans
TVN link nurses and Ward 10 CPE to facilitate ward teaching and update TVN education board to promote good practice in pressure area care.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Dale,  Emma		Finally approved		No Harm		Low harm		10/13/25		identified 
escalated to nurse incharge 
photograph completed 
dressing applied 
to support with repositioning / pressure relieving 

TVN comment-DTI resolved on the 17/10/2025		PurposeT pressure ulcer risk assessment to be updated when clinically indicated, in the event of a patients mobility deteriorating, PurposeT risk assessment should be updated to reflect the increased risk of the development of pressure ulcers. 
Patient should be repositioned 2 hourly due to pressure ulcer risk, pressure areas should be assessed at each repositioning.
Patients feet should not be touching end of bed frame, they should be repositioned to not slide down the bed or a bed extension/additional mattress block to be used. 
Mattress pump to be used to aid pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I17080		10/9/25		22:45		10/9/25		Patient admitted to the ward and initial skin check completed. Healing MASD found to both sides of buttocks. Patient and partner aware of this, have been caring for it at home with barrier cream.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		All of skin is vulnerable so mattress pump attached to air mattress. Barrier ointment provided. For regular skin checks as has diarrhoea and is vulnerable. For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I17071		10/9/25		09:00		10/9/25		oxycodone long acting given in error when oxycodone instant release capsules prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		escalated, doctor informed, patient reviewed - not symptomatic. supportive care referral sent. pharmacist aware - prescription reviewed				Clinical Support and Specialist Surgery (CSSS)

		I17072		10/9/25		13:30		10/9/25		TSRT9 / EL3 / 13Z / CF1a CF1c / MoD 13I / SB 13HH
Touch guard engaged on treatment head by couch bar during kV image acquisition causing kV panel drop.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Engineers contacted, bar moved.
Additional image authorised by superintendent.
Additional dose of ~1.5mGy. Not reportable.

Radiographers reminded to perform full clearance check.
Note added to treatment beams to ensure clearance checked daily.				Network Services

		I17073		10/9/25		14:30		10/9/25		Pharmacy tech noticed that probenecid was in drawer. Patient then mentioned to myself that she doesn't believe she had her doses post cidofovir on Tuesday.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Finally approved		No Harm		No harm		10/20/25		Checked Iqemo and probenecid not signed for. Discussed with haem reg and pharmacist and as renal function stable there is no benefit to having probenecid now. plan to monitor kidney function and electrolytes and replace as required. Dip urine which was +protein- pharmacist aware. Patient fully aware of plan to monitor and to look into why drug was not given		Discussed with JB. No medications handed over as being needed. Reiterated to her the importance of checking iqemo for every patient regardless of what has been handed over.		Network Services

		I17074		10/9/25		14:00		10/9/25		Leakage noticed from the filter on the A line during a 30-minute flush.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Flush was stopped immediately and the PFS in the unit was informed. As the incident occurred mid-flush and the packaging had already been discarded while hanging the line, the lot number could not be checked. The line was discarded.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		Network Services

		I17075		10/9/25		16:50		10/9/25		I read the vetting of the ct scan of this patient as a thorax abdomen and pelvis instead of thorax and abdomen. Therefore the pelvis was scanned unnecessarily.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		Manager informed, datix and radiation incident form completed.				Clinical Support and Specialist Surgery (CSSS)

		I17063		10/9/25		12:45		10/9/25		531mls of oxaliplatin had gone through, Patient pressed her busser alerting that they cannot breath and  throat feels weird. struggling to breath.		See above		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped obs done, heat pack given and a warm drink. 
obs okay explained everything to the pt and the relative. 
Symptoms did not resolves so gave 100mcg of hydrocortisone to good effect. 
ACP came to review who advised not to give the rest of treatment due to duration of time it took for them to recover. 
Treatment discarded of as per policy
Pt happy with this. 
Email sent to team and chemo apps to change oxli to be given over 4 hours instead of 2hours for future appts		Observations taken only once - NEWS-2 score - 2 and observations not repeated before discharge. Plan to discuss with nurse.		Network Services

		I17064		10/9/25		12:50		10/9/25		TSRT9
Patients arm triggered OMRON mid CBCT.
The image acquisition was not able to be resumed with MCR guidance.
Multiple attempts to resume and reconstruct under the advice of MCR and B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/20/25		Patient reassured and maintained informed.
Eventually the imaging systems had to be rebooted and complete re-image, authorised by B7

*There wasn't a note on the imaging document to state a clearance check was required prior to CBCT acquisition. It is felt for this particular # the patients arms were in a slightly different position (extended further laterally). Therefore this is deemed operator error opposed to patient compliance*				Network Services

		I17055		10/9/25		10:40		10/9/25		Extravasation of contrast media during out patient CT scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/14/25		SOP followed.  Arm elevated. Attempted aspiration.  Applied cool pack.  Area drawn around. Photo requested.  Patient advised how to manage.				Clinical Support and Specialist Surgery (CSSS)

		I17056		10/9/25		11:00		10/9/25		Deviation: Patient started LD chemotherapy for CAR T on Thu 09/10. Kite unable to ship cells until the day of cell infusion (14/10) due to not having enough temperature logs of the new tanks in the stem cell lab.		Discussed with lab manager. To close incident as a deviation		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/28/25		Consultant informed, stem cell informed, patient informed of deviation.				Christie Pathology Partnership

		I17057		10/9/25		11:15		10/9/25		Patient reported feeling hot, appeared red faced and complained of lower back pain on receiving C1 Paclitaxel.		SACT stopped. Hypersensitivity protocol followed. 
Hydrocortisone 200mg, administered under PGD
Other, IV paracetamol for back pain 

SACT restarted at slower rate. Observations stable throughout.

Doctor reviewed and Team emailed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		C1 Paclitaxel stopped. Hypersensitivity protocol followed. Observations recorded. Regime to be restarted at slow rate as per protocol. Team to be emailed and desensitising medication prescribed for next cycle		SACT update - written regarding reaction could have been more detailed. Extra information like what volume of Paclitaxel went through before patient reacted.		Network Services

		I17058		10/9/25		11:20		10/9/25		Patient assisted to floor of bathroom with wife and myself when trying to mobilise to toilet. Did not hit head or cause any injury.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Observations complete and charted. BM 13.9 taken and charted.  Assisted back to chair by physios and staff. Medics reviewed. Falls care plan activated. Lying and standing BP outstanding. NOK at event.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I17059		10/9/25		09:10		10/9/25		Patient felt faint, hot, appeared vacant, sweaty. 
Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		ORTC doctor reviewed.

-attends for C2 Gemzar 

-did not have good night sleep this week; unclear the reason, not on any regular steroid, apart from two days course with chemo

-felt sick this morning, but did not vomit, and managed to have breakfast

-has had likely vasovagal episode , while cannulation

-recovered quickly from it

-nil recent infection

-G1 nausea, for about two days, after the last cycle

-seen in clinic two days ago, and recent blood results look satisfactory

Plan:

1. sleep hygiene measures advised for now; may consider for a short course of low dose sleeping tablets, if it does not help

2. can proceed with today's treatment, if nil other concern		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Faint		Ohara,  Natalie		Finally approved		No Harm		No harm		10/14/25		Treatment stopped by treating nurse, crash call attended by various members of staff, 15L high flow oxygen applied, obs taken - NEWS2 score: 9, BM 8.9
Member of medical team present.		Deemed as a vasovagal episode not a reaction to treatment. Patient stable following review by doctor and went ahead with treatment.

Observations need to be recorded on CWP in NEWS2 section but were recorded within doc		Network Services

		I17251		10/10/25		00:17		10/16/25		Confirmed yesterday that patient has been buying methadone pre-admission which was then prescribed when she was admitted on 10.10.25.  
Meds rec 10.10.25 and prescription screened 13.10.25. Noted in SCT handover that no details of community methadone prescription in medical notes or EPMA. 
**Note that Datix  I17247 15.10.25 relates to same patient- suspicious substance found in belongings.** [incidents have been linked - MSO]				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		15.10.25- contacted CGL, Manchester who closed her file in July 2025. GP confirmed they don't supply methadone. Pt has also admitted to buying other controlled medications previously, including pregabalin/MST. CGL advised pt must be obtaining methadone supply illicitly as she was admitted from home and not another hospital. Pt often away from bedside so ward pharmacy team confirmed that this was the case when patient present on the ward. Unable to clarify how regularly she has been taking methadone pre-admission.

CGL said to refer to local methadone policy for ongoing management. As we don't have a Trust policy for methadone in patients with opioid misuse, they suggested obtaining a local Trusts guidance- a  colleague kindly sent me the SRFT guideline. CGL also advised they couldn't give clinical advice as pt not under their service, however if she is discharged on methadone she needs to be referred to them for community prescribing. 

As patient had received 6 x inpatient methadone doses I discussed with SCT cons and pharmacy colleague with experience of working in substance misuse, who agreed that it was appropriate to continue methadone at dose of 40mg/day, but not for further titration and requires close monitoring for toxicity as it can take several days or more to reach steady state- we don't know what other substances patient is taking or her methadone Hx pre-admission as per Datix I17247.

Oncology and pharmacy teams updated. Methadone prescription annotated to contact CGL on discharge. Requires single point of prescribing. Ongoing SCT input.				Clinical Support and Specialist Surgery (CSSS)

		I17214		10/10/25		15:00		10/15/25		Patient contacted CNS Via email on Sunday 12/10 to say how unhappy she was with her transport home after her first cycle of treatment on Friday. "On my way home the taxi driver wasn't nice to me at tall took the p*** out of me blasting is windows while open going down the motorway told me to chill, Asked him to close is windows ect and he wouldn't said to it was hot...and to chill out, This as really got to me and really upset me and because my voice is gone. I don't want to come again"		Advised Department that should this happen again then to direct the patient towards the transport department where a complaints form can be passed on for the patient to make a complaint 

Escalated to NWAS to investigate 

Advised as per outcome of the meeting to put a datix to NWAS so that it can be dealt with at a higher level		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/28/25		Once I read patients email on Monday I called to offer reassurance and to ask further questions, I gained permission to take this further. 
I emailed PALS and transport department asking how I should escalate this ; PALS promptly told me that as this was not internal it would be transport may be best placed to help with this not them. 
Reply from transport on Tuesday PM asking for DATIX to be completed so that this can be investigated further and escalated to the transport provider.		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17203		10/10/25		14:20		10/14/25		TSRT9 13CC SB3i MD13CC CF3a

Additional image #15 due to machine fault prior to initiating treatment, after acquisition of CBCT. Engineers requested the patient to be brought off the bed to allow for the fault to be investigated. B7 approved additional image, additional concomitant dose to patient 0.8mGy (Fast H&N S20).		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Fault occurred, would not allow treatment to be delivered. Called engineers who requested patient be brought down so they could investigate and fix the fault, B7 contacted to approve additional image. Patient moved onto another suite, rescanned and treated.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I17187		10/10/25		00:00		10/14/25		Haematology support secretary has identified that several patients have had incorrect blood results added to EPRO by Haematology registrar. The registrar has dictated clinic letters but has manually inputted incorrect blood results into the EPRO letters.		discussed with SpR- reminded of correct practice and not to copy and paste
Secretary informed not to amend results herself
improvements to local inductions		The Christie NHS Foundation Trust / Network Services / Haematology Governance						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		Low Harm		No harm		10/29/25		Secretary identified and informed Service Manager and consultants. 
Letters corrected and checked to ensure all letters have correct information. 
Datix submitted. 
Trainee's educational supervisor notified.		Improvement on local induction processes for resident drs.		Network Services

		I17392		10/10/25		09:00		10/21/25		Postal return of High cost medication which can not be used so will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Contacted team to inform them and received reply				Network Services

		I17519		10/10/25		18:48		10/24/25		Patient passed away on the ward on 10/10/25. Patient was marked as "deceased" on Care Flow but was not marked as "Fully Deceased", meaning their appointments remained booked. Consultant noticed the patient was booked into an upcoming clinic, and flagged to me.		Awaiting		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Incident referred to DPSIG		No Harm		No harm				Turned off communication preferences so patient's relatives would not receive a text about the appointment cancellation.
Marked patient as fully deceased on Care Flow, and closed down the open referrals in the process.

At time of writing, there are 858 other patients who have passed away in the last 180 days who have not been fully deceased on Care Flow. Screenshot attached.

27/10 -CSSS Governance; RAPID REVIEW NOT REQUIRED -  I have flagged this for DPSIG 27/10 just for a mention so Team Leaders can disseminate this issue down to staff.		Awaiting		Digital Services

		I17081		10/10/25		03:50		10/10/25		Patient assisted with Zimmer frame by another Nurse  to transfer to commode
Patients legs gave way and assisted to the ground				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to sit		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Myself and a colleague assisted Patient from sit to stand position onto commode

13/10 - CSSS Governance; just need to check M&H assessment was updated after this near miss				Clinical Support and Specialist Surgery (CSSS)

		I17104		10/10/25		14:00		10/10/25		Upon entering transfusion room when transfusion was completed it was noticed that cannual dressing had come away and cannula shaft was bent at right angle in arm. Upon removing there was a swollen area above cannula suggesting infiltration.		Patient was informed of infiltration as he had not noticed until the nurse pointed it out. Aware that there will be bruising due to being a blood product. Patient safety netted with the correct advise.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Transfusion incident		Equipment		Equipment failure in clinic area		Aremia,  Laura		Finally approved		Low Harm		No harm		10/17/25		Patient informed that an unknown quantity of his transfusion had gone into his arm and he would likely have a bruise. Safety netted signs of compartment syndrome and what to do in the event of these.				Network Services

		I17101		10/10/25		15:12		10/10/25		After finishing paclitaxel and flush - noticed slight swelling and slight redness		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/16/25		No treatment was infusing at the time - treated as extravasation although, reviewed by Dr. Clement and was unsure if it was skin/vein irritation or extravasation. Re-cannulated for the next treatment in the regime.		13/10/25 - awaiting follow up call documentation, extravasation managed appropriately at the time.

16/10/25 - Follow up call made to patient, no further issues with arm reported.		Network Services

		I17098		10/10/25		12:30		10/10/25		TSRT9 / EL3 / 13Z / CF 1B / MoD 13I / SB 13AA SB13I
#6/20 prior to switching on for image it was noted that the image preset length was longer than required. 
Jaws indicate M20 but when measured only required an M10.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Escalated to B7 immediately, agreed.
Filter changed to M10 prior then image taken.
Image suitable therefore changed in imaging beam for future #'s.

Additional 7.0mGy delivered. Not reportable.
Feedback given to radiographer that completed image prep.
Feedback also given to staff that had imaged #1-5 to highlight for their awareness to check the preset is appropriate.				Network Services

		I17095		10/10/25		08:20		10/10/25		Planned apheresis today, patient went straight on machine for day 2 collection, CD34 count results 12 today. Deviation as their cell count does not meet minimum threshold.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Myers,  Nicola		Finally approved		No Harm		No harm		10/27/25		Dr Kulkarni has reviewed and and approved the plan for this patient with yesterday results. To continue with apheresis today.				Network Services

		I17113		10/10/25		16:50		10/10/25		17:50 patient tripped over her feet and fell onto the floor. She was receiving SACT through her port at the time and the drip stand fell to the floor as well. 
HCA saw the fall from afar, shouted out for help. the HCA confirmed she did not hit her head.		Incident managed appropriately, patient did not report any further issues after her trip.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		Observations done as charted and NEWs 0. 
Patient said she felt completely fine and had just tripped over her own feet. She confirmed she wasn't in any pain. 
nil issues with the SACT on the drip stand, this continued as normal. 
nil further actions required, she was helped back to her chair. repeat observations taken.		Incident managed appropriately, patient did not report any further issues after her trip.		Network Services

		I17114		10/10/25		10:30		10/10/25		Reviewed my patients pressure areas, she had broken skin to sacrum, very red. diagnosed as DTI.		Care applied as per TVN plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		dressing applied, mattress upgraded, pressure ulcer care plan updated and skin bundle, referred and reviewed by TVN and DTI dressed, also had medical illustration.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17115		10/10/25		16:00		10/10/25		TSRT9
Patient attended for fraction 4 out of 5 radiotherapy vsim plan, before getting patient in the room rad noticed post pin value given on plan was measured on PLO beam (measured diagonally through the civco and bed). Plan PDF did not provide a post pin measurement from directly under the couch. Alerted B7				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		11A Verification of patient ID, orientation and data entry format to include all patient data, imaging etc		Saunders,  Jane		Finally approved		Low Harm		No harm		10/17/25		B7 spoke to pre-treatment rads in vsim and asked them to provide a measurement for under the treatment couch to be able to calculate post pin to back of bed. This screenshot was added to patients plan and new post pin calculated by B6 & B7 treatment rads. Patient did not manage treatment due to pain so rescheduled.		n/a		Network Services

		I17116		10/10/25		20:00		10/10/25		Patient told he could go home late this afternoon 
TTOS completed however not handed to pharmacy so no TTOS dispensed 
This wasn't realised by nursing staff until late when pharmacy was closed. Agency nurse looking after patient 
Patient said he would go home with the medications in his draw and receive back the CDS that he brought in with him 
CDS were left on ward 2, not transferred up to ward 4 with him. these were discarded by pharmacy today so now patient has no CDS
Patient refusing to				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		continued.... wait overnight for TTOS to be dispensed from pharmacy 
Noted TTOS were also incorrect as Dr prescribed 100mg instead of 10mg of Zomorph, this has now been changed 
Apologised to patient and explained situation 
Escalated to oncall DR- has now spoken to patient 
TTOS changed and printed ready to give to pharmacy tomorrow 
Added to handover to NIC on the 11th to ring patient when TTOS on the ward- Note patient lives alone so difficult for him to get in- escalate any concerns to duty manger tomorrow 
Night time zomorph given to patient before he left. Has enough regular medications in his draw,				Clinical Support and Specialist Surgery (CSSS)

		I17117		10/10/25		19:40		10/10/25		take over patient at 6 pm , at the end of treatment when i was about to put the flush , noticed swelling above the cannula dressing and on her fingers , treatment was finished , explained to patient about extravasation ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/13/25		tried to aspirate from cannula but nothing was there  . removed cannula , marked site , provide heat pack and elevated hand , took a photo on patient phone to compare , provided hydrocortisone to apply if any inflammation , advised to use heat pack 20 mts 4 times a day for 1 to 2 , advised to move hand and elevate for 48 hours , made a note on diary to follow up , waiting on call to review ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		Network Services

		I17118		10/10/25		10:00		10/10/25		HCA had buzzed for assistance with getting Leslie into commode. Leslie was struggling to stand straight and unable to listen to instructions. Managed to get onto commode with Ax2 with great effort. When trying to stand to clean Leslie up, he was not able to stand on his own. Was sat at edge of commode so I advised the HCA to assist Leslie to the floor to prevent him falling. We assisted patient safely to the floor. I asked the HCA to stay, and I will get some help.		No further action needed		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Collapse/faint/fit		Collapse		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/13/25		I went out to ask for help. I had come across OT, and asked whether he would be able to help me get the patient back into bed. Physio, and senior colleague came in to assist me and the HCA.		Great team work by staff		Network Services

		I17138		10/10/25		12:46		10/13/25		Incorrect NHS number on the sample.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested via phone at 15:00.				Network Services

		I17710		10/10/25		17:40		10/31/25		Patient scheduled for contrast MR scan of Head for staging; contrast injection not given due to difficult cannulation; scan completed without contrast (For a Brain scan, a scan without contrast for Grade 4 tumour) that has potential effect on diagnostic quality.
Patient need to visit again for the scan, clinically he is not well and needs an urgent scan, still awaiting for a date.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Whelehan,  Sarah		Finally approved		No Harm		No harm		11/3/25		Repeat scan as urgent requested on 21/10/25, as scan Radiologist can't comment on the disease status for the scan without contrast, but awaiting date.				Clinical Support and Specialist Surgery (CSSS)

		I17211		10/11/25		07:40		10/15/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number:  G095 625 407 446 A		To monitor and discuss at IRM		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS		Proper communication between the ward and transfusion lab for blood products ordered		Network Services

		I17143		10/11/25		11:41		10/13/25		First name spelt wrong on the sample.		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive.		sample should be properly labelled before sending to the lab		Network Services

		I17250		10/11/25		16:31		10/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17267		10/11/25		09:00		10/16/25		BP reading monitoring required daily from cycle 1 day 1. Unclear in protocol when to start BP readings at home, from Schedule of events appears starts from cycle 2. However upon clarification the bp review is from cycle 2 day 1, but daily blood pressure readings needed from cycle 1 day 1. 

Due to this error patient missed 4 days of blood pressure readings				The Christie NHS Foundation Trust / Research and Innovation						Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		Patient called and was able to obtain and BP machine at home. Bloods pressure readings normal. 
Medical team aware. 
Patient is coming in on Friday where an at home blood pressure machine will be provided with a blood pressure dairy. 
Daily blood pressure monitoring added to prompt sheets. 
For discussion in risk meeting. 
Clarification about this from sponsor.				Research and Innovation

		I17130		10/11/25		22:00		10/12/25		Rn on night shift missed a long acting CD for a patient		Discussed with named nurse. Advice/support given for learning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		NIC aware, datix				Clinical Support and Specialist Surgery (CSSS)

		I17132		10/11/25		16:40		10/12/25		night nurse didn't handover or escalate news - 6 to day nurse. Pt became very SOB and agitation @11:20 , RN looking after pt escalated to dr, reg, ccot on call. REG + dr reviewed, stated not concerned and doesn't think its a chest infection so gave the go ahead for chemo. high resps and agitation when administered pre chemo meds, escalated to dr and RN looking after pt that I'm concerned. DR was happy with reg plan. pt had cardiac arrest 20 mins later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Bushell,  Lyn		Learning response required		Death						CCOT informed about escalation concerns with dr and reg. NIC aware, email sent to ward manager 

SKB moved to CSSS but SKB will support via Parent team.				Clinical Support and Specialist Surgery (CSSS)

		I17133		10/11/25		10:00		10/12/25		pt stated that RN's throughout the day have been disconnecting pts TPN from CVAD and reconnecting the same line/TPN back to patient. pt was agitated due to saying we cannot disconnect when its running as RN's have been doing so for the week while he's been IP.		WM conducted full investigation. CPE discussed with the patient to determine details and to apologise for policy not being followed. Incident discussed with all of nursing team and healthcare assistants. Added to handover and discussed in huddle.

audits implemented.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		explained to the pt why we don't disconnect TPN, stated rn's disconnect when changing t-shirt every day and reconnect him. no one told him that this cant happen. explained and advised that this shouldnt happen but he stated 'im dying anyway and to just do it' and said 'we too young to understand' . NIC aware. managed to put tpn through his shirt and was happy with this. updated on handover to remind people of correct protocol				Clinical Support and Specialist Surgery (CSSS)

		I17119		10/11/25		05:00		10/11/25		patient required 2 units RBC 
1unit given 
on request of second unit - documents showed that 2nd unit has been collected 
escalated to blood bank - who did not disclose information if 2nd unit has been collected 
Unable to given 2nd unit due to records				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Escalated to NIC 
Requested new prescription 
contacted porters / blood bank/ security - no information provided regarding collection of 2nds unit				Clinical Support and Specialist Surgery (CSSS)

		I17120		10/11/25		01:30		10/11/25		Following suspected infiltration - escalation for reinsertion of new cannula required to administer 1 unit RCB 
8 attempts to re-cannulate with successful insertion to left jugular - not practise we often see ward level 
Concerns raised by peers regarding technique as same needle was used for multiple attempts on patient who has positive blood cultures for infection 
Cannula only secured with dressing to neck - high risk of displacement in this area 
No documentation of attempts / completed		The CCU on call team including the on call registrars will be informed that the use of External Juglar venous approach should be discouraged except in life-threatening/ resuscitation scenarios. If further training in Ultrasound guided venous access is needed the doctors should contact their educational supervisor to facilitate it.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Seth,  Rajan		Finally approved		No Harm		No harm		10/28/25		Escalated to duty manager 
cannula inserted in left hand early am 
to review patency of cannula in left hand prior to removal of line in jugular 
inspected attempted insertion sites 
conversation held with patient to help alleviate stress		After a detailed discussion we agreed that the CCu registrar should have documented the events on CWP which would have provided some guidance to the nursing staff on how to use this line. Also for future we agreed that External Juglar access is not the recommended access route in current clinical practice and alternative approaches like ultrasound guided venous access or in emergency Intraosseous access should be practiced.		Clinical Support and Specialist Surgery (CSSS)

		I17122		10/11/25		02:59		10/11/25		Phosphate Polyfusor infusion possibly prescribed wrongly and given wrongly.
500ml over 10hours, clinically indicated for low phosphate		Findings fed back to medical management

Clinical Based Educator and Ward Manager on AAU have highlighted findings to nursing staff. 
New electrolyte derangement policy highlighted in newsletter. Hypophosphatemia algorithm poster in treatment room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		Infusion stopped		No harm to patient 
New clinical guidance on management of hypophosphatemia (July 2025) may have contributed to prescribing and administering error  
More education and awareness required to both medical and nursing teams of new trust guidelines on electrolyte management		Clinical Support and Specialist Surgery (CSSS)

		I17123		10/11/25		11:00		10/11/25		Patient received C2D1 Weekly Paclitaxel. 
After 26.1mls patient visibly flushed and mentioned experiencing some back pain
Treatment immediately stopped. colleagues and ACP made aware of reaction.		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication.
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain.
This then settled and patient continued with treatment over slower rate, tolerated well

Team emailed but no clinic appointment booked as patient had just seen the doctor prior to this cycle. Communication with Team via e-mail is to ensure script highlights slow rate for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/13/25		Observations checked, hydrocortisone administered under PGD. Had already had chlorphenamine as pre medication. 
A further 100mg Hydrocortisone given due to back pain still present.
ACP also advised to give paracetamol to aid back pain. 
This then settled and patient continued with treatment over slower rate, tolerated well		Documented that observations were recorded but no actual results of observations were documented on CWP so unclear how many sets of observations completed and what was the NEWS2 score.
Will email the nurse that reported the incident to highlight this and identify learning.		Network Services

		I17124		10/11/25		10:00		10/11/25		Administered 50mg pregablin instead of 25mg pregablin in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		-informed ward Dr
- informed nurse in charge
-informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17127		10/11/25		16:51		10/12/25		Patient had a cardiac arrest on the ward
CPR for 6 minutes, 2 rounds of CPR.
ROSC achieved.
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Caporn,  Alice		Incident referred to DPSIG		No Harm		Death				ALS algorithm followed
Intubated on the ward.
Transferred to CCU intubated.
Later found AaND from Macclesfield on a purple form in the notes from 3rd October - no acknowledgement of this on any CWP documentation from parent team or clerking.				Clinical Support and Specialist Surgery (CSSS)

		I17166		10/12/25		14:00		10/13/25		Patient on TPN. Firstly N4 on Friday 10th October which was dispensed on ward level/communicated with TCP. Then patient to be commenced on N9 for the weekend 11th and 12th. Two bags of N9 was requested on EPMA to send up on Friday 10th. Patient had one bag N9 on 11th however no bag was administered on the 12th therefore missed a TPN feed. Bag not found in fridge.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Dietician aware		Staff reminded to ensure using correctly named/dated bag for TPN		Clinical Support and Specialist Surgery (CSSS)

		I17300		10/12/25		14:48		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17128		10/12/25		09:05		10/12/25		Cardiac arrest on the ward
Please see CWP for full documentation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				The Christie NHS Foundation Trust / Clinical Oncology		Incident affecting Patient		No Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Incident being managed locally		No Harm		Death				No issues during cardiac arrest
ALS followed
No reversible causes, likely cardiac given history
Good team work throughout
Hot debrief undertaken				Clinical Support and Specialist Surgery (CSSS)

		I17134		10/12/25		20:00		10/13/25		Poor recording of fluid balance:
Patients Fluid balance had not been recorded from 00:00 12/10/25 till 10:00. 
Patient scored highly in the evening with low sats. Was handed over that an additional stat dose of furosemide was given  when spiked a temp in the evening. Already on BD furosemide. This has not been signed for on EMPA in PRN section of chart.		13/10 - lack of documentation - nurse involved to be spoken to. MT to find out when frusemide was given/what dose.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Brennan,  Naomi		Finally approved		No Harm		No harm		10/13/25		Temp spike from 17:00, with no paracetamol given till night staff on shift. 
Calculated fluid balance		Accurate documentation		Network Services

		I17308		10/13/25		08:00		10/17/25		Ordercoms number 9380525 :  Re-used virology label from the 12/10/2025  Requested by Kiah Singleton.		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged and sample sent to MRI in the hope that they would process it using one of their own numbers.		One label should be used for one sample.		Network Services

		I17309		10/13/25		08:00		10/17/25		Virology sample received in pink photophoresis bag.- These bags are specifically used for the test photophoresis.  Requested by Cesarina Goncalves Leite
(Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could ended up in the wrong department as it had been put in the wrong bag.)		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged, booked in and sample sent to MRI with a delay due to it going to the wrong department as it was in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17310		10/13/25		08:00		10/17/25		Ordercoms numer Patient 1: - 9380981 Virology in with biochemistry samples in clear bag. - requested by Shauna Docherty, label printed by Harriett Nicholls.  Patient 2 - 9381217 - Requested by Nicola Hewitt   (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample was delayed getting to MRI as it had been put in the wrong bag. )		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged booked in and sample sent to MRI with a delay due to being in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17311		10/13/25		12:00		10/17/25		Ordercoms number 9381115 - Virology sample in biochemistry bag.  Requested by Cesarina Goncalves Leite.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This ample was delayed getting to MRI as it had been put in the wrong bag.)		To continue monitoring ordercom incidents		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Network Services

		I17314		10/13/25		14:39		10/17/25		Patient referral received 13/10/2025, dated 04 08/2025. Was on CWP, but appears not received by New Referrals at that time.		- Referral processed as urgent due to delay.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Triaged urgently to Consultant.		- Do not send referrals via post.
- Always send to the-christie.new.referrals@nhs.net		Network Services

		I17315		10/13/25		00:00		10/17/25		Two cases for biomarker analysis were mislabelled on receipt. 
Error was detected at analysis stage.
Case B25-53008 was identified as analysed and reported following protocol. Case B25-53009 had not been reported and was rectified prior to reporting and sending according to internal QC processes.
The report was retrieved and amended before dissemination to patient resulting in a near miss incident.		See Actions tab for details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Billington,  Catherine		Finally approved		No Harm		No harm		10/17/25		Stoke hospital was contacted to inform of error and report was destroyed pending release of correct authorised report. Correct results were re-issued and electronically distributed on authorisation. Stoke contacted and confirmed receipt of the correct report.		To maintain a quiet environment with no distraction to ensure the protocol can be followed and QC checks are not missed		Christie Pathology Partnership

		I17415		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/24/25		Medicine return logged by TCP
Medicine return log reviewed by Homecare Pharmacy Technician
Datix completed where applicable 
Pharmacy Homecare team have checked CWP for any relevant background and CMM to establish if the patients medication has been re-dispensed.
Email sent to team and reply received.				Network Services

		I17418		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil - all actions taken by reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician
Datix completed where applicable 
Pharmacy Homecare Team has checked CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Patient has had further cycles dispensed since 
He usually collects				Network Services

		I17212		10/13/25		12:30		10/15/25		Patient began deteriorating in clinic - escalated to the team and outreach. Bed requested on the AAU at 12:27 by doctor. Two research nurses and a healthcare assistant waited with the patient until we were able to transfer them at 19:00. During these 6 1/2 hours the patient was scoring on the NEWS2 between 6 and 10. Outreach came to review - sepsis was suspected but were unable to complete sepsis 6 within the hour as there was not a clear plan from the medical team that reviewed the patient.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Clinical Event		Deteriorating Patient		NEWS2 monitoring		Calvert,  Sarah		Finally approved		No Harm		No harm		10/23/25		As the patient was waiting for a bed in the outpatients department (department 1) we alerted the CRF NIC regarding the incident as if an emergency were to happen it would be more safe to have the patient on the CRF rather than the outpatient department. We were advised by the NIC to remain in the outpatient department as they believed it would be unsafe to transfer the patient upstairs and were told to ring up if we needed help.				Research and Innovation

		I17186		10/13/25		11:00		10/14/25		Patient gave informed consent to V5 of PIS, however had previously been provided with V4 PIS prior to a recruitment freeze. Patient was verbally updated on the changes to the PIS over the phone when asking if he would like to join the trial, however new PIS was not provided prior to randomisation.
Patient has been randomised to the active monitoring group prior to identification of the error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Taylor,  Claire		Incident being managed locally		No Harm						Apologised to the patient. Contacted patient and made aware of the changes to the PIS, new PIS emailed to patient to read. Plan to reconsent in clinic on next visit.				Research and Innovation

		I17200		10/13/25		11:00		10/14/25		Completed pharmacy part of discharge for patient on 13/10/25, not known to me as first day covering ward. Checked medicines reconciliation on admission against current drug chart and TTO, identified pre-admission was on sodium valproate EC 500mg tablets (Epilim GR), 1g OM and 1.5g ON but was prescribed sodium valproate MR 500mg tablets (Epilim Chrono) 1g OM and 1.5g ON on admission on 02/10/25		staff reminded via email		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Seth,  Rajan		Finally approved		No Harm		No harm		10/30/25		Explained error to patient and apologised for error. Able to supply correct formulation of sodium valproate (Epilim GR) on discharge		Importance for nursing staff to ensure the correct medication is being given in relation to the prescription - ie modified release etc		Clinical Support and Specialist Surgery (CSSS)

		I17184		10/13/25		17:00		10/14/25		Patient had MR scan of spine finishing around 0820. Scan was checked with radiologist covering list who said confirmed MSCC and patient should be log rolled on to MR trolley and kept in the department. Staff were brought from CT to help and the patient was logrolled onto the trolley and put in the anaesthetic bay with his wife around 0830.  The radiologist contacted the med onc reg who agreed to see the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						When the med onc reg arrived, they also had to assess a patient who had been found to have brain mets. This patient became unwell requiring further treatment from the outreach team and the med onc reg.  After this had been dealt with, the MSCC patient was assessed and the med onc doctor would request a bed for the patient. 
The patient was made as comfortable as possible through the day, and provided with sandwiches, and water and kept lying flat. 
Patient flow was checked with throughout the day and evening but the bed for the patient did not become available until 1850.  The patient was put on Teletracking at this point. 
Shortly after this the patient pressed the call buzzer which was answered immediately by a staff member who found the patient had turned on his side and was vomiting heavily. The patient was assisted  and left lying on his side. We attempted contact with the porters to ask for the patient to be taken to the ward immediately but there was no answer at the porter's lodge. 
As soon as 2 MR staff members were available, the patient was taken to the ward . They met the porters on the way, so the patient was taken by them.				Clinical Support and Specialist Surgery (CSSS)

		I17167		10/13/25		15:45		10/13/25		patient was sat on edge of bed and fell forward onto floor (unwitnessed) - reports didn't hit head just hurt his side as he fell down.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		emergency buzzer pressed (found by hca) obs taken with no concerns, bm taken within range. ward doctor checked over, supported to stand. No apparent injuries				Clinical Support and Specialist Surgery (CSSS)

		I17179		10/13/25		16:00		10/14/25		ASU prepared Mifamurtide SOC in the AM session with 4 hours expiry allocated. Confirmation of required time given by ward to ASU coordinator. Notified at 16:00 that treatment had not administered in time and the product had now expired, patient was unable to receive treatment on the required day. Ward request for ASU to make treatment the following day, uncertain of whether they will be able to receive due to other therapy on the same day (MTX).		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed.
Service Manager has sent comms out to medics re pathway with iqemo permissions. See evidence in documentation section.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		ASU agreement to remake treatment the following day should it be required.		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed - to reallocate to HS for review and input		Network Services

		I17164		10/13/25		12:00		10/13/25		Patient A was booked for a chest aspiration that resulted in a chest drain. Patient A was not vetted or booked for a IPU recovery space. Patient need last minute space in recovery after drain was inserted. Was communicated to IPU team after drain inserted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Royle,  Gregory		Incident being managed locally		No Harm						Space created for patient. 
Emergency admission done. 
Bed booked for patient.				Clinical Support and Specialist Surgery (CSSS)

		I17165		10/13/25		13:00		10/13/25		MDT Notes left in ORTC seminar room, containing detailed information about 9 patients. Approximately 10 copies left in the room of the info.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Rees,  Amanda		Finally approved		No Harm		No harm		10/24/25		Copies removed and put into confidential waste immediately. Unclear how many members of staff used the room between MDT meeting and meeting at 1pm when sheets were disposed of.				Research and Innovation

		I17157		10/13/25		11:15		10/13/25		Bed 5 (2 missing line label) 
Bed 8 (2 Missing line label)
Bed 9 ( 2 missing line label)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Information fed back to nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17169		10/13/25		11:45		10/13/25		Patient attended for C1D8 paclitaxel. Received 23mls and reported feeling hot and flushed with a "pain in her kidneys" and appeared drowsy. Treatment stopped, observations checked, two doses of hydrocortisone given. Oxygen administered as patient was desaturating on RA. Became hypotensive so 250mls bolus given. Patient then started to stridor and adrenaline was given.  ECG done, VBG sent and blood cultures. Lactate 2.6, blood cultures taken and repeat bloods. Monitored patient until became stable.		Actions and result of actions taken	

Oxygen, hydrocortisone, metoclopramide, adrenaline given.
VBG taken, meropenem given, ECG done.
IV fluids administered. Blood cultures and repeat bloods taken.
Observations recorded. NEWS2 initially scoring - 6. then increased to 8. Reviewed by Critical Care Outreach Team.

ACP reviewed on unit -  see above annotation 
Details and reason for admission	
Taxol reaction on ORTC this morning. Seen by outreach and requires 24 hour monitoring. BP unstable. Please could she be admitted to AAU ASAP? 
Patient monitored closely.

Handed over to AACU.
Team emailed to inform of situation.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/15/25		Treatment stopped, O2 given, hydrocort administered, adrenaline given		Critical care outreach review was important in confirming treatment plan.

Most recent NEWS2 score	3
Outreach comments	
Responded to urgent clinical request following Paclitaxel reaction. 

CCU Consultant Dr Vidya & SpR Dr Mo also in attendance. 

Mary had become very flushed, hot & was complaining of back pain around 24mls into infusion. 

Infusion stopped immediately by nursing team. 

0.5mg 1:1000 Adrenaline administered s/c by nursing team due to significant wheeze, desaturation & hypotension. 

2 x 100g Hydrocortisone IV administered 

4mg Chlorphenamine administered as pre med

On arrival: 

All symptoms appear to have resolved. Observations stable and within normal range. 

No audible wheeze, chest clear on auscultation. 

Agreed for plan to admit to AAU for further monitoring. 

1L NaCl in situ. 

No further concerns at present. Team aware to re-escalate any time with any worries or concerns.		Network Services

		I17170		10/13/25		16:00		10/13/25		paclitaxel reaction immediately after start of chemo,
10 ml of chemo in, started feeling breathless, seeing lights in front of eyes, felt like dying, red face, 1 episode of loose stool, 1 episode of vomiting
 doctor alerted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		stop therapy, doctor made aware, obs check, reaction box taken and used drug as per doctors advise given, re started therapy after 30 mins in slower rates, patient tolerated well , email sent to consultant.				Clinical Support and Specialist Surgery (CSSS)

		I17171		10/13/25		11:00		10/13/25		Patient on MATrix chemo regime.
Patient confused during admission, issues with using urine bottles to measure accurate urine output. 
Documented by medics on 09/10, "Urinary catheter short term to facilitate urinary pH and output monitoring whilst clearing methotrexate, urine pH 8 or above and urine output 100ml/hr or above". 
Not done until overnight 12/10/25 whilst documented on fluid balance "incontinent". Missing urine pHs on fluid balance and U/O<100mls hr and not escalated over weekend.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Catheter now insitu. 
Medical team aware of AKI. 
Now having 2 hourly urine dips documented on fluid balance.		16/10 - Lymphoma Drs will need to be aware of how to get messages for actions to the staff undertaking actions.		Network Services

		I17172		10/13/25		12:00		10/13/25		PGD 1 hour breach. Difficult Venous access resulted in a 1/2 hour window to administer antibiotics. PGD criteria met and Tazocin and Gentamicin commenced on EPMA. Medication given late due to nurse-related confusion over which antibiotic was required and near miss with administering the wrong antibiotic (Not myself). This near miss incident will be documented separately.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Clarke,  Catherine		Incident being managed locally		Low Harm						Clinical review on admission from ANPs. Aware of delay in antibiotic administration. 
Conversation with administering nurse about error and reflection advised.				Clinical Support and Specialist Surgery (CSSS)

		I17173		10/13/25		19:30		10/13/25		Patient having a shower with 2x HC, had vasovagel epsiode.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical Event		Collapse/faint/fit		Collapse		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Emergency bell pulled. 
Outreach contacted. 
Observations, BMs taken. 
Escalated to Dr to review.		Reviewed by crash team and outreach. Patient had vaso-vagal and seizures.
All appropriate actions taken at time of review		Clinical Support and Specialist Surgery (CSSS)

		I17144		10/13/25		07:00		10/13/25		Feedback externally patient was discharged home with MASD and no district nurse referral.
Patient went on to develop cat 3 and admitted to hospice
Rapid Review requested by Associate Chief Nurse				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Patient discharged home with completed discharge checklist
Stairs assessment completed by physio				Clinical Support and Specialist Surgery (CSSS)

		I17150		10/13/25		12:50		10/13/25		referral received via post, sent to us by the secretary.  referral was dated 09/09/2025 and emailed 08/10/2025 to us.

**Awaiting email reply 17/10/25**		- Referring trust was contacted and advised on the correct process to submit referrals.
- Referral was actioned as urgent due to the delay.
- Datix was submitted per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		added the referral as urgent and emailed the referring organisation to send future referrals to us by email to avoid delay in possible treatment.		- External referral must be sent to the referrals inbox only.		Network Services

		I17153		10/13/25		14:00		10/13/25		Email referral Stepping hill. referral is dated 27/06/2025. we received it on 13/10/2025.		- Secretary sent to the NR team asap.
- Processed as urgent due to delay.
- NR team queried referring trust as to why it was delayed - yet to respond.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		i have added the referral on as urgent and let the secretary know. I have also asked the referring hospital why it was sent so late as well as additional reports.		- Do not send referrals via post.
- All external referral should be submitted via the-christie.new.referrals@nhs.net		Network Services

		I17154		10/13/25		13:45		10/13/25		patient tests booked in under incorrect patient.		To monitor incident category		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		test request deleted and correctly booked in		To book test under correct patients name by crosschecking the request and label on sample bottle		Christie Pathology Partnership

		I17155		10/13/25		12:50		10/13/25		TSRT9
Treatment radiographers noted when patient on treatment couch and when speaking to patient that fractionation had changed due to including a SIB from 23# to 25#. Pt unaware of change. Not highlighted at prep or during FDC.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		Alerted to B7. Dr contacted to speak to patient in department over the telephone. Pt happy with this. Updated annotation given by clinician. Feedback given to radiographers involved in incident.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		Network Services

		I17161		10/13/25		13:00		10/13/25		Lab numbers (1) 2662315 & (2) 2662386.  Handwritten blood request form was booked in incorrectly.  The hospital number looked like 2014 when in fact it was 2019.  Results had gone over to CWP -to Patient 2's records (deceased 2015).		All incidents are discussed during daily huddles with the reception team.  The team have been reminded to double check that the number put in matches the sample to avoid any mistakes occurring when labelling, and to ensure that checks are completed against the computer and request form during the booking in process.
A trust wide digital solution such as Ordercomms, would help to reduce this error as the clinical team will request tests via CWP and label the samples before they reach the laboratory.
Space is limited within the laboratory and no capacity to move the computer to another area that is less distraction but within range of reception.  The trust ASICS project will result in a pathology decant and as part of this the new reception area can be modelled to reduce distraction as much as possible.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Abbas,  Madihah		Finally approved		No Harm		No harm		10/24/25		Samples re-labelled, comment put in on synergy to ignore results as they had been booked in in errory		The reception section is small within pathology and distractions can lead to errors being made.		Christie Pathology Partnership

		I17162		10/13/25		13:40		10/13/25		TSRT9
Patient was set up by the treatment team with a CIVCO mattress mistakenly in place and a scan was taken. The immobilisation equipment readout procedure was completed as per protocol in the room but the CIVCO was not removed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/14/25		A superintendent radiographer was immediately informed. The treatment team informed the patient of the mistake made, and re-set up without the CIVCO mattress in place. An additional scan was authorised.				Network Services

		I17258		10/13/25		15:08		10/16/25		Incorrect DOB on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 16:20.				Clinical Support and Specialist Surgery (CSSS)

		I17259		10/13/25		07:43		10/16/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 11:12.				Clinical Support and Specialist Surgery (CSSS)

		I17260		10/13/25		14:39		10/16/25		First name spelt wrong on the sample.		Reminded team to check cross match before send sample to labs. Samples to be checked by second person.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		New sample requested via phone at 15:30.		Coordinator to check sample before sent to labs and document on notebook about blood components requested		Network Services

		I17256		10/13/25		15:15		10/16/25		No date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		New sample requested via Alertive.				Clinical Support and Specialist Surgery (CSSS)

		I17205		10/13/25		19:14		10/14/25		Red blood cell unit transfused over 1 hour instead of 3 hours as prescribed on CWP.		Transfusion Practitioner - Reported externally to SHOT 2025/010/016/HV3/010
Contacted ward Sister for further information on 16/10/2025, and ward manager on 21/10/2025, awaiting replies.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Learning response required		No Harm		No harm		10/15/25		NIC made aware. 
Asked RN caring for patient to complete duty of candour and also asked RN to escalate to the medical doctor on call. 
Observations post transfusion completed. 
No harm to patient made. No adverse symptoms identified. 
RN whom made error was open and honest and highlighted the error as soon as it was noticed.				Clinical Support and Specialist Surgery (CSSS)

		I17224		10/13/25		10:30		10/15/25		Patient had USS + FNA request for Neck + Axilla

Message sent on the 10th October to radiology on CWP to explain USS axilla no longer required but to proceed with USS FNA Neck . 
Attended for appointment both axilla and Neck USS done but no FNA to the neck.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Royle,  Gregory		Finally approved		Low Harm		Low harm		10/23/25		Contacted patient to check which area he has had a biopsy to . He confirmed only his axilla , even though he did raise the question that he was supposed to be having his neck biopsied . 

Contacted radiologist via email to ask reason neck was not biopsied. 
Spoke directly to radiologist following day , who confirmed message sent on the 10th October was not noted , and that the neck nodes were amendable to biopsy , and to book patient back in for this.				Clinical Support and Specialist Surgery (CSSS)

		I17239		10/13/25		10:20		10/15/25		An expired suture was used on a patient for wound closure. Surgeon was informed on identification of the error. Surgeon confirmed no harm to patient as the suture was expired less than 2 weeks time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Equipment incident		Medical		Damaged equipment		Wilson,  Kay		Incident being managed locally		Low Harm						Co ordinator was informed.
Escalated to band7.
Added on to the morning huddle to make aware of the staff ,the potential risks and harm of not checking the expiry before opening any consumables for the surgery .
Inspected the theatre for any other expired items.
Discarded the items.				Clinical Support and Specialist Surgery (CSSS)

		I17499		10/13/25		13:14		10/23/25		Tsrt9 
No cma moves available during image matching unsure if it was due to rejecting image?
Unable to send cma pt in pain therefore band 7 approved under protocol an additional image after manual applying bed moves in room, therefore re imaged to ensure correct moves applied
This was first incidence where additional concomitant image due to error- resulting in additional dose of 424ugy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Ensum,  Hannah		Incident being managed locally		No Harm						Band 7 informed and additional concomitant image approved				Network Services

		I17477		10/13/25		15:00		10/23/25		Ordercoms number 9380092 requested by Sandra Johns (1342)  Biochemistry urine sent in a microbiology bag.  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and sample processed with a delay as it had been put in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17454		10/13/25		12:00		10/23/25		Patient was in an emotionally difficult mood when attending clinic 13/10/2025 and MRSA swabs missed by nurse prior to his port insertion.
Identified 17/10/2025 - manager informed via email.
Port was implanted as planned 20/10/2025.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Turner,  James		Finally approved		No Harm		No harm		10/23/25		Contact made with IPU, there was a negative result from July 2025 and he was starting his eradication treatment as planned prior to procedure.  
IPU confirmed swabs will be taken prior to the port insertion.  
Also, handed over how the patient can present when he is anxious – in case he presented like this when attending.				Research and Innovation

		I17140		10/13/25		09:00		10/13/25		Student Nurse borrowed a Trust laptop and found a patient's ECG tracing, with their ID sticker, folded in half and on top of the keys.		Knowledge Services Manager made aware of the issue identified and potential risk. Subsequently understood that the issuing lapsafe was not in the library but elsewhere in the Trust.

To be followed up with Digital Lead by Friday Knight in relation to notices on other Lapsafes across the Trust.		The Christie NHS Foundation Trust / School of Oncology / Library and Learning Zone						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Knight,  Friday		Incident being managed locally		No Harm		No harm				Datix raised, informed DCSGO and Digital Matron.		Health care professional who left the information on the laptop should not have done so.
Notice to be placed on the Lapsafe in the library outlining confidentiality issues.
Student Nurse followed process correctly.		School of Oncology

		I17483		10/14/25		12:00		10/23/25		for the same patient: Ordercoms 9383162 - Virology sample sent in microbiology bag, ordercoms number 9383161 - Microbiology sample sent in virology bag - both requested by Kathleen Winter (3926).  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  These samples could have ended up going to wrong hospitals due to being in wrong bag.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Errors logged, booked in and samples sent to the correct hospitals.				Network Services

		I17500		10/14/25		14:49		10/23/25		TSRT9 Level 1 13BB md16g sb13aa cf1c
additional concomitant exposures not added into notes and not highlighted to band 7 that further authorisation needed for additional concomitant exposures
-Patient already had additional image on #3 which was recorded in nav
-However offline review after #3 decision was to repeat #4/5 but was not recorded as additional exposures as per protocol, and therefore at that point should of been highlighted to a band 7 as further authorisation from a practitioner was needed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Thompson,  Aimi		Incident referred to DPSIG		No Harm		No harm				This was picked up during end of treatment checks via additional imaging summary 
-band 7 informed				Network Services

		I17480		10/14/25		12:00		10/23/25		Ordercoms number 9382880 Req by Joshua Lentink & 9382916 (TFT) requested by Rachel Brown 2 barcoded on 1 sample. Handwritten not on the label - only one brown top bottle ?? add thyroid function on afterwards.  Two barcodes on one sample is not possible.  Analyser cannot read two barcodes.		Ordercoms training organised by the IT team and Lab team. Training video sent to area lead to cascade to staff.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		error logged, booked in both labels but added the TFT on to the 9382880 and booked the other one in with a comment stating that TFT was added to the previous number.		One barcode should be used for one sample		Network Services

		I17236		10/14/25		13:50		10/15/25		Patient confirmed they attended BCTH Bury Hospice for bloods on 14/10 at 13:50pm. Came to review her via nurse led oral sact 15/10, however no bloods on the system? Unsure where or if they have been mislocated. Apologies provided to patient and rebooked for tomorrow 16/10.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Datix completed to highlight error
Apologies provided to the patient				Network Services

		I17223		10/14/25		15:40		10/15/25		Patient complained of new severe back pain during C2 Odualag treatment.		Actions and result of actions taken	

Treatment stopped.
Medications given - pain settled.
Treatment recommenced at 1/2 rate as per ANP advice.
Who was involved or informed of the event	Chemotherapy nurse
Reasons responsible medical team not informed	ANP Jenny B involved.
Team emailed to inform as will need slow rate next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped. 
Observations taken. 
100mg IV Hydrocortisone and 10mg IV chlorphenamine given. 
Pain settled. 
Treatment recommenced at 1/2				Network Services

		I17215		10/14/25		12:40		10/15/25		Date of birth incorrect on Sample for Group and Save request.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		11/3/25		Ward informed and new sample requested				Network Services

		I17219		10/14/25		18:00		10/15/25		Pt for 1 unit red blood cells. Unit arrived to ward and G0 number wrong - taken back to lab. Next unit came and prescription said 'irradiated blood not required' however when clicking on 'view prescription' it said 'Lifelong irradiated blood required'		15/10/2025 - Transfusion practitioner discussed with the prescribing Dr who advised that when completing the special requirements checklist, it stated 'no special requirements'. Ticket placed with Tech Bar for further review.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/16/25		Called the lab to explain the error. Unit not given to patient. Informed doctor and lab who confirmed pt does not need irradiated blood. Unit of blood that we had on the ward not irradiated. 

Doctor confirmed unit can be given to patient (see anno)
All observations in RN anno on CWP. 
Explained to pt the delay.				Clinical Support and Specialist Surgery (CSSS)

		I17262		10/14/25		10:30		10/16/25		TSRT9/ level 5/ 13J/SB13F/MOD13G/CF3A
Noted prior to #4 that there were no inf isocentre marks on vacbag.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		Escalated to superintendent radiographer
inf isocentre marked on vacbag during treatment #4.				Network Services

		I17264		10/14/25		13:47		10/16/25		Sample mislabelled.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		New sample requested via phone.		To ensure samples are labelled properly		Network Services

		I17180		10/14/25		08:30		10/14/25		The date dictd is on 9 Sep 2025 on the referral letter, but our secretary received the letter on 13 Oct 2025.		- New Referrals team actioned accordingly.
- Requested amended referral letter.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Marked referral as urgent and asking referrer the reason of delay referral		- Proof read letters before signing off and sending out.		Network Services

		I17175		10/14/25		07:00		10/14/25		Unwitnessed fall in bathroom- patient found sat on floor after calling for help.
Patient states his conveen fell off whilst on the toilet, tried to pick it up off the floor but right leg gave way and he slipped off the toilet and onto the floor.
Did not hit head- able to recall event.
Patient usually mobile with zimmer- did not take zimmer frame and mobilised independently to toilet.
Safe footwear in place- hospital grip socks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations and BM checked immediately- stable, HR was elevated but patient was anxious.
Skin check- all areas appeared intact, nil visible injuries.
ward doctor and ccot alerted- ward doctor reviewed patient, see CWP.
Assisted with 2 off the floor- wheeled back to bed on commode. 
Call bell given to patient- advised to use for assistance.
Already known to PT/OT- was due stairs assessment today.
Handover updated.
Will update moving and handling care plan when lying and standing BP taken- will handover to day staff because patient has only just got back into bed.
Patient adamant he did not want us to update his NOK- happy to update her himself.				Clinical Support and Specialist Surgery (CSSS)

		I17196		10/14/25		11:30		10/14/25		Churchill Unit. Patient receiving 2nd cycle of Docetaxel. 5 minutes into infusion - started to feel very sick - also had severe back pain and looked flushed.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		10/21/25		Obs taken - stable. Hydrocortisone and Chlorphenamine given as per hypersensitivity protocol. Symptoms dissappeared almost instantly. Re-started Docetaxel at slower hypersensitivity reaction rate - no further reactions.				Network Services

		I17197		10/14/25		15:00		10/14/25		I have just received a phone call regarding this patient`s appointment letter. The lady who called said she has received an appointment letter for this patient for a scan scheduled for the 23rd of October. The lady said that the address on the letter is totally different to the one we have for the patient, and that it is her address which is an M11 Postal address, where as the patient`s is M18. The lady is NOT a patient of the Christie.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Health Records				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/24/25		I asked the lady to destroy the letter, and apologized for the inconvenience, and that we will contact the patient to let them know about their appointment. I also contacted the secretary, and I have messaged the department where the patient is attending their appointment on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I17198		10/14/25		11:20		10/14/25		The patients pump was alarming as infusion had finished. 
I administered the treatment with Super nummary nurse.  I over estimated however I assumed that there was 100mls in the bag rather than 50mls (which was what the treatment was re-constituted in). Super nummary nurse inputted the volume in pump and I thought I had seen 30 minutes on the duration however as the over estimate was wrong, it was administered over 15 minutes instead of  30. Supervised by myself and I did not check correctly.		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/27/25		I completed observations. 
Informed the patient and explained the error. 
ACP Informed and she reviewed patient. 
Patient felt well- and discharged safely and safety-netted to hotline. 
Documentation completed on CWP		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		Network Services

		I17188		10/14/25		11:15		10/14/25		Extravasation of 50 mls of iomeron 350 contrast agent for a CTPA scan.
The patient did not report express that there was any  pain during the injection				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/15/25		attempted to withdraw the contrast with a syringe, canula removed  and applied cool pack. Medical illustration took photo		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17189		10/14/25		10:10		10/14/25		Contacted by paediatric medical team - experiencing increased no of high creatinine results for paediatric patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						identified all samples run on line 1 - shut down enzymatic creatinine on line 1. 
Samples rerun on Line 2 and amended reports issued.				Christie Pathology Partnership

		I17190		10/14/25		13:00		10/14/25		Patient attended for PBT planning scans. Christie profile obtained to check creat prior to IV contrast for planning scan. CWP blood result showed creat result to high for IV contrast so not able to have planning scan. High creat result highlighted to biomedical scientist as didn't fit patient's clinical status. Patient was rebled, creat rechecked, now in normal range. Patient has to reattend for a new appointment for cannula and scans.
5 other paed patient creats high , re analysed, now  normal				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						Patient was assessed to check if creatinine result reflected clinical status. 
High creatinine highlighted to biomedical scientist as querying validity of results.
Patient was rebled via cannula to see if creatinine result was accurate.
Cannula was removed as we were unable to continue with PBT planning scans as IV contrast could not be administered.
Apology given to parents and paediatric patient.
Patients planning scans were rearranged.
Other paediatric patients with higher than expected creatinines also highlighted to biomedical scientist. 
Samples reanalysed and new creatinine results acknowledged on CWP.				Christie Pathology Partnership

		I17191		10/14/25		12:15		10/14/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minutes break as per medical team advice and protocol.		Hydrocortisone 100mg, administered under PGD
Other, metoclopramide 10mg

ACP on unit present for support, Observations taken and NEWS2 score 2 and then decreased to 0.

Patient felt better after 30 minutes and treatment completed successfully.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Patient alerted myself to feeling sick following 118mls of paclitaxel administered, treatment stopped, patient vomited.
Obs taken.
Reaction attended by two colleagies and ACP
100 mg hydrocortisone administered.
Treatment restarted at reduced rate following 30 minuted break as per medical team advice and protocol.		No documentation from ACP. If a review was not needed then documentation would of only been completed by the nurse dealing with the patient.

It was documented that the patient continued the rest of her treatment at a reduced dose when in fact it was a slower rate.

No documentation that team was emailed to ensure slower rate prescribed for next treatment.		Network Services

		I17192		10/14/25		09:00		10/14/25		2 new Gynae Clinical Oncology patients triaged on Thursday 9th October.  On Friday 10th October patients phoned by booking and left a voicemail message for patient to call back for details of Tuesday 14th October new patient appointment.  Patients did not receive message and did not call back.  Bookings team did not chase this, nor did they inform the Gynae team.  Patients did not turn up for appointment.  One category one patient contacted on the day and got a taxi to clinic.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Tuesday 14th October - patients phoned by Gynae team, urgent category 1 patient encouraged patient to attend clinic and team accommodated late arrival.  Other patients appointment rearranged.

RP - Apologised to consultant and investigated with the team.  Will update the incident review with further actions and findings.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		Network Services

		I17193		10/14/25		10:50		10/14/25		The correct consent form was present explaining what the patient were booked for on CWP. The paper consent form was correct but instead of stating 'brachytherapy' it had 'radiotherapy' in small print on the form, which weren't picked up until the WHO Time out.		Escalated on day, DATIX completed.
Ensure correct consent processes followed.
Scrub nurse to be present at sign in in anaesthetic room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Wilson,  Kay		Finally approved		No Harm		No harm		10/28/25		the entire team involved confirmed against the consent form on CWP to ensure it correlates with the paper copy. We all agreed the form provided was the radiotherapy consent form instead of the brachytherapy consent form. 

Correct Consent form was present in CWP (signed back in August)  need to ensure have correct consent form to hand at check in.		Process for brachy theatre patients needs paper consent form. Must be provided on transfer from ward.
Consent form needs to be confirmed and signed each treatment.
Scrub team did not do sign in in anaesthetic room with anaesthetic team - asked to do this in future. 
Correct consent checked in theatre by team but patient spinal and sedation already started.		Clinical Support and Specialist Surgery (CSSS)

		I17201		10/14/25		15:00		10/14/25		TSRT9
2DkV confirmation image shifts applied and additional 2DkV concomitant exposure taken by B6 without approval from band 7, outside scope of practice.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Member of staff involved contacted and  clarification of scope of practice given.				Network Services

		I17202		10/14/25		12:00		10/14/25		Patient noticed 15minutes after her scan that she felt itchy around her inner right thigh. She called the attention of a Radiographer aide who called me to assess the patient. 
She consented for me to view the area, where I noted some hives. She also said that she felt flush and noted a possible rash on her left side too. Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction. Reaction form filled and alarms put on CWP and CRIS.				Clinical Support and Specialist Surgery (CSSS)

		I17213		10/14/25		09:28		10/15/25		TSRT9 / EL4 / 13GG / CF1c / MoD13HH / SB13CC 13HH
Noted on #2 that a treatment history check (CLOCK) had not been completed after #1.
Team treating chose to read through all of the treatment/machine data as protocol on #1 without the treatment history checked being completed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13GG Recording of additional information		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Band 7 was informed.
Treatment history check was completed after #2. All data was correct.

Uncertain which B7 was informed however have discussed with the treatment team who acknowledged they should have completed the CLOCK prior to treating #2 rather than after as the patient was not in pain & the delay would have been minimal. Reminded staff of importance of checking fractionation & if #2 checking prior to taking the patient in for treatment that CLOCK has been completed on QCL & assessments tab.				Network Services

		I17422		10/14/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician 
Datix completed where applicable
Pharmacy Homecare team has checked CWP for any relevant background and CMM to establish if patient has had their medicines re-dispensed.
Team aware and further supply has been made ready for collection.		nil		Network Services

		I17318		10/14/25		12:00		10/17/25		TSRT9

S2 patient - Patient activity  was in as lung for Oesophagus patient - IRMER site states diagnosis Oesophagus and site as mediastinum/scf. 
Preset fast lung M10 was used, noticed after patient was scanned #10 by s11.  Discussed with B7 who advised chest M10 should have been used,  resulting in more exposure than intended by protocol.  4mGy total over 10 #'s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Feedback to s2 staff				Network Services

		I17675		10/14/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC : 1 unit of platelet was requested on the 13/10/2025 @ 09 :57 AM, and it reflected on the laboratory result as pending, meaning request was received by the laboratory. On duty resumption today(14/10/2025), a call was placed to the blood bank via the ward intercom to inquire about the time when platelet would be issued. The laboratory personnel, stated on phone, that it would be ready by 15 :30hours because they were low in stock. (CONT)				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						@ Exactly 15:30hours, I rang the blood bank requesting to know when it would be issued as its still not reflected on the system as issued, then I was informed that a request form wasn't sent which was quite unusual as the RMO on shift stated he did send a request form. He however prepared another form, which I sent to the laboratory. I called for the third time to inquire when it would be ready and a staff confirmed that the previous form might be somewhere.

The above however caused a lot of distress and anxiety to my patient including the team.  Platelet was however issued late, and patient left late with partner who is to drive long distance to Scotland				Christie Pathology Partnership

		I17645		10/14/25		13:20		10/29/25		TSRT9 
During data input it was noticed that immobilisation devices used at RTP were missing from site set up, B7 alerted, able to determine no civco mattress used and nothing under knees, any poly can be used depending on patient preference. Note added to Navigator, this information was added to Site Set Up following confirmation of appropriate position on #1 CBCT scan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						Able to determine immobilisation used.
Note added to Nav.
Site set up amended following CBCT confirmation of appropriate position.				Network Services

		I17329		10/15/25		15:30		10/17/25		IQemo prescription for 15/10 Carboplatin and oral Etoposide C2 D1.
- Carboplatin given as prescribed.
- Etoposide missed. PO tablets were supplied by pharmacy that day- pharmacist handed over to NIC that the SACT tablets were present on the ward.
- Etoposide not prescribed on CWP. Was supposed to be given at the same time as Carboplatin. One dose on Day 1, 2 and 3.
- Missed Day 1 and Day 2 of Etoposide.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Issue raised by ward pharmacist. Team doctor informed. Ward doctor informed team registrar as was unsure. Reg advised to re-prescribe for today to start day 1 and continue regime. Filgrastim to be prescribed 24 hours after last PO SACT. 
Team doctor informed patient for duty of candour.				Clinical Support and Specialist Surgery (CSSS)

		I17320		10/15/25		15:30		10/17/25		TSRT9

Incorrect image preset used #1-3. Small FOV preset used despite isocentre being greater than 13.5 cm away from lateral aspect of GTV/CTV.

Identified on #3 online image as unable to visualise full GTV/CTV - escalate to B7.

Additional dose to pt = 3.2mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Escalated to B7 online #3.

B7 justified additional image using Medium FOV preset to ensure GTV/CTV captured within XVI reconstruction.

Images not escalated previously (#1/#2) - unable to retrospectively assess coverage as image acquisition not adequate.

Preset changed offline for future #s.				Network Services

		I17301		10/15/25		16:05		10/17/25		Unit of platelets was collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.		Discussed incident with individual concerned who advised that there were no issues with the computer and they were adamant that they used CWP to collect.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Able to confirm traceability using the corresponding laboratory compatibility form.
Collected on 15/10/25 at 16:05.				Capital, Estates and Facilities

		I17295		10/15/25		22:40		10/17/25		Patient received a unit of RBC’s and the pre transfusion vital signs completed one hour and 25 minutes prior to its commencement.
NEWS not completed within the timeframe for transfusion vital signs.		Staff reminded to ensure		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Transfusion practitioners informed		Staff to ensure observations taken within 60 minutes of starting a transfusion and that this is documented in CWP prescription.		Clinical Support and Specialist Surgery (CSSS)

		I17296		10/15/25		14:50		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17413		10/15/25		22:30		10/22/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly as G095 562 542 313 7 on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 423 137 *				Clinical Support and Specialist Surgery (CSSS)

		I17263		10/15/25		12:21		10/16/25		Crossmatch sample mislabelled.		Scan for safety to help ensure proper documentation
Ward managers to documentation of crossmatch at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		New sample requested via Alertive.		To  accurately document cross matched sample for the benefit of patient safety.		Network Services

		I17255		10/15/25		21:00		10/16/25		Insufficient sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Tried to request new samples, no answer from the ward.				Clinical Support and Specialist Surgery (CSSS)

		I17270		10/15/25		13:00		10/16/25		set opened, set checked, on the instrument checklist 6 hiess, 7 heiss in the tray, tray used, note made  on the checklist, counts correct, set sent back with 7 heiss
CHR00000020, 299377237,		Issue reported to Steris.
Discussions had with team and at the staff meeting on process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Wilson,  Kay		Finally approved		No Harm		No harm		10/27/25		tssu staff informed coordinator the next day, coordinator escalated to TSSU band 7 and TSSU lead, datix completed		ensure that all instrumentation matches tray sheet before use as part of operation count.		Clinical Support and Specialist Surgery (CSSS)

		I17272		10/15/25		12:23		10/16/25		Patient was admitted to the CRF Unit, completed C1D1 on 14th of October. Patient still an inpatient for C1D2 trial procedures. As per protocol, patient is to skip the morning dose of trial treatment and to not be dosed until after 36hr post-dose assessments completed. Reviewing Dr notified that patient had been incorrectly dosed at the 24hr point with trial drug. This occurred prior to 24hr post-dose assessments were completed. As a result, the 24hr and 36hr post-dose assessments will be invalid				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Finally approved		No Harm		No harm		10/23/25		PI of the trial informed, patient reviewed by the doctors to assess if any AEs had occurred. Sponsor informed via email. Dosing at the 36hr mark had been withheld so that patient only dosed the once on C1D2. Patient informed of error as part of duty of candour. DATIX completed. To be escalated in monthly RISK meeting.				Research and Innovation

		I17273		10/15/25		12:00		10/16/25		TSRT 9

Picked up at #1/20 during cross check of iso move directions in the room that CMA move had been input into site setup incorrectly. Post move so should have been +2.2 but input as -2.2.		- Corrected error. 
- Discussion with staff involved. 
- Documented.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Ensum,  Hannah		Finally approved		No Harm		No harm		10/30/25		- Band 7 informed. 
- Cross checked plan and amended CMA moves. 
- Patient aligned to tattoos again and CMA moves reapplied. 
- Cross checked move directions against plan and correct. 
- Proceeded to image which was acceptable. 
- Treatment completed as planned.
- DATIX submitted.				Network Services

		I17286		10/15/25		13:11		10/16/25		Patient reacted to Carboplatin, volume infused 360mls.
Eaction grade 2:
Itchy palms, swollen fingers, rash on face and neck, slight rash and tingling around mouth.		The correct procedure was followed- carboplatin hypersensitivity protocol followed. 
Patient will continue treatment but on a de-sensitising regimen		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		Moderate Harm		No harm		10/17/25		Stopped the treatment, IV Hydrocortisone and IV Chlorphenamine  administered. Recovering within 10min., swelling settled within 30min.
Escalated to the consultant. Patient for  Carboplatin de-sensitisation.				Network Services

		I17220		10/15/25		09:05		10/15/25		There are 2 consent forms in the patient notes. The latest date is the correct consent form which matches the list. This was used at check in by  the waiting area A/R prac. and the anaesthetic practitioner for T1. However, in the anaesthetic room the old consent was shown to the scrub nurse and signed by the anaesthetic prac. The patient had correctly verbally consented, on checking in.  It was identified in time out that the old consent form had been used in the anaesthetic room check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Jones,  Tracey		Incident being managed locally		No Harm						Spoke to the surgeon at the table and queried removing the old form however he said to retain it as a record of conversation.  Carried on the time out using the correct consent form. Asked line manager how to proceed,  who checked the check-in consent , which established the patient had verbally consented as per the correct form. NB Team commented that It did not help that the list order changed last minute, as the scrub  team were already prepped to carry out SLNB on the original first patient, so may have had that foremost in mind. SLNB was the procedure on the incorrect consent form.				Clinical Support and Specialist Surgery (CSSS)

		I17221		10/15/25		00:00		10/15/25		I have on two recent occasions (details below) identified radiology reports that show my name as one of the reporters on a scan when I have had nothing whatsoever to do with that scan or its report. This is a result of a setting in SECTRA PACS that auto-populates additional names on reports unintentionally. It is hard to detect the scans that have inaccurate author details. This represents a risk to the patients, reporters and to the trust - insufficient character allowance to explain				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		PACS manager and consultant PACS experts within department informed. Raised issue at consultant meeting with departmental leads present. Requested that reports be corrected - at time of writing my name is still erroneously recorded against the affected reports.
 
The functionality that introduces the risk is built into our computer systems and as such is very difficult to eliminate. It is also very hard to detect when it has happened - both the reporter and the person erroneously named as reporter can be unaware. I have only detected these cases by chance and we have no way of telling how many patients are affected across the department.

There is risk to patients because referrers can be falsely led to believe there has been consultant review of scans when there has not. 
There is risk to consultants who could be falsely held responsible for errors in radiology reports that they have had absolutely no input in.
There is risk to trust as this false documentation of reporters undermines their ability to investigate incidents and patients complaints involving radiology reports.

Scan reports that I know to have been affected (and still have inaccurate author details) are:
RBV202107068 FDG PET-CT dated 6/9/25
RBV202310044 XR Chest dated 30/9/25
RBV202502082 XR Chest dated 30/9/25
RBV202502185 XR Chest dated 30/9/25
RBV201914656 XR Chest dated 30/9/25				Clinical Support and Specialist Surgery (CSSS)

		I17222		10/15/25		10:40		10/15/25		Multiple interlocks including Layer switch error, Generator time out, emergency stop etc )during the middle of second beam of SUP isocentre. Lost couch compensation. Informed MCR and Superintendent.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Compensated couch and additional 2D taken.				Network Services

		I17216		10/15/25		10:10		10/15/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Team took the image, proceeded to open the 2D online image review workspace which opened behind tabs on a different computer screen. Engineers were called and refreshed each individual screen to try and open the workspace on the correct computer. Engineers restarted the CCP and Band 7 authorised another image.  2nd Image taken and matched well.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Band 7 and engineers informed. Patient wanted to sit up so radiographers went into the rooms to help. Engineers restarted the CCP and Band 7 authorised another image.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		Network Services

		I17217		10/15/25		11:05		10/15/25		HCAs found a DTI on pt's buttocks. Have made nurse in charge and nurse aware.		HCA Away Day in December focus on pressure area prevention and care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		No Harm		No harm		10/22/25		Medical illustration came up for her but she declined. 
TVN referral done. 
To update SSKIN bundle. On regular turns. 
Datix done.		All correct actions at time of finding DTI 
Ensure consistent and regular pressure area care given prior to DTI		Clinical Support and Specialist Surgery (CSSS)

		I17218		10/15/25		10:40		10/15/25		it was C1 D1 administering paclitaxel, 300 mg in 1 hour. after administering 205mg  patient felt hot and flush. so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Nurse that made the drug error had administered the 3 hour paclitaxel over 1 hour and has been open and honest about their mistake and emailed the team. 
The team stated - 
Thank you for updating us.
Please can you complete a DATIX just for learning purposes? (which has been done)

I don't think we need to make changes to her iQemo script at this point,  as her reaction was due to a mistake in her paclitaxel rate in this instance. 

Very best wishes from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		so medication stopped Dr  informed and reviewed the patient. OBS done which was normal.  it finished in few mins. Hydrocortisone PGD given.		Take time when administering chemotherapy. Ensure correct route, dose and rate. If unsure always check with another member of staff or an educator.		Network Services

		I17225		10/15/25		12:45		10/15/25		patient bone marrow request scanned onto wrong patient on cwp		scan removed
discussed with staff member to check correct patient record identified.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Broomhead,  Jan		Finally approved		No Harm		No harm		10/31/25		bone marrow request scanned onto correct document				Network Services

		I17234		10/15/25		13:10		10/15/25		On the 3rd reduced rate of paclitaxel pt complained of chest discomfort, flushing to the face, tickly cough.		Note  from review by SpR MedOnc on call

Alerted to review patient due to ?paclitaxel reaction despite rechallenge with desensitisation pre meds and slower rate

Part way through reduced rate of paclitaxel patient suffered a new cough, left sided chest pain, mildly tachypnoeic on obs

Received 200mg IV hydrocortisone in all 

On attending, obs normal, pain and cough resolved

ECG - AF (known AF), rate controlled, nil ischaemia

O/E

HS dual

Chest clear

No tongue/lip swelling

No rash

Imp

Grade 2 Hypersensitivity to rechallenge paclitaxel

Plan

1. Informed clinical oncology team

2. Not for further paclitaxel today; for carboplatin today		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Infusion stopped immediately.
Asked for help.
NEWS2 completed.
IV 100mg Hydrocortisone given under PDG by Sister on ORTC.
As symptoms still persistent after the first bolus of hydrocortisone, second 100mg IV Hydrocortisone administered under PDG by Sister with a good effect.
IV 1g of paracetamol administered for pain by Sister as per IQEMO.
Concerns escalated to clin onc who came to review pt. 
ECG completed. 
Pt reports feeling better, pt not for re-challenge of paclitaxel as per clin onc		Message from patients medical Team 

Many thanks for reviewing pt.

Patient had a taxane reaction G2 on C2 and was re-challenged as per protocol for C3 (today), unfortunately he had another G2 reaction so will continue carboplatin and paclitaxel discontinued. He is very well and I agree to continue carboplatin today.

I have discussed this with other members of the team not for further paclitaxel and continue single agent carboplatin. Wil amend script to reflect above.		Network Services

		I17235		10/15/25		00:00		10/15/25		Hospital letter scanned on incorrect date 24.10.2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/17/25		Scanned on correct to correct date 24.09.25				Clinical Support and Specialist Surgery (CSSS)

		I17230		10/15/25		10:03		10/15/25		Patient  had Paclitaxel in 3 hours but by mistake I started it at 1 hour. after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		Low harm		10/20/25		after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		Network Services

		I17231		10/15/25		14:20		10/15/25		Transport failed to collect patient for her treatment. Was arranged with transport managers with less than 24 hours notice due to the patient being treated at a different site and reassured this was ok. Transport failed to collect patient resulting in the patient missing RT. Transport contacted and mentioned that it is not possible to arrange with less than 24 hours noticed and that this should never have been booked in.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		18B Transport issues		Scott,  Andrea		Incident being managed locally		No Harm						Patients radiotherapy was cancelled for today. Patient contacted via phone and informed that an appointment will be added on to the end. As a result of this transport failed, this additional appointment has cause issues with capacity.				Network Services

		I17232		10/15/25		11:00		10/15/25		IPU outpatient plastic clinic lead by SHCA who had patients ready to be seen at 08.50 (start time 09.00). Delayed start with the surgical team not seeing patients until 09.20am. Clinic delayed through the morning as a result. At 11.00am, 4 x (1 new, 3 f/up) patients. 24 pts in total experienced a delay ranging from 20minutes to 90mins.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Smith,  Lydia		Incident being managed locally		No Harm						IPU co-ordinator apologised and informed patient of delay on behalf of the plastic surgeons and clinical nurse specialists as clinic progressed. Refreshments offered with explanation. Datix submitted.				Clinical Support and Specialist Surgery (CSSS)

		I17240		10/15/25		14:00		10/15/25		I have noticed that paclitaxel infusing through a filter line that was not changed after pembrolizumab upon administration by my colleague.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		Infusion paused. 
Advise sought from CPEF who advised me to attach another line on the 3-way tap and re-start the paclitaxel that way without disconnecting the line to prevent leakage of chemotherapy. Pt aware that 17mls in the line of the treatment will be lost as we are not able to give treatment through the line used for pembrolizumab. Pt upset about it. Pt tells me that ''I had no problems in blue team last time, my son doctor is not going to be happy about this''. Conversation witnessed by Sister on ORTC. Re-assurance and apologies made again to the pt.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		Network Services

		I17241		10/15/25		14:50		10/15/25		Patient received a platelet transfusion. End observations not completed. Patient sent home without end observations.		Action created on the action section of this record. 
Incident to be closed		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Patient contacted to check that they feel well as has previously reacted to platelets. Discussed with staff member who forgot to complete end observations.				Network Services

		I17242		10/15/25		14:11		10/15/25		Phone call from Salford labs patient AFB positive. Awaiting further sputum samples.
Medical annotation 14/10/25 13:23 'given Quantiferon +ve, will send sputum samples t test fr TB - indicates exposure '.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Perry,  Liz		Incident being managed locally		No Harm		No harm				Alertive sent to nurse in charge on ward 4, ward manager, patient flow and Medical doctor in charge of care. Patient isolated. Patient contacts noted for Surveillance on IPC tracker. On call microbiologist informed. On call microbiologist to contact Salford microbiology due to cover day shift tomorrow. Ward 4 matron and Lead nurse contacted to inform. Ward manager contacted to compile Staff exposure list. Occupational health contacted. Spoke to medical doctor via alertive more samples to be sent and to be reported to UKHSA.				Clinical Support and Specialist Surgery (CSSS)

		I17243		10/15/25		16:42		10/15/25		After 25.5mls patient started to feel unwell, flushed and chest pain. 
Observations checked 
BP 148/79
HR 66
SATS 94%
RR 27
TEMP 37.2

3L via nasal specs to help 02 recover to 100%		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	

Treatment stopped immediately, colleagues made aware.
100mg hydrocortisone administered and 10mg chlorphenamine given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware

Medical team emailed to follow up		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/16/25		Treatment stopped immediately, colleagues made aware. 
 100mg hydrocortisone administered and 10mg chlorphenamine  given
Started to settle, SATS 93% and 3L Nasal specs - SATS recovered to 100%
Can restart over slower rate and will email team to make aware				Network Services

		I17244		10/15/25		07:30		10/15/25		Patient seen on AACU 14/10/25 for attempted NG tube insertion (head and neck ca). Patient declined to stay overnight for NG insertion 15/10/25 mane. Patient returned to Christies 15/10/25 mane but was unfortunately taken to outpatients instead of IPU, where the staff member sent him home as no o/p appt on system. Bolton Hospice liaised with IR co-ordinator on patient's return and made decision to blue light back to IPU for NG insertion due to low blood sugars and no way of feeding patient.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Berman,  Danielle		Incident being managed locally		Low Harm						IPU co-ordinator phoned outpatients where member of staff confirmed they turned pt away earlier today. IR team attempted further NG tube insertion on return to Christie - IPU where they were unsuccessful. Patient refused further NG insertion attempt. In line with patient's request and consultant radiologist aware, patient transferred back with same ambulance crew to hospice where he will reattend for an outpatient appointment mane 16.10.25. Parent team consultant messaged on CWP. Attempted to message team/CNS via Alertive, however at this time it was 16.30pm - OOH. Handover given by IR team to hospice.				Network Services

		I17245		10/15/25		17:30		10/15/25		Started on rechallenge caelyx
After 13mls complained of slight 'twinge' in lower back.
Infusion stopped and pain resolved. After discussion with senior nurses treatment restarted.
After 17.9mls back pain returned. Still very mild.		Then following above situation - Patient appeared flushed and red after 96mls of Caelyx total
Infusion stopped and 100mg hydrocortisone administered under PGD
Obs documented and improving
Currently on 4l oxygen nasal cannula
To be reviewed by Junior Dr before deciding to go home
to email team

Doctor documented - Carbo/Caelyx on hold - requested clinic FU on 28/10 as had x2 reactions to caelyx despite changes made to script and pre med chlorphenamine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		infusion stopped and contacted on call Akhlaq Maan who advised likely grade 1 reaction, and that given back pain now resolved can give 100mg hydrocortisone and rechallenge. To stop and not rechallenge if back pain reoccurring.
Hydrocortisone given under PGD at 18.10
Restarted treatment at 18.30
So far no recurrence of symptoms
To email team		Always confirm plan with doctors if outside of protocol.		Network Services

		I17246		10/15/25		08:30		10/15/25		Patient fell off toilet, landed onto knees with zimmer frame holding upper body up. NIL head injury. Emergency buzzer pulled, assisted back from fall to bedside chair via commode. Patients observations recorded and fine, doctors aware and assessed patient for further injury. NIL further treatment needed related to fall		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I17247		10/15/25		19:00		10/15/25		Patient went off ward. 
Came back with porter and seemed unconscious. 
Porter reported she was found on side of road. 
Taken back to bed. 
Patient not making sense. 
Not able to communicate. 
Observations taken. BP low. Asked Dr to prescribe stat dose of fluids. 
Bms stable. 
When helping patient to bed found substance in a packet. Looked green and brown and finely chopped. 
Gave to NIC. Locked in DC cupboard. 
Patient safe in bed. 
Will continue to monitor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations taken. 
Bms taken. 
Reported to NIC and Doctor. 
 [incident I17251 has been linked to this record as it involves the same patient - MSO]				Clinical Support and Specialist Surgery (CSSS)

		I17484		10/15/25		08:00		10/23/25		Ordercoms numbers 9383243 and 9383241 requested  (3778) - CPW samples sent for virology testing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and comment added in synergy.				Clinical Support and Specialist Surgery (CSSS)

		I17485		10/16/25		08:00		10/23/25		Ordercoms number 9384727 requested by Jessed Oliver Ext 1197 -  MRSA swabs in virology bag. (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and samples sent to Salford.				Clinical Support and Specialist Surgery (CSSS)

		I17457		10/16/25		14:33		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17458		10/16/25		12:00		10/23/25		Addressograph cut off on request form for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17248		10/16/25		01:45		10/16/25		POCT VBG 15/10/25 at 5.45am and POCT VBG at 01.45 16/10/25, patient on 2 litres O2 and FiO2 should be 28% but is 21% on VBG- RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				Clinical Support and Specialist Surgery (CSSS)

		I17287		10/16/25		13:00		10/16/25		TSRT9/level 5/ 13i /CF1c/CF2c/MD13i/SB13i

#3 DIBH 3 field breast
Radiographers imaged TP but omitted SCF image. Realised after delivering 80mu.
Paused beam and escalated to B7		reminder to staff to follow protocol		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		As beam had been partially treated decision made to deliver beam.
Daily imaging
SGRT used for monitoring
TP in tol, SCF in tol previous 2 #s
Staff reminded of importance of making sure following protocol.		follow protocol		Network Services

		I17288		10/16/25		15:50		10/16/25		C1D15 Paclitaxel
18mL has gone through
patient appeared red in colour
chest tightness and back pain		Medication given for drug reaction	
Oxygen as saturations were lower than normal threshold. And patient had chest tightness.
Hydrocortisone 200mg, administered under PGD
Actions  taken - followed the hypersensitivity protocol
Patient tolerated slow rate and completed the dose.
Emailed- Responsible medical team

medical team documented in notes - 	
Emailed about recent hypersensitivity to paclitaxel. I have added in dexamethasone pre-med and asked for slower rate of paclitaxel.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Stopped infusion
called for help
Obs taken
Dr on duty informed
Hypersensitivity protocol followed
Patient felt ok within 15-20 mins		Cannot see on CWP that observations taken or documented. Will clarify with nurse who submitted datix.

Spoken with nurse who as present at reaction - email sent from her states - 

Apologies, I didn’t realise that I hadn’t documented the observations on CWP . However, I remember that the patients Spo2 dropped to 93-92 and the patient reported experiencing chest tightness. Oxygen was applied for approximately 10-15 mins after which the patient Spo2 maintained within normal range on room air .Other vital signs were within normal limits. Restarted the treatment after 30 mins on slow rate and patient completed the infusion without any issues.		Network Services

		I17289		10/16/25		16:00		10/16/25		Bone marrow transfusion brought to the ward at 4pm with 1.8 litres to be infused. It was not possible to infuse it all with hours.		Discussed with the lab team:
A reminder to think about dilution factors.
For future BMH, if this happens again, to prioritise issuing this above other transplants / workload.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Stem cell		Stem cell		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Bone marrow infusion given with consent from medical team.				Network Services

		I17290		10/16/25		19:25		10/16/25		Patient had completed third desensitizing bag of carboplatin, returned from the toilet reported she felt very warm, appeared slightly flushed, also mentioned itching around abdomen and down arms.		Team emailed to inform them 
They will need clinic review to consider future treatment.

NEWS2 score initially 4 then decreased to 1. Safely discharged.

Consultant documented -
Reacted to carboplatin on de-sensitisation protocol after approx 1/8 of the dose.

Stop carbo, continue with SA paclitaxel		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/20/25		Treatment stopped, piriton and hydrocortisone given under PGD, observations recorded and stable. Resolved quickly, patient discharged.		Patient safely discharged and communication sent to team.		Network Services

		I17291		10/16/25		15:00		10/16/25		Pt has increasingly become more confused today. Pt was very agitated that she has been flailing and writhing that she had 2x witnessed falls assisted to the ground from her recliner chair, we have used a hoist to get her back in bed. Pt was very frightened and unable to reason with. Emergency buzzer was pulled both times.
On 1:1 supervision. Aw capacity assessment for DOLS.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Drs made aware and reviewed. 
Needs a capacity assessment
Pt did not hit her head. No evidence of lacerations
Pt currently very confused, Lying and standing blood pressure inappropriate at the moment. 
CSU taken.		Difficult and complex situation, rapid disease progression 
NOK updated regularly throughout last week of life. All MDT involved to best support patient		Clinical Support and Specialist Surgery (CSSS)

		I17274		10/16/25		14:30		10/16/25		Patient referred for PICC line insertion as previous PICC removed due to ?infection.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team stated this would be done.
On arrival to ward, patient states only used eradication wash once and was told by her RN to only wash her arms so full body wash not done and full eradication not completed.		Contact IPU for information/posters regarding eradication treatment and disseminate to the teams. Introduce this to Induction of new staff.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		NIC of ward informed.
Patient informed and advised of reason for eradication therapy and advised to recommence full eradication while IP on ward.		Ensure staff are aware that eradication treatment pre line insertion is for 2 days and full body coverage. In urgent situations staff must speak IPU for clear guidance		Network Services

		I17275		10/16/25		10:00		10/16/25		Patient referred for PICC line insertion.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team happy to proceed on 1 day eradication only due to urgent clinical need.
On arrival to IPU, patient states only wash his left arm with eradication wash as advised by his RN that morning.		Discuss the procedure of pre line insertion eradication treatment on induction of new staff. Ask IPU for information or poster they may have for the clinical areas		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		Patient's right arm washed on IPU with Octenisan wipes, as PICC line was due to be inserted on right arm. Advised patient of importance and reason behind eradication therapy and advised to continue with full body wash whilst remains an IP.
NIC of ward informed.		Increase awareness within the clinical areas of the pre line insertion eradication process.		Network Services

		I17276		10/16/25		15:15		10/16/25		TSRT9 13CC SB3i MD13CC CF3a
machine fault after XVI review 
patient off the bed and taken to another machine, resulting in an additional image		MLC not ready - Y1 8 not moving - Replaced - Shape test 2x completed - SC completed lightfiled		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Raisbeck,  James		Finally approved		No Harm		No harm		10/20/25		MLC fault 
engineers called and patient taken off the bed 
moved to another machine with an additional image authorised by band 7 
Additional image 0.8mgy delivered		Leaf key failiure.		Network Services

		I17271		10/16/25		13:30		10/16/25		Patient was due Irinotecan today. It is prescribed over 30 minutes, however she has for awhile required an Atropine injection prior to administration due to cholinergic symptoms. The Irinotecan was administered over 30 minutes rather than 1hr 30 min despite the Atropine being given prior.
Patient complained of further cholinergic symptoms including excess saliva production and mild stomach cramps so a second dose of Atropine was prescribed and administered.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/27/25		Senior nurse discovered that the Irinotecan was given over an incorrect time, it was given over 30 minutes instead of 90 minutes. The patient was informed and apologised to. The ANP on unit was informed. Observations taken and patient monitored. Nurse who administered the chemotherapy was informed as well.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		Network Services

		I17268		10/16/25		10:00		10/16/25		Ptt had robotic total hysterectomy on 9.10.25. Sent home with catheter and TWOC appt for 16.10.25 on IPU. 
Pt called on 15.10.25 and not attending due to travel issues. When asked if a DN referral was sent, as requested by pt on d/c, pt informed no referral was sent. Pt then stated that she would remove it herself. IPU scheduler documented this on CWP, however, did not escalate this verbally to any senior medical team member. Upon calling the pt on 16.10.25, pt has removed it herself.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hibbert,  Caroline		Finally approved		No Harm		No harm		10/30/25		Called patient to ask if she was okay. No answer. Called mother, who confirmed the patient had "cut out" her catheter. Passed coordinator number to mum to pass to patient. 
DN referral completed in hopes they can go out today she assess patient is well.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		Clinical Support and Specialist Surgery (CSSS)

		I17269		10/16/25		00:00		10/16/25		Wrong Oncotype result in notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Datix filled in so that I can request IT to remove it. Correct Oncotype report requested.				Network Services

		I17252		10/16/25		08:40		10/16/25		i have scanned documents for the wrong date. 

the 2 documents are:

histopathology -- scanned in on 15/10
mr scan -- scanned in on 14/08

i was informed by the proton mdt team				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Bryan,  Dwain		Finally approved		No Harm		No harm		10/21/25		i called them to clarify which documents they wanted me to remove as it wasn't straight forward. they advised which ones to remove. i have asked techbar to remove these documents				Network Services

		I17265		10/16/25		09:00		10/16/25		TSRT9 / LEvel 5 / 11V / SB11t / CF7a MD12l
Plan not ready in timely manner. Not exported to radiotherapy prep with enough time to ready it for patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/31/25		Pt due #1 @ 10am 15/10/25. Plan had dose verif evening of 15/10/25. Needed final check 16/10/25 am. Finally exported to prep @9am 16/10/25 giving 1 hour for input/check/image prep process to take place. Noted at prep that intent to treat annotation was inadequate so needed to contact Dr to do this further slowing this process.

Further investigation
Late export from treatment planning had been accepted by prep room, owning to the DV requirement it wasn't possible to export any earlier. 
Delay re Intent treat annotation is a separate from treatment planning delay.				Network Services

		I17412		10/16/25		13:35		10/22/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Documented as G095 625 382 732 9
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 382 739 K				External Other Trust

		I17297		10/16/25		13:00		10/17/25		Document accidentally uploaded under 'date received' rather than 'clinically relevant date'				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Put a ticket into techbar requesting the document to be removed, so that it can be re-uploaded under correct date. Request - INC-117849 - document has been removed.				Network Services

		I17293		10/16/25		20:30		10/17/25		MASD to skin under both breasts, lower stomach and groin areas. Present on admission, has been using barrier creams at home, due to perspiration not incontinence.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		TVN referral, barrier spray applied and given to patient. NIC informed.				Clinical Support and Specialist Surgery (CSSS)

		I17294		10/16/25		21:00		10/17/25		CD was taken out for patient at the right time - no access was available so cd was wasted but EPMA wasn't updated so the reminder was gone. CD ended up not being given as by the time I realised it was too late and would have disrupted future doses - dr made aware - pt states no pain but will monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Informed dr, wrote datix and will inform ward manager when on ward				Clinical Support and Specialist Surgery (CSSS)

		I17282		10/16/25		15:40		10/16/25		patient had an extravasation while on the scanner, first flush of cannula was fine. pt. confirmed no discomfort then .checked on pt and they confirmed no pain during scan.  however ,  during scan, there was no contrast on image.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		scan was stopped immediately. made sure patient was okay . medical illustrations was contacted . pt. was given an ice pack to apply on area of extravasation and arm was elevated for 5-10mins. 
pt was given follow up instructions on how to manage the extravasation and reassured everything would be okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17280		10/16/25		15:43		10/16/25		CT scan was needed to be done of this patient's thorax, abdomen and pelvis. Test bolus injection  of 10mls of Saline given at 2mls/sec. This went through fine. Patient injected with iomeron iodinated contrast agent. 19.7mls went in but the patient said she was feeling pain so the injection and the scan was stopped. I went in to check and the contrast has extravasated into the skin. 8 CM X 6CM LUMP - SWOLLEN AREA. RED AND TIGHT SKIN. MASSAGED AREA, ELEVATED WRIST AND ASPIRATED AS MUCH AS POSSIBLE				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		Aspirated as much contrast out of wound as possible. - approx 6mls. Massaged skin, cold compress applied. Limb elevated. Checked with patient that pain had subsided and she said it had.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17321		10/16/25		18:30		10/17/25		I came on to my shift on the morning of the 17/10/25 and noticed that the patient had a bag of saline with 4% glucose running, I queried this with the nurse who had been looking after them overnight and he said he wasn't the one who put it up, looked at the prescription and noticed it was meant to be hartmans running. informed doctors, checked pt blood sugar which was fine. 

had to select diabetic medication as option for saline wasn't available		spoke to nurse who had put up incorrect fluid - asked her to complete a reflection		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		drs informed, bag of fluid taken down, blood sugar checked		importance of checking correct fluid being administered		Clinical Support and Specialist Surgery (CSSS)

		I17313		10/16/25		16:20		10/17/25		Immunotherapy  attached to A line rather than B line in error. Immunotherapy then removed from A line and reattached to B line in blue tray. When attaching B line to pump the clamp was not on and caused a spillage of about 5ml before line was attached to pump. The Spillage went on pump and small amount on the floor. 
None went near the patient.		Spillage discussion had with reporter on the day of incident.  Minimal spillage ? saline ? treatment - reported approx 5mls spilt in try and droplet on floor.  Advised re following spillage policy.  Discussed with NIC.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ingham, Mrs Andrea		Finally approved		No Harm		Low harm		11/5/25		Spillage kit used. Floor cleaned, pump cleaned and domestic was to be made aware to clean floor. 
Pump isolated.
Medical team made aware. 
Ward manager made aware. 
Once first administration was finished new IV line was used. Was deemed correct from medical team to continue with infusion rather than wasting drug		Ensure staff know how to utilise the infusion devices and know how to trouble shoot when something untoward occurs. 
The patient and the nurse remained safe and were supported by other appropriate staff during the incident.
Always ask another treating nurse to supervise / talk through your intended process when dealing with important clinical aspects such as this to ensure safety at all times.		Research and Innovation

		I17335		10/16/25		22:00		10/18/25		Pt was being cleaned and repositioned and a DTI was found on pt buttock which the daughter hadn't noticed before.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		Low Harm						Barrier cream applied and pt repositioned - explained to pt family about pressure areas being relieved.				Clinical Support and Specialist Surgery (CSSS)

		I17357		10/17/25		14:00		10/20/25		TSRT 9
Pregnancy check not completed prior to treatment #1 as per XRT guidelines.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13E Confirmation of pregnancy/fertility status		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Completed prior to #2 exposure. 
Datix submitted and recorded in pt notes.				Network Services

		I17358		10/17/25		17:30		10/20/25		TSRT9
Single fraction T spine patient. Image review carried out by a competent Radiographer (A), independent review carried out by none competent Radiographer (B). After treatment had been delivered B told A that they hadn't carried out their 2D imaging training (training currently on hold waiting for new training package). Radiographer A escalated to treatment band 7.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Retrospective independent review of 2dkV carried out. Online match acceptable.
Radiographer B reminded to let colleague know prior to treating a patient if they are not competent for technique/image review.
Memo sent out to staff group to remind them to discuss with colleagues if they are not competent for technique/image review.				Network Services

		I17347		10/17/25		14:00		10/20/25		TSRT9/level 3/ 13CC/SB3i/ MoD 13CC/ CF3A
RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch. MCR called resetting systems .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Called superintendent who was in contact with MCR throughout. Superintendent approved additional imaging for when Patient back on bed				Network Services

		I17349		10/17/25		13:00		10/20/25		Lab request number 2664844 & (rejected sample 2664764)  Samples for patient initially rejected as incorrect hospital number on the request form - Does not comply with laboratory accetance policy where samples and forms require 3 patient identifiers.  Nurse Cletus ONERHIME came up and asked us to process sample as patient elderly and waiting for treatment.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/20/25		Error logged.  Explained to nurse why sample was rejected.  Spoke to Head of blood sciences who agreed to process this sample on this occasion only as it failed to comply with the acceptance policy but that we would raise a datix.   Sample re-labelled, hospital number on form and sample amended in presence of Deputy reception manager and sample booked in under new lab number and sample processed according to laboratory protocol				Clinical Support and Specialist Surgery (CSSS)

		I17352		10/17/25		15:00		10/20/25		Lab request numbers 2663371 & 2665288:  Blood tests booked in under the incorrect patient and results went over to CWP.		The incident has been discussed with the reception team regarding incidents relating to tests booked in under the wrong patient.  Suggestions have been made of what to do when they are distracted to avoid mistakes which includes double checking before completing work.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Finally approved		No Harm		No harm		10/27/25		Error logged.  Brought to the attention of Duty biochemist.  Results redacted from incorrect patient and inputted into correct patient.  Clinical heads of Haematology and Biochemistry informed.		There are a number of distractions within the pathology reception area which can lead to errors as booking in is a manual process.  Staff should ensure they concentrate when booking in requests and if they are interrupted to start from the beginning or double check to avoid mistakes being made. Staff member associated with booking in this test has now left the organisation.		Christie Pathology Partnership

		I17355		10/17/25		17:10		10/20/25		TSRT9

Clock not completed after #1, error picked up prior to #3. 
Clock ran #1 and #2 verify beam parameters were correct.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Clock check done, Datix completed and recorded in pt notes.				Network Services

		I17330		10/17/25		20:00		10/18/25		A treat and return patient was not happy with her experience.
She states that she arrived from MRI Hospital very early in the morning and then waited around for 2 hours without being informed why.
She was then on W12 awaiting transfer back to MRI which had not been booked by them, they then booked it at approx 19:36 which meant the transport was going to be a 3-4 hour wait.
The patient eventually got collected at 04;30AM on 18.10.25.		W12 manager have sent out Process for Admission Direct to the ward, shared this on our private group and let staff know this is on our MSTeams channel for reference if unsure. Reminded ward staff to contact the parent team when patient arrives for treat and return.

Note from MSCC team- no one had contacted the MSCC team that the patient had arrived.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Mcgough,  Sophia		Incident being managed locally		No Harm		No harm				I was called to speak to the patient at 23:45 as she was in pain and also not very happy about the wait.
I first spoke with the RN at MRI as she was on the phone when I got to the ward- She informed me that the ambulance had not yet been allocated. 
I was given the reference number.
I spoke with the patient to apologise for the delay and explained how the treat and return process usually works.
I apologised on behalf of the trust and explained the complaints procedure to her and advised that we would appreciate any feedback.
She was then clerked by the Dr so that we could administer some pain relief. She also said that she had waited a long time when pressing the call bell, she needed assistance to the toilet.				Clinical Support and Specialist Surgery (CSSS)

		I17319		10/17/25		12:00		10/17/25		Drug reaction to docetaxel at 25ml
Flushed face
breathlessness
back pain		Actions and result of actions taken
Oxygen
Hydrocortisone 200mg, administered under PGD
resolved within 15 minutes		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		Stopped infusion 
Administered PGD hydrocortisone with effect 
Short term Oxygen applied 
resolved and rechallenged with effect				Network Services

		I17317		10/17/25		14:15		10/17/25		Post oxaliplatin patient complained of cramping to hand, slurred speech and cramping in legs.		IV fluids commenced. IV hydrocortisone 100mg given and observations taken.  Patient monitered  for a few hours post infusion to ensure symptoms resolved.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Near Miss		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Finally approved		No Harm		No harm		10/21/25		IV fluids continued and IV hydrocortisone given under PGD criteria. Monitored patient for a few hours post infusion whilst symptoms settled
Observations taken and documented
Team emailed to advise				Network Services

		I17323		10/17/25		15:15		10/17/25		TSRT9/ Level 3/ 13CC/ SB3i/ MoD 13CC/ CF3A

RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch.  Patient needed to be re-set up, this resulted in an addition CBCT and 2DkV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Superintendent in contact with MCR throughout-  informed needed a minimum of 30 mins after 15 mins of downtime- patient removed from couch. Superintendent authorised additional imaging. Incident reported.				Network Services

		I17325		10/17/25		14:45		10/17/25		Patient was receiving Paclitaxel. C/o feeling unwell- felt hot and had body tingles/sore back. 20.2mls of Paclitaxel had been infused.		Infusion stopped
- IV hydrocortisone 100mg administered
- Observations carried out at 14:47:
hr 108, rr 23, bp 155/107, spo2 99%, temp 36.9
- Alerted ACP on ORTC who came to review- advised to recommence paclitaxel at reduced rates as per protocol after half an hour and re-check observations.
Observations at 15:30: rr 18, bp 140/78, spo2 100, hr 88, temp 36.3.
- Datix completed
- Breast team emailed to update and amend script accordingly.

Remain treatment administered with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		- Stopped infusion
- 100mg IV Hydrocortisone given
- Observations taken
- ACP informed
- Recommenced at reduced rates as per protocol
- Email to parent team to update		Team emailed and informed - good communication seen.
Script to be modified- needs reduced rates going forward.		Network Services

		I17326		10/17/25		18:15		10/17/25		Patient had a CT Abdomenpelvis Scan
At the point of bolus tracking no contrast was seen on the monitoring images
Scan was stopped and patient was immediately accessed with the cannula site swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/20/25		The patient was reassure and informed of the situation
Cannula was taken out after trying to pull back for the content
Image of the affected arm was taken with the patients consent
Cold pack was given to the patient and asked to elevate arm
Another cannula was inserted and scan done		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17327		10/17/25		15:00		10/17/25		47.5ml nivolumab infused. Abdul presented with severe lower back pain, leg pain. Felt warm and was flushed. Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment paused. IV chlorphenamine given, IV hydrocortisone given, IV paracetamol given. Symptoms settled shortly after this. On call medonc contacted re restarting; advised to restart at normal rate once symptoms had settled. Treatment restarted with no issues.				Network Services

		I17328		10/17/25		17:00		10/17/25		Patient attended for Zoledronic acid, protocol states that patient's should be consented for this treatment. Escalated to reg and advised she was verbally consented over the phone in March. This was not clearly documented and patient had gone through clinic multiple times since then and had not been consented properly.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						On call came to unit to consent patient				Network Services

		I17304		10/17/25		00:00		10/17/25		Consultant noticed that per CWP Outcome form 28/08/25, 2 month fup has not been booked.		- Highlighted to secretary to book next available.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Emailed sec to book patient to next available fup.		- Book FU's as per EOF's.
- If this is not possible then query with relevant team.		Network Services

		I17305		10/17/25		09:58		10/17/25		MR request for patient with a pacemaker - referrer had selected no to implant. Upon investigation, this was the third request for a MR scan for this patient. The team were informed each time that the patient cannot be scanned at the Christie as the patient's pacemaker does not fit our safety guidelines. There is no alert on CWP to inform any staff member that this patient has a pacemaker.		Mr Grecu has added an alert to CWP for this particular patient. I will have a wider conversation in the plastics diary meting regarding the importance of adding alerts to CWP for pt safety		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Smith,  Lydia		Finally approved		No Harm		No harm		11/3/25		A message was sent to the referrer to explain that we cannot scan the patient here and could they please put an alert on CWP to prevent another request being placed. 

17/10 - CSSS Governance; A plastics patient. The plastics team don't seem to be grasping that Pt intelligible for MRI within the Trust.				Clinical Support and Specialist Surgery (CSSS)

		I17409		10/17/25		14:00		10/22/25		Patient received a unit of RBC's and the 15 minute vital signs not recorded. 

NEWS not completed.		Transfusion practitioner completed prescription on CWP and provided evidence for traceability. Staff reminded to complete and record NEWS within timescale for transfusion vital signs.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		Staff Nurse competent in blood transfusion to follow the policy and complete end observations .		Network Services

		I17445		10/17/25		17:00		10/22/25		TSRT9 5k level 3 SB 13aa, MD 13GG, CF 1b,1c,2c
Patient imaged #1-#5 due to images being out of tolerances. Additional 2 images not authorised by superintendent radiographer in imaging notes, was authorised retrospectively				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		N/A				Network Services

		I17292		10/17/25		01:00		10/17/25		Patient has been found outside by security over the past couple of nights. Security confirm they witnessed her smoking/inhaling something ?illicit substances. Her behaviour is then subsequently altered in line with some sort of drug abuse. 
I have sensitively approach this issue with her overnight but she denies taking any substances. She does however seem very impaired, drowsy, altered gait, slurred speech. She needed escorting back to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Finally approved		No Harm		No harm		11/4/25		Security escorted her back, I have spoken to her and raised my concerns about her well being. I am concerned that this will escalate as her treatment will last for weeks. We need a plan to manage this behaviour and understand the expectation of the clinical staff, in hours and out of hours. 
Stage 1 written warning issued
Verbal conversation with WM on breach of hospital policy and documented in notes				Clinical Support and Specialist Surgery (CSSS)

		I17521		10/17/25		14:00		10/24/25		BB7611: Bone marrow CD34 cell dose calculated incorrectly initially due to multiplying the WBC by 10, as is standard practice. Bone Marrow samples are neat and do not require a dilution. The initial CD34 cell dose reported was 10 x higher than the actual value. Emailed Consultants with the incorrect cell dose. There was no Collection report available from the Centre (NMDP donor).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Wilson,  Sarah		Incident being managed locally		No Harm						Double checked all calculations in Synergy by performing manual calculations. Sought advice from Lab Manager who advised check the dilution factor. Once results were rectified and verified, emailed the Consultant with apologies and informed them of the correct cell dose. 4 bags of marrow were transplanted 1.8L with no incident.				Christie Pathology Partnership

		I17711		10/17/25		12:00		10/31/25		Ordercoms number 9385329  two Fluid electrolyte samples received for the same patient - one in a microbiology bag. Requested by Claire Edwards ext 7519  (Please note that Biochem/haem samples go in the clear bag and are processed here. Microbiology samples go in the blue bag and are processed at Salford.  Virology samples go in the red bag and are processed at MRI.) One of these samples could have gone to Salford in error as it was in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Incident being managed locally		No Harm						Error logged, booked in and both samples processed here				Clinical Support and Specialist Surgery (CSSS)

		I17712		10/17/25		12:00		10/31/25		Ordercoms number 9386141- Christie profile and magnesium, 9386144 - CRP - Two labels on 1 sample.  Requested by  ext 1081.   Please note that two labels on one sample cannot be read by the analyser.		To escalate to IT 
The Haematology team will visit the lab on Pathology day to understand the process of the lab and how error affect the workflow of the lab.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/31/25		Error logged, booked in and Christie profile and magnesium were added to lab number 9386144		To always use one label for one sample as analyser will not be able to read 2 labels on one sample		Network Services

		I17713		10/17/25		12:00		10/31/25		Ordercoms number 9386016 Requested by Leah Parrott ext 1557.  2 x Samples received (1 Serum and 1 EDTA) with the same lab number for Christie profile.		All HCA's		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		11/5/25		Error logged, booked in, the serum sample was booked in and processed.  The EDTA sample was put in the spares rack.		Nurse involved informed of mistake for learning		Clinical Support and Specialist Surgery (CSSS)

		I17582		10/17/25		10:11		10/27/25		Staphylococcus aureus, Klebsiella pneumoniae and Enterococcus faecalis  in peripheral blood culture 17/10/25.  previous overnight stay on AAU, discharged 19/9/25. Within 28 days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				reported to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17381		10/18/25		10:00		10/21/25		Pt attended for Goserelin injection on 18/10/25- pt was administered ward stock 3.6 mg instead of the named and labelled 10.8mg from main pharmacy.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Team informed via email.
Tried to call pt to inform her of the error- unable to get through.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		Network Services

		I17366		10/18/25		06:45		10/20/25		Reviewed patient on Monday after being cared for by an agency nurse over the weekend. Noticed that patient spiked a temperature on 18/10/2025 6:45 am. No documentation of escalation. No cultures were taken or paracetamol given at the time. Patient was not seen by a doctor and thus not assessed for infection.				The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Incident being managed locally		No Harm						Reviewed patient, obs and infection markers over the weekend. Fortunately no harm was caused to patient and clinically remained stable. No infection developed				Corporate

		I17331		10/18/25		10:35		10/18/25		After 1/4 rate completed, 19mls, pt's wife alerted staff with above.		Stopped tx immediately. Administered 100mg hydrocortisone. 
Obs taken, NEWS as charted- NEWS2 initially 2.
 Reviewed by ACP on ORTC. Symptoms resolved.
Repeat obs taken - NEWS2 - 1.
 Reported feeling well. 
ACP happy for pt to go home. treatment stopped as reacted on a rechallenge at a slow rate.. Safety netted with hotline. Emailed team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/20/25		Stopped tx immediately. Administered 100mg hydrocortisone. Obs taken, NEWS as chartered. Reviewed by ACP Sarah Wellsby on ortc. Symptoms resolved. Repeat obs taken. Reported feeling well. Sarah happy for pt to go. Safety netted with hotline. Emailed team.		Team documented - 
Reaction at reduced rate paclitaxel. 
Will need clinic for consent to nab-paclitaxel.

Clinic planned and patient booked in for nab-paclitaxel.		Network Services

		I17332		10/18/25		12:00		10/18/25		HCAs assisting patient with a wash this morning. Noticed broken skin ?C2 to patients inner thigh.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral sent. Datix completed. PurT completed. 
Added to the handover for medical illustration to be completed Monday. (Found on a saturday and med illustration do not work weekends.)

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for ?pressure damage to inner thigh.  

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own clothing, and hospital incontinence pad. Needed assistance x1-2 to move in bed and remove/replace clothing in order to enable examination.

Superficial area of healing skin damage 0.6cm x 0.8cm to inner area of her R thigh. Wound bed is almost entirely epithelializing tissue with small area of red granulating tissue to centre. Surrounding skin normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage – all skin and surrounding skin is blanching, and no mechanism can be identified through which pressure would have been present to this particular area.

Patient and family unsure how wound occurred, neither do nursing staff know aetiology of the wound.

Medical illustration obtained during consultation, please also refer to photographs. 

Plan of care:

To small healing wound on inner R thigh:

Clean with normal saline

Apply Kliniderm foam border dressing

Change each 3-4 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17333		10/18/25		18:50		10/18/25		Absconded patient. 
Patient transferred to W14 17/10 1700pm. Left ward around 1815pm. Informed HCA staff was returning books and would return to ward. Has not returned still, now 18:55 18/10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Discharge		Self discharge/ against advice		Caporn,  Alice		Incident being managed locally		No Harm						Duty manager and security contacted and made aware by day and night staff. 
Night nurse rang pt - no answer. Rang partner around 22:10 - 'she said she had been discharged, at the bus stop now bringing her back'. 
Night nurse tried partner again 1am - no answer. 
Escalated again day of 18/10 as pt still not back. Duty managers have being ringing pt and partner today - no answer and no sign of patient. 
DM rang police on 101 (LOG NUMBER: 1391 of the 18.10.25): 'who advised that they will not attend Michaela's property as we cannot confirm if she is going to be there. They advised that we go to the property to see if she is there and if she isn't then we can report her as missing to 101 or via the GMP website. I explained that we cannot leave the hospital to attend her house as there is a safety issue for the staff and we are busy caring for our current in-patients.'

DM advised that she still cannot get in contact with pt/partner. To pack up patients belongings and place them in a locked office (in Educators office on w14). 
If she is to come back she is to go through hotline.				Clinical Support and Specialist Surgery (CSSS)

		I17334		10/18/25		08:55		10/18/25		Patient admitted to AACU for repeat bloods.
On arrival blood sugar 18.1.  Patient had not brought his regular insulin with him, so prescribed a stat dose on EMPA of Trurapi 8units at 08:55.
Nursing staff contacted on call pharmacist as unable to source from wards.
At 12:00 insulin still not received from pharmacy.  Phoned and informed that vials had been requested and only stock pens, so awaiting this to be changed by pharmacist.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Stent,  Sue		Finally approved		No Harm		No harm		10/31/25		Had to prescribe pen on an outpatient prescription in order to source for stat dose.  Received on unit at 1pm, and dose given.  Delay of 4hrs

TCP - dispensed the OP Rx as above. No stock of vials as requested on EPMA and waited for ward pharmacist advice as mentioned in datix above to amend the Rx to insulin pen. Ended up dispensing the OP Rx and the EPMA Rx was still waiting to be changed.				Network Services

		I17336		10/18/25		20:30		10/18/25		Patient admitted to ward skin checked and found MASD to buttocks and Cat 3 to sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/20/25		Skin cleaned dressing applied to sacrum skin bundle completed informed patient Datix informed sister in charge of the ward

TVN assessment on the 20/10/25- found to have Moisture lesion to the natal cleft .No evidence of pressure damage.  ward manager to be informed and incident requires changing.				Clinical Support and Specialist Surgery (CSSS)

		I17337		10/18/25		22:00		10/19/25		Pt presented with Grade 2 to the sacral area.		Pressure ulcer present on admission. Nil action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		10/24/25		Air mattress
Drssing
Regular Turns
TVN referal
Datix

20/10/2025 Tissue viability service assessment 

Referral received due to query cat 2/MASD  to sacral area Present on admission.

On assessment there is an area of 2 cm x 1.4 cm,  Category 2 pressure ulcer to the natal cleft, He has originally started as MASD to the natal cleft due to location and now appears to be a combination of moisture and pressure which Allan informed, he had not been moving around as much,  He has had this at home.

No sign of infection to the area

Allan can mobilise but due to feeling poorly is also resting on the bed.

Mattress in place with Hybrid pump now switched on.

Plan of care.

1) Put a pressure relieving cushion on the armchair.

2) ensure mattress and pump are checked and working correctly.

3) Dressing advice

Cleanse with Medi derma s PH Cleansing spray

apply Flaminal forte to the area, apply a thick layer, this can be applied following personal care or episodes of incontinence.( ensure applied at least twice a day  morning and evening)

4) 2 hourly repositioning advised and discuss with Allan 

5) update wound care plan and wound care chart

6) update purpose T and Nutritional assessment.

7) Referral to the dietician

Ensure the area is monitored for signs of infection or deterioration, if this occurs escalate to medical team and swab the area for c and s.

8) On discharge home, please ensure, medical illustrations is taken and referral to district nurses for wound care- pressure area management.

Refer back to tvn team if any concerns.		Pressure ulcer present on admission
Assessment complete in a timely manner and appropriate care delivered.		Clinical Support and Specialist Surgery (CSSS)

		I17338		10/18/25		22:00		10/19/25		Checked patient's skin and on checking, MASD was on the patient's buttocks. Barrier ointment applied and encouraged the patient to reposition regularly. TVN referral sent and awaiting Medical illustrations. DATIX completed within 48 hours.		All correct actions taken at time of incident.
Staff reminded to check that bed pumps are insitu and working		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Barrier ointment applied.
TVN referral sent.
A/W medical illustrations
Datix done within 48 hours.  

20/10/2025 Tissue Viability Nurse

Referral received for MASD to buttocks.

Visited Ward 12 to review patient. TVN Helen Meakin also present during review. Handed over verbally to W12 RN India. 

On examination: 

In bed on her back, mattress pump in situ though switched off. Pillow beneath her bottom. Wearing her own clothing. Not able to roll onto her side for examination due to discomfort from abdo drain, but was able to get out of bed easily and stand at bedside for assessment. Has pressure cushion on bedside chair for when she sits out. 

Patient reports mattress pump not working therefore had been switched off. She dislikes mattress and prefers to sit on the pillow because this feels softer to her. Explained that mattress is intended to be in contact with the patient and it will not work to redistribute pressure effectively if pillow etc is placed between patient and mattress. Discussed that the most effective way to protect from pressure damage is regular movement, if she is not able to lie side to side she can elevate each hip in turn using pillow beneath sheet to a 30deg tilt, and also she needs to regularly spend time out of the bed either walking around or sitting out in chair on pressure cushion.  

To the inside of both buttocks, she has red excoriated skin with some superficial areas of skin loss, appearance of MASD. Surrounding skin is normal in appearance and texture. No signs of infection. 

Patient reports when she was unwell in previous few weeks she had problems with urinary incontinence where she was unable to reach bathroom quickly enough. Not a current issue for her, she is continent and has been able to get to the bathroom. Using barrier cream currently and applying each day. 

Plan of care: 

To MASD at buttocks: 

Apply Mediderma barrier ointment each day after washing and drying skin

Reapply after cleaning and drying skin following any episode of incontinence. 

Nursing care:

Please obtain working mattress and pump for her bed and utilise these

Continue with regular skin checks and repositioning and document on SSKIN bundle

Please refer to DN on discharge for ongoing skin assessment and care		Staff to check and ensure that bed pumps are working.		Clinical Support and Specialist Surgery (CSSS)

		I17339		10/18/25		14:00		10/19/25		On attempt to disconnect TPN line from PICC - Component of IVI line A broken within lumen - preventing further access and sterile appliance of a green chlorhexidine bung				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		out of hours services - unable to contact procedures team 
Unable to manipulate component out of lumen 
Secured lumen within sterile pack 
Cannulation for ivi access 
Request team to step down TPN management to reduce risk of infection 
For removal of PIcc 
? disconnection technique		staff reminded to ensure PICC line is accessed correctly		Clinical Support and Specialist Surgery (CSSS)

		I17340		10/18/25		15:00		10/19/25		Medical bank nurse supporting ward on early shift
Whilst by the bedside I overheard the patient's family report concerns of new oxygen demand, confusion and RR to nurse, Who was unsure the reason for this. Est time 15:00pm
I escalated this to clinical fellow and review of News - 11:00am observations not escalated ( News 5 / 3 - in one parameter)		action was taken at the time by the nurse in charge who spoke to the nurse - reminded her of the correct escalation process		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Asked individual why this was not escalated - expressed that they thought escalation was only required if a news of 6 
reminded staff of correct escalation 
- review of bloods / fluid balance / bladder scan/ CBG/ medications ? opioids / confusion screen				Clinical Support and Specialist Surgery (CSSS)

		I17341		10/18/25		13:00		10/19/25		Pt admitted to AAU by ANP, no senior review completed (or documented), discharged same day, no discharge summary				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Finally approved		No Harm		No harm		10/29/25		Discussion with treating consultant

20/10 - CSSS Governance; A Med-Onc Pancreatic patient. Incident referred to NWS HPB service manager ?why Pt didn't get a senior review.

Im closing this incident as patient was a self discharge with the agreement that they returned the following day, this was overseen by Consultant on call as it was a weekend admission.  Patient would not at this stage require a discharge summary as patient returned as agreed and is still an inpatient receiving treatment.		None identified		Network Services

		I17360		10/18/25		05:30		10/20/25		INCIDENT REPORTED BY MFT: - Patient was for emergency radiotherapy on 17/10/2025 in Christies hospital for the 1st slot 
- Patient booked for transport early in the morning and left unit with CSW staff escort at 06:30 in the morning. 
- She was transferred to a ward after reaching Christies
- The radiotherapy has taken place only around 17:00 and throughout the day patient had to wait in Christies during this time. 
- At 19:00 CSW staff called ward to say Christies will not book transport				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hawkes,  Iain		Finally approved		No Harm		Low harm		10/21/25		- Transport booked by ward staff promptly in the morning and for return
- Delay in treatment and transport has caused severe distress for patient and family and when returned on ward had to have PRN medications for symptom management				Network Services

		I17565		10/18/25		09:00		10/27/25		Platelet unit ordered for the patient, not used and wasted.

Donation number: G072 425 046 769 K		to monitor incidents for any other issues		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Unit discarded.		Alertive to always be used between the lab and ward team		Network Services

		I17676		10/18/25		00:00		10/30/25		INCIDENT REPORTED BY TCPC : 
Patient returned from CCU without any clinical handover doctor to doctor.
Information pieced together from drug chart, nursing handover.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						datix submitted				Clinical Support and Specialist Surgery (CSSS)

		I17342		10/19/25		00:00		10/19/25		it was handed over thar pt has C2 from old soft set which has been removed and there is dressing on it.  family member showed me the picture 0f it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral done and is for 20/10/2025. is for MEDD ILL for tomorrow. 

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for wound to abdomen following removal of SoftSet for routine replacement.

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own nightwear. Needed minimal assistance to move in bed and remove/replace clothing in order to enable examination.

1cm x 0.5cm irregular shaped wound to her lower L abdomen. Wound bed is entirely white/yellow slough. Surrounding skin is normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage.

Plan of care:

To sloughy wound on lower L abdo:

Clean with normal saline

Apply Flaminal Forte to sloughy area

Apply Kliniderm foam border dressing

Change each 2-3 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17343		10/19/25		12:06		10/19/25		request placed for mscc treat and return, if pt not able to be transferred before 12pm could come following day.
pt arrived in xrt dept just before 12pm, bed on w10.
pt has arrived with no handover from AMU at MRI hospital, no escort and unsure if pt has return journey booked.
W10 will get handover from paramedic crew and ask about a reference number.
tried to call bed manager for repats and tertiaries and also amu at mri but no reply/response.
DMOC informed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Safety,  Patient		Incident being managed locally		No Harm						Christie staff creating transfer request for this patient did specify that the patient should attend with an escort and handover, and stating that transport should be booked by the ward the patient attends from.				Network Services

		I17344		10/19/25		11:21		10/19/25		Due cytarabine BD, no SACT delivered for 20/10 6am dose from trials; changed on IQemo from 'accepted' to 'shipped at 11.21', attempted to ring baxters and trials pharmacy to see if someone present who could help with the issue,  haem reg aware, on call pharmacist contacted for guidance, unable to give cytarabine in accordance to Iqemo prescription, patient aware of large gap between doses,		20/10 - Staff escalated to relevant medical team, pharmacy team made aware so chemos arrival could be prioritised for Monday morning. Ward manager spoke to trial pharmacist and an agreement was made with ward pharmacist that baxters would be asked to provide the Monday morning chemo on a Friday evening in future.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Brennan,  Naomi		Incident being managed locally		No Harm		No harm		10/20/25		On call pharmacist contacted for advice, haem reg and patient made aware				Network Services

		I17345		10/19/25		23:00		10/20/25		At 23:00. Skin assessment conducted. Suspected Deep Tissue Injury (DTI) noted on the bottom.
Assessment: This appears to be a new development; no prior documentation or observation of this condition noted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		No Harm						Escalated to the Senior Nurse in Charge on Ward 14. Patient repositioned safely in line with care plan. Pillow placed under affected area to offload pressure and prevent further skin damage. Patient's pressure-relieving bed pump is being monitored to ensure optimal function.
TVN comment: Not appropriate to review as she is too unwell and on end of life pathway.				Clinical Support and Specialist Surgery (CSSS)

		I17427		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		as per reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if their medicine has been re-dispensed.
Emailed the team and received a reply to say they will contact the patient to review.		Patients do not collect medicines from royal mail collection centre		Network Services

		I17429		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare Team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if the patient has had their medication re-dispensed.
Patient has picked up a further 3 cycles since.  Team made aware		Nil		Network Services

		I17380		10/20/25		12:00		10/21/25		A tumour block transferred to central lab for a clinical trial was not returned and, investigation revealed, has been 'discarded'. There is no evidence available to say that we gave permission for this to occur (at this time).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/21/25		Originating hospital were informed. Internal records updated.				Research and Innovation

		I17391		10/20/25		18:30		10/21/25		TSRT9 level 5 4k cf1d md12i
Radiotherapy prescription dose/# different to that on referral form and OP annotation with no updated information as to rationale of change/confirmation of change in dose/#
Patient attended for treatment (target patient) but no treatment delivered as clarification from clinician could not be sought.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Clinician was contacted at time of data prep when discrepancy between px and referral found and asked for annotation/clarification via email with no response
Patient attended department for first # of radiotherapy. B7 and B8 alerted 
B8 discussed with clinician via switch the issue and to seek clarification of whether to proceed on current plan however unable to confirm. 
B8 updated patient and apologised for delay and to attend the next day following confirmation of treatment plan 10# or 15#				Network Services

		I17367		10/20/25		12:48		10/20/25		21mls drug infusion
Started feeling faint/ 'Stars' in vision
Started coughing as was part way through eating which had now gone down incorrectly.		Actions and result of actions taken	
Infusion stopped
Emergency call bell actioned
Cold cap removed
Colleagues in attendance including Doctor
Hydrocortisone administered
Obs taken and stable
Further obs showed decrease in BP 250ml saline actioned.
all symptoms Settled within a few minutes.
Obs remained stable discussed with ORTC medical team to re-start as per hypersensitivity rates.
Patient fully aware of events, Will inform medical team via email and complete IRF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/21/25		Drug stopped
Emergency buzzer called
Colleagues in attendance
Cold cap removed
Hydrocortisone given
Obs taken and recorded
Noted BP drop in later obs IVF commenced		Actions taken quickly - patient came to no harm.		Network Services

		I17368		10/20/25		19:00		10/20/25		**extravasation - no option to choose this
Patient had iv thiamine running through cannula to right hand - patient buzzed and reported some pain. Infusion stopped, hand appeared to be swollen around cannula site.		learning identified and to be added to next LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Tried to aspirate with 10ml syringe but unable to aspirate anything. Got extravasation kit and followed protocol. informed NIC, removed cannula. applied cold pack following guidelines, drew around the swelling site. explained to patient what had happened and elevated hand. Informed doctor on call for advise and to come and review.		to maintain good IV access, make sure careplans are being updated to ensure IV access is not being used post 7 days and following extravation protocol.		Clinical Support and Specialist Surgery (CSSS)

		I17369		10/20/25		18:00		10/20/25		2x oxycodone instant release capsules found in a cup on a epma trolley. Notified NIC. Spoke to nurse who had patient taking oxycodone IR capsules, confirmed that was what the capsules were. 
Wasted alongside nurse. Marked in CD book. Count remained correct despite drugs found. Concerned that a) CD drug discovered on ward, b) that potentially patient missed a dose, as count was correct, so drug was signed out and needed to be given to patient but wasn't				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Expiry date - passed/omitted/wrong		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/28/25		Escalated to NIC. Checked that it definitely was the drug. Safely wasted the drug.				Clinical Support and Specialist Surgery (CSSS)

		I17370		10/20/25		19:00		10/20/25		TSRT 9 level 3 13L, SB 13hh, MD13AA, CF1a,1b,1c,2c
Patient was initially set up (brain) with extension on harmony bed, origin position set but then realised after CMA moves loaded but before sent that the patient needed to be set up without extension on bed, patient reset up without extension on bed however the Harmony workflow screen was not reset so when the CMA moves were sent this resulted in an incorrect start position on the software resulting in the scan being taken at an incorrect isocentre position.

This was picked up on XVI scan as notable discrepancy in the sup/inf (longitudinal) direction

Patient reset up and rescanned.Apologised to patient and explained the set up was incorrect. Patient was very understanding				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Staff informed B7.
Repeat image authorised.
Apologised to patient.
Reset up and treated accurately.				Network Services

		I17371		10/20/25		16:30		10/20/25		Verbal abuse to nursing student by patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Abuse to staff from patient		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		NIC witnessed end of situation, patient flung sats probe towards the student, mouthed 'stupid b****' at her. Student said the patient asked her to throw away rubbish from his table then became upset and asked for it back.
NIC asked patient to stop speaking inappropriately and took student away from the situation, immediate debrief and support provided by supervisor and ward team.
Discussed again later on with patient to reiterate this was unacceptable - he apologised and asked to pass the apology on to the student, he stated he felt unwell today.				Clinical Support and Specialist Surgery (CSSS)

		I17372		10/20/25		12:10		10/20/25		Unwitnessed fall, patient fell out of bed, landed on knees. No footwear or socks on. Patient reports to have hit head. Pt safely got up out of bed with assistance of staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Learning response required		No Harm		Death				CBG checked 
NEWS2 checked 
1:1 nursing care put in place 
CBG checked
Medical team notified 
Family aware				Clinical Support and Specialist Surgery (CSSS)

		I17373		10/20/25		22:00		10/21/25		Stat oxycodone prescribed for pain as could not yet a subcutaneous PRN (prescribed 6 hourly). 
Stat oxycodone prescribed as oral, administered the same dose as subcutaneous in error.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Doctor made aware. 
Subsequent doses prescribed as subcutaneous. 
Datixed				Network Services

		I17374		10/20/25		00:00		10/21/25		TSRT 9 

Table compensation loss occurred due to other interlocks. 
Additional 2DkV pair imaging required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR aware, B7 informed and additional imaging authorised prior to exposure.				Network Services

		I17375		10/20/25		13:45		10/21/25		TSRT9 / EL3 / 13Z / CF1C / MoD 13I / SB 12C 13HH
Upon CBCT acquisition, radiographers realised that the incorrect pre-set had been prepped and used for acquisition.
4D M20 Abdo pre-set was used instead of a 3D.
The dose difference between the presets is an additional 0.1mGy. This is non-reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Radiographers escalated to band 7 during acquisition.
Band 7 reviewed image as it was still clinically useable.
The pre-set was immediately corrected afterwards in the imaging field.

Discussed with the treatment radiographers the importance of pausing & checking the image preset prior to initiating acquisition.
Also discussed with the radiographer that completed the image prep, had not intentionally chosen 4D preset & knew standard 3D was correct.				Network Services

		I17376		10/20/25		16:00		10/21/25		Patient due 1 pool plts. Arrived on ward checked with porter nil issues noted. Went to do bedside check with second checker and when we went to hang the bag noted ?small blood clots in bottom of  plt bag. Did not start transfusion (although on CWP care plan could not override this section).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Transfusion incident		Contamination		Component/product contaminated		Stansfield,  Emma		Incident being managed locally		No Harm						Returned pool to lab. Lab did not think any issues but re issued a new pool. Pool transfused with nil issues. Traceability completed on CWP and datix completed. Nil harm to patient and nil products wasted.				Christie Pathology Partnership

		I17346		10/20/25		06:50		10/20/25		Patient expressed discomfort at sacral area upon examination C2 formed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Incident being managed locally		No Harm						dressing applied Purpose T updated

20/10/2025 Tissue Viability Nurse

TVN service review following DATIX submitted reporting PU to buttocks.

Attended Ward 15 to review patient. TVN Helen Meakin also present during consultation, as well as patients spouse who was present throughout at his request.

On examination:

Lying in bed on his back, on a dynaform pro mattress with pump in situ. Wearing his own nightwear. Noted that he was sitting on several folded towels and a stack of dry patient conti wipes – wife explained that this was due to pain in his bottom and they were using these to make it softer for him to sit. Myself and Helen explained that the mattress surface is intended to be in contact with the patient and explained how it works, demonstrated the alternating air cells. Mattress pump switched from ‘firm’ to ‘medium’ which improved his comfort level. They agreed not to put towels etc underneath pressure areas.

NS report that he is continent at present, using urinal bottles/bedpan with assistance.

Initially he had declined an assessment of his skin as he wished only males to do this – escalated to WM Alice who will speak to other wards to facilitate male staff for personal care, skin checks, repositioning throughout today, and will also look at night staffing. Medical Illustration contacted by TVN and will send a male photographer later today as Mr Kamran not happy for female photographer who attended this morning.

As he was uncomfortable and sheets were creased, myself and TVN H Meakin asked if we could reposition him in the bed, which he agreed to. Sheets changed and moved up the bed using a slide sheet. After this, he said that he would be happy for us to see the wound on his bottom, which we examined in presence of his wife.

At the top of his inner buttocks, areas of irregularly shaped superficial skin damage to R and L side, in ‘kissing’ pattern. Appearance of Moisture Associated Skin Damage. No pressure damage visible at buttocks or sacral area. Did not consent to further skin checks at this time so other areas not visualised.

 

Plan of care:

To MASD on buttocks:

After washing and drying skin, apply barrier ointment to area of damage, and to surrounding skin at risk of MASD.

Following any episode of incontinence or if any other additional moisture, clean and dry skin and reapply barrier ointment.

Please obtain medical illustration when possible today, and repeat each 7 days.

Continue to use air pro plus mattress.

Continue with 2-hourly skin checks and repositioning.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17361		10/20/25		15:45		10/20/25		Noticed patient had cuts beneath their chin prior to fitting. 3 point beam directional shell used for treatment. Once shell had been fitted, it was identified that it was the mask potentially causing these cuts. Confirmed this with patient also as they stated they did not harm themselves outside of department. Shell made at Salford				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		10/28/25		Confirmed with treatment superintendent radiographer that mask was cause of the cuts beneath patients chin. Patient was happy to receive treatment at this time with mask in current shape and form and agreed to have mask reshaped and smoothed near affected area of chin to avoid this issue with future treatments.				Network Services

		I17359		10/20/25		08:30		10/20/25		tsrt9 level 5 5a cf1d md11a
Discrepancy noted at radiotherapy planning checks between 3 documents on CWP dated 3.10.25. Incorrect laterality had been highlighted and corrected at a previous stage. However, previous SACT, treatment history and staging were inconsistent with prior CWP entries. Incorrect laterality and treatment history duplicated on Patient Letter entry of the same date. Correct treatment history and laterality for the right breast documented correctly on Outpatient Clinic Outcome note.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5A Completion of referral for treatment (including incomplete referral or insufficient data or failure to communicate referral)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Highlighted the discrepancy to consultant's secretary via email and asked for correct documentation to  added to CWP - Outpatient annotation and Patient Letter entry to be updated. Christie Clinic patient.				Network Services

		I17363		10/20/25		14:25		10/20/25		Enteral tube type confusion - nil (medical) annotation of xray review.
Ward staff advised treating NGT as NJT - nil indication of Xray or medical review to support this - unclear where or by whom this was communicated.
No NJT monitoring chart at the bedside - NGT monitoring chart has only X1 record documented from 17/10/2025 - despite reference to checking aspirates
Nil evidence in medical notes of review of xray carried out 17/10. No evidence therefore that the tube tip is gastric vs jejunal				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						High risk ward staff have been using a NGT as NJT, not gaining or monitoring aspirates and therefore not monitoring safe gastric position. Could have precipitated a never event.

Patient declining feed, but nurse annotations on 18th/19th/20th clearly state NGT administration of medications - this does not correspond to verbal advice and handover annotation that tube was reviewed as NJT. Nil supporting documentation of aspirate monitoring to state safe to use NGT.

Discussed with PA agreed to treat and manage tube as NGT today, if on going issues to then reconsider need for formal NJT tomorrow.

Ward staff aware of need for bedside NGT monitoring chart and to record every aspirate both failed and successful.

Ward manager has removed reference to NJT in nursing handover.				Clinical Support and Specialist Surgery (CSSS)

		I17364		10/20/25		13:30		10/20/25		Contacted patient to pre-asses prior to chemotherapy tomorrow and she informed me she did not received her desensitising medications that she has to start today prior to her chemotherapy tomorrow. She is unable to collect them and does not have anyone else to do so either. She was told last week on the unit that they had not arrived from pharmacy and they would be posted out to her but they were not. 

PostedMeds (added to enable identification of similar incidents)		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		I apologised to the patient for not receiving them and informed her that unfortunately she would not be able to have her treatment tomorrow without having taken these medications. 
I consulted with pharmacy and a PEF on the unit and the plan was to defer the treatment until the patient had received the medication and had time to take them. The patient has asked to be deferred by 1 week so coincide with a clinic appointment with her team next week. 
I have deferred the script, asked pharmacy to post out the medications using our cost code and emailed the schedulers to give her a new treatment appointment

Pharmacy - as per the attached prescription, the patient was due for treatment on the 14/10, on ward 3. The medication was collected by a member of staff (see attached sign out sheet), at 10.44am (3 hours and 16mins before the patient was due treatment), along with medication for other patients who were due to receive medication on ward 3. 
Was there a reason the patient was not handed the medication then, instead of needing it posted out? Also, the prescription came back down to TCP on the 21/10, to then be posted out. However, the patient should have been given the pre-meds when they attended for treatment on the 14/10, as the were on the ward at the time. Transferred over to handlers at ORTC/W3		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		Network Services

		I17365		10/20/25		15:00		10/20/25		Patient on AACU booked for nephrostomy insertion, blue radiology care plan sent up to ward specifying IV access required for procedure.
Patient brought down to IPU radiology by radiology nurse as no porters available- blue radiology careplan had been left completely blank by ward staff and patient not cannulated. Caused significant delay to start of procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						Pre-procedure checklist completed by radiology nursing staff and US Guided cannula inserted by radiology nurse to allow sedation to be administered during the procedure.				Clinical Support and Specialist Surgery (CSSS)

		I17356		10/20/25		10:30		10/20/25		Wrong Details put onto CWP		Staff member realised this at booking in and re-requested, they asked IT to amend the report.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Asked IT for redaction.				Christie Pathology Partnership

		I17353		10/20/25		12:00		10/20/25		Patient arrived with hickman line not being flushed or bloods taken 3 weeks from the date of today according to him. I rang day unit to ask for advice and manager coordinator Ruth told me to proceed using the line, After following the guidelines and cleaning the area, when took out the dressing I noticed the line was bend so was decided and consent to not put a plaster as it needed to be straight, as I draw back first nothing was coming. However, when I tried to flush the line popped.		HCA referred to OH
Line removed from IPU		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Virology incident		Virology incident		Safety,  Patient		Incident being managed locally		No Harm		No harm				Escalated to Manager Hanna and was told to ring IPU in which I did and they ask to one of the nurses to fill a form so the line could come off. IPU came and clamp the line and after taking bloods peripherally patient went to IPU to get the line removed.
I am not sure if I should get bloods done immediately, I took a shower straight after it happened, it didnt came in my eyes but was in my face slightly, I washed straightaway		30/10 - appropriate steps and precautions taken  IPC measures were in line with policy, and to refer to stoke (Royal Stoke University Hospital) to haem outpatients to review incident and their practice in assessing lines.		Network Services

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities

		I17351		10/20/25		09:59		10/20/25		The patient attended outpatients for their appointment. No Request for a BSL Signer was sent to the interpreters email to request a BSL signer for the appointment. Received a call from the consultant in the department to say that the patient is in the department and awaiting a signer. I checked on Care flow to check whoever made the appointment should have sent a request for a BSL Signer. The member of staff who booked the appointment no longer works at the trust		- Unable to address error as staff member no longer at the trust.
- Reporter acted urgently to arrange a last minute BSL via teams.		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Interpretation issues		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		The consultant asked if we could do it over a video link. I sent a request to our Interpreter providers who came back with a linguist over teams. I let the consultant know in the department, and gave him the link.		- All interpreter request are shown in the outpatient outcomes. It is vital to be vigilant and book as requested for the next appointment to avoid situations such as this.
- Patients have active alerts on Careflow to highlight communication issues.		Network Services

		I17348		10/20/25		05:30		10/20/25		Attended to a noise heard from Janet's room. Found Janet sitting on the floor stating that she had slipped while trying to go to the bathroom. Pt had taken off anti slip socks, these were at the end of her bed. Observations recorded, Blood glucose taken 6.8mmols, GCS 15/15.Medics made aware and attended to bedside within minutes. Janet denies that she had not hit her had and had just slid on to her bottom. Patient denies any issues or pain just wanted to get back bed.		72 hours review completed.
Staff followed SLIPS, TRIPS AND FALLS POLICY. 
Medical reviewed: no head or any injury. 
Actions to come out of falls thematic review.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/21/25		Observations and blood glucose recorded. 
Medical team notified and reviewed.
GCS monitored.
Reassured patient.		Staff followed SLIPS, TRIPS AND FALLS POLICY.  Reviewed by medical team; GCS and NEWS performed; datix completed; care plans including falls and bed rails done.		Network Services

		I17503		10/20/25		17:07		10/24/25		Patient received a unit of RBC’s and the pre transfusion vital signs were completed one hour and 12 minutes prior to its commencement
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.		To escalate with ward manager
To follow up with transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		Reported to transfusion practitioners		NEWS and vital signs are to be completed accurately and on time		Network Services

		I17504		10/20/25		15:15		10/24/25		Patient received a x bottle of Albumin and the request number was documented instead of the batch number. 

Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/24/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04K049411				Clinical Support and Specialist Surgery (CSSS)

		I17459		10/20/25		16:50		10/23/25		Received a referral in the inbox on Monday 20th October from secretary. the email stated "Hi Gerben
This letter was on my desk on my return.  I’m not sure if you’ve already seen it or not, it does not seem to have been Christie registered yet it is a referral.
Please advise what you would like me to do with it."
Letter was dated 11th August and was not added on. Not sure if referrer sent it late or if was seen late.		- Secretary queried with consultant.
- Referral team processed urgently due to delay.
- Datix was submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Registered and actioned the referral as urgent and confrimed to the secretary that it has been added on and a DATIX has been done.		- Do not send referrals to the Christie via post.
- All external referrals should be sent via email to the-christie.new.referrals@nhs.net		Network Services

		I17451		10/20/25		10:50		10/23/25		Patient developed an urticarial rash approximately 10 minutes following the completion of a platelet transfusion.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/23/25		Medical review sought and chlorphenamine administered IV with effect.				External Other Trust

		I17456		10/20/25		12:51		10/23/25		Incorrect DOB on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17470		10/20/25		08:42		10/23/25		This patient's referral was triaged to a consultant in May 2025, and this patient's referral was then discharged from that consultant, and re-directed to another consultant, and this patient referral had still not been accepted, or appointed, nor had their referral been discharged in October 2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Forwarded email from Support Manager to my Deputy Service Manager to investigate and respond

RP - SM for DG1 to review -  It looks like this patient remains unaccepted so in a received state which would mean the patient has been sat on the consultant list without action. Bookings would have only seen this if it was accepted with comments added.
Please can you review ASAP and action. Then a plan on how these are managed going forward.

New Referrals raised datix as requested.				Network Services

		I17721		10/20/25		00:00		10/31/25		TSRT 9 
#8/10 electron
Picked up during switch on that only 1/3 calculations had been completed by a B6+, should be 2 as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11U Identification of responsible staff (appropriate training, competency, entitlement)		Shardlow,  Jemma		Incident being managed locally		No Harm						- B7 informed. 
- Calculation checked and correct.
- Proceeded to treat. 
- PDF document amended. 
- Discussion with staff involved. 
- DATIX submitted.				Network Services

		I17599		10/20/25		11:00		10/28/25		tsrt9 level 5 4i sb4b cf1d
paediatric patient from Ireland referred for CSI radiotherapy. Patient and family asked to attend the christie hospital for pbt planning asap prior to MDT meeting. At consultation family where informed that there was a query regarding weather patient was standard risk or high risk prognostic group. Depending on the grouping this would change treatment pathway. Family consented to pbt prior to MDT. MDT decision high risk so indicated chemotherapy not pbt.				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor / Oesophagogastric Research Team						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4I Choice of other concurrent treatment or interventions and their sequencing or timing (including patient selection criteria or referral criteria not met)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dad informed via phone call in Ireland by consultant after mdt. Arranged to have a meeting with consultant, Irish consultant and Family following day to discuss. Second radiology opinion sought from RMCH who did not agree with MDT decision and on balance of probability patient was to be treated as standard risk. Communicated this to family and planning scans delayed by 1 day.				Network Services

		I17486		10/21/25		10:30		10/23/25		Asked to speak to patients friend /NOK on the phone by IPU admin as she was concerned that patient  hadn’t showed up for her booked pre assessment appointment at 3 pm today to prep for her booked Nephrostomy Procedure on 23.10.2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Cox,  Margaret		Incident being managed locally		No Harm						Patient  was unable to come to the phone. Her friend described her as semi responsive and too unwell to come to hospital anymore. I reassured her friend I will try to get a plan in place and ensure patient  was reviewed. My concern was to establish urgently if this was because of her Hydronephrosis( moderate on discharge 2 days ago) or was she now approaching EOL? I noted Macmillan had tried to speak to Med reg earlier today.

16:47-Rang Consultant to discuss case and ask for advice was asked to ring Med onc Reg on call.
16:48- Allertive sent to Med onc on call -Message sent outlining concern re non attendance of appointment and unresponsiveness. Explained she hasn’t seen her Gp this week has severely deteriorated plus her bloods are trending severely downwards. I asked for advice.
17:30- I then called the GP practice to ask for an urgent visit to establish if we needed to expedite her appointment as the GP hasn’t been to review in approximately one week so I called the practice to request an urgent visit to establish if she needs to come in sooner or indeed focus on comfort measures. I left my mobile number, and they agreed to call me back.
17:39-Telephone call to DN team who know patient well. They said she is now approaching her final hours of life and is no longer appropriate to come to the Christie. Macmillan have called the Christie to discuss pain relief increase. The DN team also agreed to call her GP. DN team attend daily for syringe driver oxycodone. Carers QDS and her friend was staying 24/7.

17:44-Subject: Nephrostomy request message 
Sent To:  to Consultant re all of the above asking if we should cancel her request or not?
17:57-Response from med reg on allertive -explained she had to attend to a poorly patient. Explained she  had spoke to Macmillan this am and that she planned to  review her when she came in today at 3 pm. I then suggested we speak in person as it was urgent. Call initiated – I explained the above situation and the fact I needed to know what to do and unfortunately cwp had no plan outlined re 3pm assessment and nothing was communicated to Radiology. The Doctor explained patient  was not semi-responsive earlier today and she was concerned about her and stated she really needs to come in asap.I was then asked to ring the hotline to arrange admission but I asked if the Doctor could take over at this point. She agreed to ring the hotline to arrange blue light ambulance and admission.
 
18:18 HOTLINE call -called NOK due to altertive from MED onc to say patient needed urgent blue light ambulance arranging for nephrostomy ? ureamic encephalopathy patient semi conscious spoke to GP who was in attendance with Patient doing palliative care home team visit patient deteriorated ? app EOL GP feels comfort measurements are the priority at present GCSF 15 doesn't feel she has ureamic encephalopathy, feels not appropriate for her to come to the Christie patient has community teams in place, macmillan team and DN involved in ensuring comfort goals are met GP is going to discuss with patient and NOK goals for comfort SPR informed and happy with the plan
18:20-Still no reply from her GP at this point.

22.10.2025-7.58-Message response from  Consultant-Subject: RE: Nephrostomy request 
Sent To: Radiology Nurse
 It is very sad to hear of her decline. I believe the procedure should be cancelled for now though I think this query should be redirected to the medical oncology team  since patient  was being considered for 2nd line chemotherapy.
22.10.2025-7:58-Hi Dr ,
 I have been messaged about patients  decline. She was due to come in for nephrostomy change but is too unwell.
Based on this I believe she will not have second line treatment . She was supposed to be going back to med onc clinic on 28th for consideration of this.				Network Services

		I17455		10/21/25		12:34		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Samples should be properly labelled before sending to the lab		Network Services

		I17465		10/21/25		12:00		10/23/25		TSRT9/level 5/13F/CF1c/SB13F/ MD 13f

Left Breast #4/5
Pt for cardiac monitoring.
Radiographers did not wait for Medical team to arrive to monitor pt prior to switching on beam.
1 XRT beam delivered prior to starting monitoring.		monitroing in place for second beam
no harm to patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Pt checked by medical team and monitoring switched on for 2nd beam.
Pt medical review following XRT.
Pt clinically well, no concerns regarding pacemaker.
Medium risk on cardiac risk categorisation 
Radiographers educated on importance of following departmental procedures.		follow policy		Network Services

		I17493		10/21/25		17:50		10/23/25		Patient had a Cholinergic reaction to irinotecan; sweaty and stomach cramps		Symptoms resolved - treatment continued.

Will email team to change duration of treatment to 1hr30mins and to have atropine as default not optional..

Safety netted patient with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped treatment and administrated 0.25mg atropine		Nurses are all taught on UKONS how to treat this reaction.		Network Services

		I17514		10/21/25		15:36		10/24/25		Incorrect patient letter attached to an overseas patients email to request the immigration share code. I have attached the email and attachment to this datix.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Bryan,  Dwain		Finally approved		No Harm		No harm		11/5/25		Raised to management and completed Datix.		To be more careful when attaching files to emails.		Network Services

		I17394		10/21/25		15:40		10/21/25		TSRT9/ EL3 / 13I / CF1a CF1c / MoD13BB / SB13aa SB13ii

Offline review #1-3 stated to repeat imaging for remaining 2#'s.

Resetup required #4.
B7 did not realise resetup #1 meant that more than 2 additional KV images had been acquired over the 4#'s treated currently.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Whilst annotating additional image note B7 realised additional imaging exceeded 2.
Clinician emailed for authorisation.
Ensured annotation input from clinician before next treatment/image due.

Spoke to radiographer that completed offline review. It should have been escalated at the time of offline review that additional imaging due to resetup #1 would exceed 2 over the course of treatment.				Network Services

		I17395		10/21/25		11:50		10/21/25		Whilst checking on the patient it was noticed that his hands and palms were red.  He then reported that he felt hot and nauseous.  On closer examination his chest and upper arms appeared blotchy.		treatment stopped Chlorphenamine 10mg, administered under PGD
Hydrocortisone 200mg, administered under PGD
Actions and result of actions taken
patient reviewed by acp J Booth;

- iv paracetamol and metoclopramide given after rescue medication.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		chemo stopped; clinical observations were taken; rescue medication given ( 10mg piriton and 200mg of hydrocortisone).  Unit acp was notified to review patient and give plan of care.				Network Services

		I17396		10/21/25		15:50		10/21/25		TVN review - classed C2 pressure damage				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Langstaff,  Alexandra		Incident being managed locally		Low Harm		Low harm				Nursing staff referred to TVN on identification of damage blister/C2 to left heel
TVN reviewed and classed as C2 and advised ward staff to datix. 
L heel blister was present on admission - NS state has burst during admission.
Also has blister to R heel and C1 marking to thigh ?from catheter.
Currently hoisted astx3, nursed in bed majority of the time, high BMI, lymphoedema. 
Added to turns chart and nursing handover, heel pro boots in situ, added to SSKIN bundle, medical illustration taken yesterday.				Clinical Support and Specialist Surgery (CSSS)

		I17397		10/21/25		08:20		10/21/25		Patient had a fall by M&S this morning, as I just happened to arrive a nurse was already helping her. I fetched a wheelchair and when the patient felt ready the nurse and I helped her into the chair and I brought her up to radiotherapy. She informed me her legs 'just went' and this has happened before.				The Christie NHS Foundation Trust / Other / Hospital Grounds						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		I passed this information onto the treatment staff on suite 2 and they agreed she needs obs and review as she knocked her head when she fell. The patient was happy with this plan				Other

		I17398		10/21/25		12:43		10/21/25		Patient had had 273mls of docetaxel administered as per hypersensitivity protocol due to previous reaction, complained of abdo pain radiating into back, lightheaded		Treatment stopped, appropriate medications given.  observations recorded, safety of the patient priority.
treatment re started, with further reaction.  treatment stopped 
 reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/22/25		Treatment stopped, observations recorded, 100mgs of hydrocortisone given under PGD, symptoms appeared to settle, pain improved. Reviewed by tACP, 1g paracetamol PO given under PGD.
Around 20minutes later patient reported symptoms returning, pain and nauseous. Further 100mgs IV hydrocortisone given. C/O chest discomfort - ECG completed and reviewed by tACP and ACP. Oramorph given for pain. ECG repeated
Patient feeling well and happy to go home, safety netted. Team emailed.				Network Services

		I17399		10/21/25		17:30		10/21/25		evidence of contrast on bolus tracking, scan triggered. Patient did not complain of pain during scan. PV scan suboptimal to checked patients arm after scan and there was evidence of extravasation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/29/25		apologised to patient, drawn around, cold compress given, picture taken, attempt was made to aspirate but very little came out. Checked images with HULA as patient was anxious over the diagnostic quality of the images. HULA assured repeat imaging with a new cannula was not required. 
Camera will be sent to medical illustration tomorrow, and will call patient tomorrow to check on status of swelling. No immediate concerns		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17400		10/21/25		14:00		10/21/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after.		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD
Patients symptoms then eased.

Actions and result of actions taken	
Sister  and staff nurse  first to attend, quickly followed by ACP and other ORTC staff.
Initial NEWS 9 (o2 89% = 3 using O2 = 3) - within minutes this had come down to 1 so outreach not contacted.

Nurse emailed team to prescribe desensitising medications for next treatment. Bloods and clinic booked for next week 27/10/25 so team can review prior to next cycle of chemotherapy.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Patient looked red to face and described feeling dizzy. Sister and staff nurse attended, stopped treatment and gave 100mg hydrocortisone as per PGD. 02 via NRB as sats dropped (known COPD) - ACP in attendance also. recovered quickly after		More detail could of been documented regarding how many mls of treatment went though before he reacted and what the plan was regarding 
No updates on Iqemo to say that drug was partially administered.		Network Services

		I17402		10/21/25		19:00		10/21/25		TSRT9 Level 10J 5 SB10l 10J CF1c
Bladder pressure for abdomen belt not provided on scan sheet, assessment tab or patient site set up by pre-treatment staff. The ant Tattoo to belt measurement of 1cm that was provided did not match the 4cm difference on the acetate.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		Issues raised to superintendent.  Clinical judgment used to set bladder pressure with help from partial picture of pressure gauge from pre-treat on site setup.  B7 present for set up after and CBCT.				Network Services

		I17403		10/21/25		20:05		10/21/25		Incorrect Christie number entered on blood gas machine (patient KM). Unable to change number as machine had locked in result. Patient name deleted from test on gas machine- consequently test has not currently appeared on CWP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Digital Services / Transformation				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/30/25		Sample re-entered with correct Christie number (patient MW).

Out-of-Hours labs called. Confirmed they could also not see result on CWP. Not possible to add comment to result as it has nt appeared on CWP.

IRF submitted				Clinical Support and Specialist Surgery (CSSS)

		I17390		10/21/25		13:30		10/21/25		Cannula causing pain, 10 ml flush showed swelling when pushed slowly.		Extravasation managed appropriately, follow up call made, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Chemical		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/27/25		Infusion stopped 
Checked for flashback and flashback seen 
10 Ml flush used to check cannula, small swelling noted
Treatment clamped off and disconnected 
Aspirated cannula, blood seen.
Area marked and photographed with patient consent 
Flow chat D followed 
Heat pack applied for 20 min 
No swelling seen and area not red and patient expressed no pain. 
safety netted patient to contact Hotline A+E  if develops pain/ swelling or is concerned. 
Arranged to contact patient tomorrow AM to check on patient status.		Extravasation managed appropriately, follow up call made, no further issues reported.		Network Services

		I17388		10/21/25		14:00		10/21/25		Patient experienced symptoms like Warm and flushed during the Treatment infusion.		All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.
Treatment given
Medication given for drug reaction
Hydrocortisone 100mg, administered under PGD		The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/22/25		Treatment stopped immediately. Clinical Observations were taken timely. All the mandatory interventions were taken - administered Hydrocortisone 100mg. On unit ACP - informed and Pt was reviewed.				Network Services

		I17405		10/21/25		14:00		10/22/25		94 year old admitted to IPU at 14:00 for excision of lesion of forehead under LA Plastics list. Known Type 2 on insulin. BM on admission unrecordable - high. Bloods (VBG) taken by IPU nursing team. Escalated to diabetic team (serum osmolarity, Christie Profile HBA1c requested) . Escalated to Plastics team and theatres. Reviewed by Plastics Registrar and 8 units of Novarapid prescribed. 
Second VBG taken - awaiting result. Plastics reg instructed IPU B6 to discharge patient as he "was stable".		Wider work ongoing regarding: who takes responsibility for surgical pts when their presenting issue is medical. Mr Oudit is in communication with Eva and Sekar regarding this. New SOP to be created in regards to the management of surgical patients going to medical.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Smith,  Lydia		Finally approved		No Harm		No harm		11/4/25		IPU B6 team disagreed with management plan and stated they were not discharging the pt.  

No results obtained from 1st VBG - results failure on machine. Escalated to IPU B7 (interviewing at time). 2nd VBG  - lactate 2.2 K+6.2  Glucose recorded as ?. Capillary BM recorded now at 32mmols. Ketones 0.6 on AAU machine. Plastics Reg stated he had consulted Surgical Reg on call and he would review these results. Plastics Reg left duty. Surgical Reg on call unaware of pt after being consulted by IPU B6. Management plan obtained from Surgical Reg on call - escalated to Consultant, escalated to CCU and patient transferred to AAU at 19:45 following further novarapid, calcium gluconate and IV fluids. BM 29.7 on transfer.				Clinical Support and Specialist Surgery (CSSS)

		I17377		10/21/25		08:44		10/21/25		TSRT9/ 13AA/ Level 5/ SB12G/ MoD 13I/ CF1c/
Systematic review not scheduled for after Ph2 #1 as per PR3.69.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 regarding no anno, proceeded to use 2D as per B7 authorisation
Systematic reviews scheduled correctly apart from missing post #1 as Same ISO as Ph1- incorrect process.				Network Services

		I17383		10/21/25		10:45		10/21/25		TSRT9 / EL3 / 13I / CF1B / MoD 13BB / SB12C 13HH
Incorrect image preset selected at treatment prep stage.
Head and neck S20 should have been used, M20 selected.

1.7mGy dose from H+N M20 compared to 0.8mGy for S20, additional dose of 0.9mGy.
This is not reportable		The radiographer that completed the image prep has been involved in a similar incident regarding another image prep. They have been undertaking a lot of treatment preps recently & therefore this should be closely monitored. I have spoken with them about both incidents & educated them on the selection of appropriate image preset selection.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 after #1
Image preset changed in imaging field after assessing treatment volume on CBCT.

Discussed with treatment radiographer the importance of pause & check that appropriate imaging preset selected prior to initiating exposure.
Discussed with radiographer that had completed image prep, they believed an M20 would be better for TV visualisation inferiorly. Reviewed CBCT & discussed that S20 would still have been sufficient. We would standardly select S20 & then review if not sufficient to escalate for consideration of M20.				Network Services

		I17384		10/21/25		11:48		10/21/25		Patient had a rate increase retuxamab infusion. 
Second rate was given @ 692ml/hr instead of 112ml/hr due to human error, I incorrectly put the time in the pump and after correcting this did not double check the rate (which had been changed due to the automotive system on the pump). 
Communicated this to the pt who reported feeling well in self, he was understanding of the situation and was incredibly understanding.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Donovan,  Helen		Incident being managed locally		No Harm						Started treatment at increased rate @ 11:30, noticed incorrect rate @ 11:48. 
Stopped treatment and communicated to pt what happened and apologised. Checked if pt was feeling ok, which he reported he was.  Spoke to NIC TP who advised me to call the research team. Called CRN Joanna who said for me to keep an eye on the pt and repeat obs. Obs repeated and all ok, so go ahead with treatment.
Recorded timings and will record on SACT careplan and IQEMO				Research and Innovation

		I17386		10/21/25		10:00		10/21/25		tsrt9 level 5i cf1d md12a sb5i
PPM not acknowledged on booking form				The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Email to cardiac devices for more information
Phone call to Bolton cardiology for further information and highlight end of treatment check
Pacing dependent therefore treatment site switched to allow for monitoring

Patient Safety - please reassign not for R&B - is for DG1 as clinician would have completed radiothx form?				Network Services

		I17379		10/21/25		09:30		10/21/25		2 x surgical patients discharged from inpatient ward. Both required TWOC appointments on IPU. No booking requests sent and patients just arrived onto IPU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Dale,  Emma		Incident being managed locally		No Harm						Patients clinically required TWOC on the day of arrival onto the Unit and therefore patients had to be added onto the TCI for IPU despite already high activity for that day. TWOCS performed.				Clinical Support and Specialist Surgery (CSSS)

		I17411		10/21/25		16:44		10/22/25		Lab number 2666298. Incorrect hospital number on form. Sample rejected on synergy  accidently put -1 in CEA field.  -1 result wasn't realised until a day later.  Consequence result went over to CWP patient record.   Training error.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Incident being managed locally		No Harm						Error logged.  Fbc already on analyser so results remove from analyser - hadn't gone over to CWP. Serum removed before it went on analyser. Duty biochemist informed.  Results redacted from CWP.				Christie Pathology Partnership

		I17424		10/21/25		12:00		10/22/25		TSRT9/level 3/ 13L/ CF 1C/2C;/MD 13i/ SB 13i

*Patient set up to isocentre using SGRT then moves to isocentre applied again via CMA
*Geographical miss requiring repeat XVI
*Additional dose to pt =5.3mGy
*Non-reportable		corrected prior to treatment

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		*B7 called to review XVI
*Treatment radiographer realised error from imaging
*Repeat XVI approved
*Pt set up again
*Picked up due to daily imaging		staff to be aware and folllow protocol		Network Services

		I17417		10/21/25		13:30		10/22/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Come out of the room to image the patient. Patient in breath hold for CBCT and needed a break mid-scan. Interrupted the beam as normal at 14.6 degrees gantry angle. XVI returned a treatment error and give us the option to review the image as though the entire scan had been acquired (image due to end at 20 degrees). Patient therefore needed another CBCT.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Band 7 and engineers contacted. Engineers photographed error message and closed out of XVI. Chose to do a test scan to see if the same issue happened again. Patient was able to get  back on the bed and had treatment without any further issues.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		Network Services

		I17616		10/21/25		14:30		10/28/25		Had appointment booked on 21/10 14:30 at Macclesfield, was phoned the day before and given the appointment details. Arrived at Macclesfield and there was no appointment on the system to book into as this had been cancelled by the team at main site who had phoned the patient the day before with the appointment but the patient had not since been told this was cancelled.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Incident being managed locally		Low Harm						Macclesfield reception team spoke with the clinical team and the secretaries, explained the situation and they agreed to see the patient in clinic. The patient was very distressed to find out the appointment was not on the system at first so appreciated the Macclesfield team being able to solve the problem and be seen.				Network Services

		I17575		10/21/25		12:00		10/27/25		Endoscopy report had to be edited after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report on CWP- one is correct and one is incorrect and needs redacting. Completing datix for tach bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						Endoscopy manager aware.				Clinical Support and Specialist Surgery (CSSS)

		I17444		10/22/25		17:50		10/22/25		TSRT9 level 5 SB10l10J CF1c
civco matress omitted from RTP site setup information				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		b7 asked to attend setup for patient. #2/10 right knee. Discrepancy in table height from planned height and had to adjust ~1.8cm to set ANT FSD. On review of RTP information and plan it was noted that patient should have been on a civco matress. patient resetup with matress in place and civco added to site setup				Network Services

		I17428		10/22/25		14:30		10/22/25		Seen pt at 15 min checks. Obs stable.  PVC area checked and intact. Pt buzzed around 10 mins later that arm was hurting. Saw pt had a big lump from where it has extravasated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Scott,  Sabrina		Incident being managed locally		Low Harm						Blood stopped. Senior nurse and dr made aware. Area drawn round. Dr reviewed. Blood aspirated by colleague. Transfusions nurses made aware. Advised not to put heat on. Labs and blood bank made aware due to needing another unit.  PVC was inserted by ultrasound guide. IPU called for urgent picc line. Pt being admitted for monitoring. Extravastation careplan completed.				Clinical Support and Specialist Surgery (CSSS)

		I17446		10/22/25		17:45		10/22/25		Dressing around cannula noticed to be wet whilst IV SACT running. IV SACT paused. Slight swelling noticed to round cannula site.		All appropriate actions taken once incident was identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/28/25		IV SACT paused. Informed NIC & ward dr. Extravasation flowchart for specific chemotherapy obtained & followed. On call Dr informed. Attempts to withdraw from cannula with nil output.  Cannula removed and sterile gauze applied and surgical marker pen used to circle area. Cold pack applied as per protocol and will.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17447		10/22/25		16:00		10/22/25		TSRT9 level 5 19a sb19a cf2d md13a
Noticed #1 IRMER dose/# not christie protocol. Dr informed us that the CL3 07 document is just not updated yet and it will soon be protocol, however for now old IRMER voided and new IRMER completed by consultant. This was missed during prep checks. Patient was in the department for 3 hours before getting treated although this was mostly due to waiting for her consent.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1				Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Band 7 informed. Doctor had just consented patient. therefore, amended IRMER appropriately.				Network Services

		I17448		10/22/25		19:00		10/22/25		pt had MASD- unfortunately now developed to c1. doesn't often mobilise as feels ++dizzy when walking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Incident being managed locally		Low Harm						dressing applied. informed NIC. assisted pt to lie on side. informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17449		10/22/25		20:00		10/23/25		Admitted with cat 1 pressure sore x3 2 on left buttock and 1 on right buttock with red sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Informed sister in charge
On an air mattress
Patient declined dressing to be put on
Referred to TVN
Datix				Clinical Support and Specialist Surgery (CSSS)

		I17450		10/22/25		20:30		10/23/25		Patient found on floor in side room, had an unwitnessed fall. Large haematoma to forehead, fractured nose, bleeding from nose, forehead and ex cannula site - cannula fell out during fall. 
Patient reported she had tripped from the bathroom and crawled out to the bedspace. On the floor for approximately 15 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Perry,  Liz		Learning response required		Moderate Harm						Fast bleeped on call doctor for review. Applied pressure to patient's nose and bleeding settled. Observations taken, NEWS2 score 8 at time of fall. Clinical Night Practitioner, On call Dr and nursing staff assisted patient into bed. Neuro obs completed as per policy. CT head and facial bones completed. Confirmed nasal bones fracture. Bloods taken as requested.				Clinical Support and Specialist Surgery (CSSS)

		I17430		10/22/25		12:00		10/22/25		TSRT9/level 3/13R/CF1d/SB13i/MD13i

#18/20 VMAT Prostate M10 filter
Additional dose to pt = 7.9mGy
Blue triangle immobilisation cushion used under knees for XRT set up instead of Orange knee bolster.
Radiographers realised during Image review due to poor XVI match (large corrections)
Escalated to B7

Additional dose to pt = 7.9mGy
First Occurrance - Non-reportable		correct immobilsation used 

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Unable to achieve satisfactory PTV coverage
Site Set up checked - immobilisation incorrect.
Pt re-set up & re-imaged.
Additional XVI approved under protocol.
Treatment delivered correctly.		staff to ensure they use and communicate the use of th ecorrect immobilisation		Network Services

		I17431		10/22/25		11:50		10/22/25		Patient experienced facial and chest flushing 10 minutes into Paclitaxel infusion.
Patient also complained of abdominal discomfort/bloating. 

Incident at Bolton Churchill Unit				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Paclitaxel infusion stopped. Observations checked and satisfactory. 
PGG followed- 10mg chlorphenamine and 100mg hydrocortisone IV administered. 
Patient monitored for half an hour and all symptoms settled and resolved. 
Paclitaxel infusion completed following reaction protocol at titrated slow rate and with no further issues.				Network Services

		I17432		10/22/25		15:32		10/22/25		the patient was on a slow rate docetaxel on his 1/2 rate when he suddenly started feeling hot and became flushed.		Patient reviewed  on ORTC as reacted to slow rate docetaxel, similar to previous reaction he felt hot and became flushed. No pain noted.

Treatment stopped and 100mg of hydrocortisone given, Not for further treatment today. Will need to go back through clinic to see about a change in treatment. Only 5 days of filgrastim given to take home as he only had a small amount of the drug. Not given dexamethasone pre meds to take home.

When symptoms settle can go home. Team and schedulers to be emailed to arrange clinic appointment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		treatment stopped, 
100mg hydrocortisone given 
ANP on unit informed		Processes followed and ANP reviewed on unit swiftly.		Network Services

		I17433		10/22/25		11:50		10/22/25		Patient's partner alerted a nurse walking past that the patient had sudden back pain during SACT infusion.		Reviewed by doctor on the unit - no concerns - rechallenged on hypersensitivity protocol and was stable.

 Team emailed to amend the script for next cycle.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		10/31/25		Infusion was stopped and hydrocortisone administered. Observations were taken. Dr was informed and came to review the patient.		Thank You for reporting this incident. All process followed and patient safely finished their treatment. 

Team made aware so changes can be made to script.		Network Services

		I17434		10/22/25		11:00		10/22/25		Discovered DTI located to left heel.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Spooner,  Jennie		Learning response required		No Harm						TVN referral, pressure relief provided. Elevated heels. Patient requires a pump for mattress. Medical illustration done. 
TVN review 22/10/2025
On assessment, she has a small DTI to her left heel, approximately around 1cm circumferential. She herself was positioned on her side during assessment.

Management plan

Elevate the heel on repose wedges/if no repose wedges to use pillows to elevate the heel.

Attach the mattress pump to the mattress 

Medical illustration photo today

Datix the incident as DTI.
29/10/2025: TVN update
Reviewed Photo on PACS from the 27th prior to discharge.
DTI is resolved and downgraded to Cat 1.				Clinical Support and Specialist Surgery (CSSS)

		I17435		10/22/25		14:08		10/22/25		During Paclitaxel infusion, the patient reported he got a little bit hot feeling and light headache after 25.2 ml infused.		Team emailed to change script.

NEWS2 - 0 throughout.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		The infusion was stopped immediately and observations were taken and marked at CWP. hydrocortisone 100mg given on 1409. The patient remained alert and claim.		paclitaxel reaction managed well 

Patient went on to have her next treatment at a slow rate and managed fine.		Network Services

		I17436		10/22/25		13:10		10/22/25		Patient became more flushed than baseline after having 82mls of Docetaxel.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		Low Harm						Patient had arrived flushed as a side effect of steroids. Nonetheless felt she had became more red and when asked said she felt hot but this could sometimes happen even when at home. Infusion stopped, hydrocortisone and chlorphenamine give, observations taken, and patient rechallenged successfully following sensitivity protocol.				Network Services

		I17437		10/22/25		15:45		10/22/25		Contacted by patients sister who claimed her brother had requested pain relief at 9am this morning and had not received any until 1430pm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Scott,  Sabrina		Finally approved		No Harm		No harm		10/23/25		Spoke with nurse who was caring for the patient, who explained that regular medications had not been prescribed, hence why he had waited so long, she had asked for the medications to be prescribed and had asked 3 times before an ANP had prescribed some.				Clinical Support and Specialist Surgery (CSSS)

		I17439		10/22/25		11:30		10/22/25		Called ward at 08:00am  to notify patient’s platelet count was 43 (FBC at 4:54 am). Informed them that patient urgently needs platelet transfusion before procedure and to recheck platelets, as consultant agreed procedure only if platelets >50. Ward confirmed platelet transfusion expected at 10:30 and was advised to start immediately. Later called ward again; patient was being transfused 11:30 but bloods still needed checking. Consultant cancelled procedure as platelets was not stable.		Reallocate to JR		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Robertson,  Jane		Incident being managed locally		No Harm						The ward was contacted to inform them that the procedure was cancelled because the patient was not ready on time and the consultant was occupied during the afternoon session. It was explained that the clinical decision to cancel was made by the consultant and had been previously discussed with the haematology consultant a week earlier regarding platelet requirements. 
The endoscopy manager, nurse, and consultant had all repeatedly emphasised to the ward the importance of completing the platelet transfusion as early as possible on the morning of the procedure day and was consistently following up with the ward throughout the morning of the procedure. 

The ward was advised to speak to the on-call consultant if they wished to proceed with the procedure on the same day, as there was an afternoon list available; however, it was managed by a different endoscopist with other commitments. The on-call consultant later confirmed that no endoscopist was available that afternoon and instructed the ward to submit a new request using the endoscopy booking form.
The ward was reminded of the importance of timely platelet transfusions to avoid similar issues for future scheduled endoscopy lists.		Recommendation - if a specific threshold is required, they not only need to prescribe/hand over to the nursing team, but they need to communicate with blood bank to assure they have the required blood products available on site.		Network Services

		I17440		10/22/25		15:15		10/22/25		Initially pt reported that pins and needles in his arm - heat pack and a warm drink provided.  Then pt told me that pins and needles are spreading to his feet and in the right arm as well as left arm. Another heat pack and warm drink provided. As no effect -Treatment paused at 549mls infused (40mls left).		NEWS2 3 - then decreased to 1 
Registrar from patients team contacted patient following  incident during last treatment. 

Contacted by chemo nurses re symptoms during last treatment.

Reviewed Sx and d/w Consultant - impression is of cold related dysaesthesia and laryngeal dysaesthesia rather than a hypersensitivity reaction. Advised to increase oxaliplatin duration to 4 hours.

D/w patient - explained update as above. He is currently feeling well, managing three meals a day. No skin toxicities from capecitabine. Remains independent with ADLs. Paraesthesiae now only intermittent upon touching cold surfaces. He is aware to wear gloves.

He is aware of his next F2F f/u on 11/11		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Concerns escalated to ACP who came to review pt on ORTC. As per ACP symptoms to be treated with reaction medications. NEW2 completed. At 15:17 Hydrocortisone 100mg IV administered under PGD by RGN. At 15:18 IV Chlorphenamine 10mg administered under PGD by RGN. At 15:24 pt complained of laryngospasm in the neck, tingling in lips.  At 15:25 another IV 100mg Hydrocortisone given under PGD by Sister. Heat pack applied to the neck. Warm drink provided. NEWS2 completed. 
At 16:18 - pt reports that now symptoms have resolved. NEWS2 completed. Please see NEWS2 chart. I have asked ACP to review pt prior to him going home. ACP has also acknowledged the NEWS2, happy for the pt to go home. ACP indicated that pt does not require to stay on the ORTC for any longer. Pt aware and happy to pick up desensitisation medications from the dep 14. Aware to call the hotline if feels unwell.		Thank you for reporting this incident. Patient was followed up and treatment plan made. Patient has clinic appointment on 11/11. Desensitising medications posted out. Team will confirm if patient needs these or not.		Network Services

		I17441		10/22/25		17:30		10/22/25		TSRT9 / EL3 / 13Z / CF1B CF1C / MoD13I / SB13AA
#3 it was noticed M15 would have been sufficient but image was prepped with M20.
Additional dose of 2.4mGy over 3 CBCTs. Not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Image prep changed to M15.

Feedback provided to radiographer that had completed image prep & staff that had treated/imaged #1-3.				Network Services

		I17419		10/22/25		13:00		10/22/25		TSRT9 / EL 2 / 13AA / CF 1C / MoD 13BB / SB 13AA
Escalated to B7, during offline review #1-3, disagreement with match applied #1.
#1 match applied +0.4 on Y.
Offline match -1.7 on Y.
This is a difference of 2cm compared to the correct match.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to physics who advised that as the difference is less than 2.5 times this is not classed as a geographical miss. Therefore not reportable.
Asked radiographer to rematch image and discussed offline.

Clinician informed. Likely to have some clinical impact as the treatment was planned with tight margins, therefore the inf aspect of the TV will not have been included in the treatment field #1.
Clinician will follow-up with the patient as per standard follow-up post treatment. Clinician will inform the patient of error at this appointment as per Duty of Candour.				Network Services

		I17420		10/22/25		08:00		10/22/25		tsrt9 level 5 4j md13a sb4j cf2d
Patient was consented in clinic for radiotherapy on 7/10/25 as annotated in CWP but consent form had not been scanned in. This was noted during treatment prep process and				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Patient was contacted to ask him to bring his copy in. The patient advised that he probably wouldn't be able to find it. Message was sent to the consultant and attempt made to call the secretary who to see if form could be retrieved with no success. Clinical team were contacted on patient arrival and patient was re-consented before #1 commenced				Network Services

		I17425		10/22/25		10:00		10/22/25		tsrt9 level 5 5k md12 sb5k cf1d
During the data input for the patient it was noticed that the annotations on CWP stated 5 fractions of radiotherapy when this was cross referenced with the IRMER there was a mismatch. The IRMER stated 15 fractions this was later clarified with the Dr who confirmed the patient was for 5 fractions however this caused a delay to the patient as they were originally planned for 15 fractions so the treatment had to be replanned.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dr was notified of the mismatch between fractionations, pt plan was replanned for correct dose and fractionation.				Network Services

		I17423		10/22/25		13:00		10/22/25		Fall at lunchtime today, mechanical fall, says he slipped on slippers and lost balance. assisted back onto chair by x3 nursing staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Scott,  Sabrina		Incident being managed locally		Moderate Harm		Low harm				Observations taken. Dr has reviewed. No visible trauma to head or bleeding. Slight bump to R side of head. Alert and orientated, no loss of consciousness, GCS 15/15 PEARL. Attending CT head. To transfuse platelets later this afternoon.				Clinical Support and Specialist Surgery (CSSS)

		I17414		10/22/25		11:42		10/22/25		TSRT9 LEVEL 5 19A sb19a md12g cf2a
At treatment prep- clinical treatment protocol "Wilms"  not evident on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		PX, RTQA forms, annotations are accurate, therefore proceeded to treat.				Network Services

		I17410		10/22/25		10:30		10/22/25		TSRT9

Patient setup on D-Max couch top (should have been KVUE couch top).

Identified partway through XVI acquisition - scan manually interrupted.

Additional dose to pt = 0.7mGy. 46/650 frames delivered.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Image acquisition manually interrupted by treating rads.

Escalated to B7.

Pt resetup.

Additional image justified in MOSAIQ. Pt reimaged + treated correctly.				Network Services

		I17407		10/22/25		03:00		10/22/25		At approximately 03:00, patient was found on the floor beside the bed attached to IV pump, no dislodgment observed  The patient was alert and conscious and seen in a seated position on the floor.  I asked what happened and the patient reported that she had attempted to go to the toilet and had slipped. I accessed and asked patient if in any pain, patient denies pain, observation taken. a commode pan was provided passed urine and patient was assisted back to bed and made comfortable.		learning identified and will be updated on the next LFI.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		A full set of observations was taken and recorded,  NEWS score of 1. The patient denied any pain when questioned. I accessed for signs of bruising or swelling and non observed.  NIC informed of incident. Patient was reminded to use call bell for assistance when needing the toilet.		follow post falls protocol accurately. 
document footwear
check CBG post fall 
Alert medical team for review asap		Clinical Support and Specialist Surgery (CSSS)

		I17408		10/22/25		09:21		10/22/25		I received a phone call from a patient which contained questions that needed to be passed onto the team. I included them correctly as recipients but the patient was also querying his radiotherapy treatment. I CC'ed in the radiotherapy bookings team but accidently miss selected the correct email address and so I CC'ed the radiotherapy bookings team from Royal Marsden rather than the Christie.		I have advised the staff member to help reduce the risk of sending emails to the wrong recipient, staff are encouraged to change their default address book in Outlook from the Global Address List to The Christie. The details of how to do this is on HIVE and i have signposted her to these instructions.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I resent the email including the correct radiotherapy bookings team and urgently emailed the team at Royal Marsden to advise that the email had been sent to them in error and to please disregard it immediately.		to check all email addresses when sending an email.		Network Services

		I17404		10/22/25		03:30		10/22/25		Patient AX1 due to being unsteady on feet. On the way back from the bathroom he held onto the door handle, making the door open quickly, which made him loose his balance. He was assisted the the floor with member of staff assisting him. He landed on his bum, did not hit his head.		Importance of repeating Moving, Handling and Falls risk assessment post fall and completing lying and standing blood pressure on admission to be fed back to all staff on AAU.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		AX3 to get him standing up from the floor, walked back to bed with assistance. 
Skin on back/bum checked, no new damage to skin (Has existing C2)
Drs informed, not concerned - to recheck L/S BP in mane. 
Pt knows to use call bell if he needs assistance.		From findings appears a mechanical fall (accidentally leaning on unlocked door handle) occurs. The patient risk assessment is completed with 6 hours of admission and is deemed a significant falls risk. Previous falls, low sodium, visual impairment, fatigue+++. Patient is nursed in highly visible bed space. Patient required assistance to mobilise across admission and uses the call bell. The patient is supervised at time of incident, no harm to patient. Patient does not hit head and receives a medical review within 12 hours as per Management of an Inpatient following a fall algorithm.  

Learning to be disseminated to AAU staff regarding repeating Moving, Handling and Falls risk assessment post fall. Lying and Standing blood pressure not taken on admission due to fatigue+++ and mobility issues.		Clinical Support and Specialist Surgery (CSSS)

		I17512		10/22/25		15:04		10/24/25		Patient received a transfusion and no 1st or 2nd independent checks, starting information or outcome completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17466		10/22/25		17:45		10/23/25		tsrt9
Mechanical error with the machine. Patient was lying on the bed waiting for the beam for a long period of time, pt was struggling and asked to come off the bed while engineers were sorting error within the machine. Once the error had been fixed patient resumed remaining treatment but this required an additional image. Additional image was authorised by band 7 and image review form was completed - pt completed remaining treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Patient was taken off the bed and allowed to sit up and have pain relief. Once fault was fixed pt resumed remaining treatment with extra imaging authorisation from band 7.				Network Services

		I17467		10/22/25		09:00		10/23/25		Donor letter not completed on 21/10 which was the clearance deadline for the anthony nolan paper work (including letter) to be returned to the registry.
Clinic letter not authorised on 22/10
Clinic letter not ready on CWP until 23/10

NM 27/10/25 this was a medical delay, doctor refusing to complete it when it needed to be done, which requires review.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Robertson,  Jane		Incident being managed locally		No Harm						Apologised to anthony nolan for the delay				Network Services

		I17468		10/22/25		16:00		10/23/25		TSRT9
mechanical issues with the machine, multiple interlocks and no beam available resulting in patient coming off the bed and requiring additional imaging 
(2 x 2D pairs)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		called MCR and requested estimate of timings to resolve the issue, large amount of time provided, B7 informed and patient informed and decision made to get patient off the bed				Network Services

		I17452		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		Low harm		10/23/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17453		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		11/3/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17460		10/22/25		18:00		10/23/25		tsrt9
Breakdown across all gantries - problems with energy? 
Pt off bed as ++time in mask, paed, #3. Had already had CBCT and 2D pair. 2 beams out of 6 delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Assessed need for CBCT as due to be on weekly pathway after #3 however sinus filling etc issues present, opted to repeat both CBCT and 2D w/superintendent. Auth'd by band 7.				Network Services

		I17461		10/22/25		10:35		10/23/25		TSRT9 / Level 3 / 11j / MD13jj / SB11t / CF1b / CF1c
Due to a large lateral shift; the gantry doesn't have clearance to get to the G195 beam. 
Additional 2DkV will be taken each fraction as treatment couch will need to be move to achieve clearance.		Email sent to team on 24/10/25 and to be discussed in physics meeting on 31/10/25 highlighting the importance of considering gantry rotation in isocentre placement.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Planning room (second floor)						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Lowe,  Matthew		Finally approved		No Harm		No harm		10/24/25		Superintendent/ planning informed. Plan of action formed to continue treatment,		Treatment planning staff should be vigilant about gantry rotation when planning treatments with isocentres away form the centre of the patient.		Network Services

		I17462		10/22/25		13:20		10/23/25		TSRT9
Transcribing error on PTP scan record, measurements for setup do not match the patient setup photos. Noted and updated prior to any imaging. #1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		B7 informed, both documents checked and correction made on PTP scan record to match the setup photos, when setting up patient the measurements from the setup photos were used.				Network Services

		I17463		10/22/25		09:00		10/23/25		Clinic letter not ready to send with DKMS donor clearance on 17/10/2025. 
Clinic letter was not available on CWP to send until 22/10/2025				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Robertson,  Jane		Incident being managed locally		No Harm						Consultant asked to complete the letter ASAP
Apologised to DKMS for the delay				Network Services

		I17487		10/22/25		20:20		10/23/25		When calculating Pregabalin dosage this morning for patient (should be 170mg in 8.5ml) I noticed that the previous dose written in the controlled drug book was incorrect and it was written 170mg in 7.5ml. 
Concentration of Pregabalin is 20mg in 1ml hence patient has been given an incorrect dose (less than prescribed).		learning identified and added onto next LFI to ensure RN double check when doing CDs.
conversation carried on with RN who previously gave incorrect dose.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Duty of candour completed. 
Correct dose of Pregabalin administered this morning. 
Spoke to CPE on the ward regarding the medication error.		x2 RN to check dosage properly and to do calculations together.		Clinical Support and Specialist Surgery (CSSS)

		I17489		10/22/25		15:36		10/23/25		Treatment expired prior to administration to patient
Patient reviewed in clinic 09:10
Green hand completed on iqemo @ 09:50
Go ahead given 11:02
Patient handed over to CRF 11:30
Treatment ready at aseptics 12:00
Research team called CRF to highlight treatment ready and 4 hour expiry at 14:45
Call from CRF that treatment had reached expiry 15:36				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Pearson,  Sally		Incident being managed locally		No Harm						Discussed with aseptics to enquire about capacity to make same day - no time available - added to Thursday PM list
Spoke with patient to apologise and arrange rebooking appointment.
New treatment chair and transport arranged. Requested new prescription.
Patient attended 23/10/25 for treatement.
PI notified.				Research and Innovation

		I17471		10/22/25		13:00		10/23/25		Dysphagic patient was discharged from SALT after he opted to 'Eat & Drink at risk'. AAU 
22/10/25 Nurse attempts to re-refer patient to SALT but this was rejected so I emailed SALT team to request they give guidance to ward team on safest textures/feeding strategies & swallow exercises to aid patient's rehabilitation .
SALT declined further input this week & highlight that AAU Doctor is making decisions about Pt's oral intake believing his swallow is safe following his own assessments				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Delay/ failure		Bushell,  Lyn		Incident being managed locally		Moderate Harm		No harm				Lead AAU consultant noted on 22/10/25 CWP:I note SALT team feel little further they can add but support with optimal consistencies and exercise would be beneficial to his care.
SO ongoing review is needed form SALT but their email to me states: Having two separate teams independently completing swallow assessments for a patient and giving contradictory advice does not feel like good (or safe) management for the patient, for the family, or for us as a team when correct processes are not being followed. 
For that reason we made a decision to discharge the patient in order that the AAU doctor can continue to manage his dysphagia. 
We have significant staffing issues in SLT this week with more than half of the team not in work therefore are unable to get back to John until after the weekend. AAU lead Dr has given his advice about oral intake for this patient but if the team wish to follow SLT advice, please see SALT's last entry from 20/10:

23/10 - CSSS Governance; This is not a Moderate Harm incident as no harm has come to the Pt yet; Hence not sent to DPSIG & needs to be downgraded when finalised.				Clinical Support and Specialist Surgery (CSSS)

		I17472		10/22/25		08:54		10/23/25		On fraction 11, a cable was treated through from the general anaesthetic monitoring equipment. 
This was identified at the weekly checks after treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Superintendent and treating radiographers notified.				Network Services

		I17476		10/22/25		10:00		10/23/25		TSRT9 13CC SB3i MD13CC CF3a
XVI scan faulted (partial scan). Escalated to engineers. Patient taken off bed, test scan performed. Test scan OK. Machine handed back over to treating radiographers. Additional image authorised by B7.		Completed 2 x test scan - Tested accidental 'Done' button press theory and found it replicated fault - Handed back - User error determined as fault.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Patient taken off bed, test scan performed.		XVI scan stopped midway through - No error message - Checked logs and found 'Scan terminated by user' - Suspect rads clicked 'Done' button on pop-up when scan is acquiring by mistake		Network Services

		I17554		10/22/25		15:52		10/27/25		Concerns raised by district nurse team.
Patient has TB.
District nursing team requested patient remain a inpatient until they could ensure they had enough staff fit tested and trained to replace the syringe driver.
Patient stayed a additional night.
MDT arranged to discuss discharge.
Ward staff did not attend MDT.
District nursing team still could not facilitate discharge and asked to stay a additional night. Information relayed to IPCT matron.
Despite this ward discharged patient.
cont.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Langstaff,  Alexandra		Incident being managed locally		Low Harm						District nursing team were not aware pt had been discharged.
Therefore they did not attend patient until pts wife contacted the dn team. This resulted in the syringe driver being 6 hours late in being replenished.
Syringe driver contained metoclopramide				Clinical Support and Specialist Surgery (CSSS)

		I17581		10/22/25		13:28		10/27/25		E.coli in peripheral blood culture 22/10/25. Recent discharge from ward 12 29/9/25, COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DVCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I17478		10/23/25		11:30		10/23/25		Abdul attended for C2 rechallenge oxaliplatin.
Had 67mls and started c/o of feeling hot,sick and chest pain.
He also presented with red patches and itchy feeling all over his upper body.
Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV met given also due to feeling sick.
Observations taken, see news 2 chart.
ECG completed and scanned in, dr sue advised patient to go to his GP and ecg shown signs of hypertension.
Treatment discontinued.		Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV metoclopamide given also due to feeling sick.
Observations taken, see news 2 chart. NEWS2 score between 0-1.
ECG completed and scanned in, doctor on unit advised patient to go to his GP and ECG shown signs of hypertension.
Treatment discontinued as already on a rechallenge regime.
Symptoms resolved
Patient sent home and safety netted.

Clinic appointment on the 12/22/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Treatment stopped.
Iv reaction medications given alongside antiemetics.
ECG done for chest pain.
R.V by Doctors.
Monitored until back to baseline.
Sent home and safety netted.		Situation dealt with swiftly and follow up booked.		Network Services

		I17479		10/23/25		09:37		10/23/25		Incorrect date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		10/23/25		New sample requested from department at 09:48 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17490		10/23/25		11:08		10/23/25		Patient due Polatuzumab vedotin on Portal trial on 24/10/25. 
When picking vials it was discovered all vials expired at the end of 09/25.
New drug hadn't been ordered as September end of month IV expiry check hadn't been done.		Discussion with lead technicians about planning end of month checks. Days are now blocked out on the calendar from monitoring visits to enable multiple staff to concentrate on the expiry check. Re-training will take place and a new checklist for staff undertaking the check to ensure all tasks are completed. Incident and outcome will be highlighted in next departmental meeting.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Foden,  Gillian		Finally approved		No Harm		No harm		10/30/25		New supply of drug ordered from the trial sponsor.
Research team informed that patient couldn't be treated on 24/10/25 as drug takes 3-5 working days to arrive.		Expiry checking is a critical task and must be completed on a monthly basis as per SOP without fail. In this instance, human error in a pressurised environment led to a miscommunication and the task being overlooked. The importance of the task needs to be re-iterated to the team and ensure that rotas are completed correctly and staff allocated enough time to complete the task.		Network Services

		I17491		10/23/25		15:45		10/23/25		Gantry unable to all-axis, MCR in room and table lost compensation due to necessary fix by engineers. bed re-compensated and additional 2DKv taken to confirm bed position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Datix submitted				Network Services

		I17492		10/23/25		12:20		10/23/25		Informed by staff nurse that she had found sweets containing marijuana. It was a full packet of four.		correct process followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		We locked them in the controlled drug cupboard. 
Explained to the patient that he is not allowed to bring illegal drugs into the hospital and he also must not take any himself. Asked if he had anymore on him which he denied. He asked if his mum could take them home for him however, I told him that they would need to be destroyed.
Duty manager and matron informed. They advised me to contact pharmacy to have them destroyed and complete a datix. This has now taken place and the datix has been completed.				Clinical Support and Specialist Surgery (CSSS)

		I17469		10/23/25		10:45		10/23/25		Patient due to start Nivolumab and Relatlimab on 24/10/25 request submitted on 09/10/25 for patient to start at macclesfield "The Christie at Macclesfield
Treatment appt requested by prescriber 23-Oct-2025 24-Oct-2025 Group".
The patient had been booking in however had not been consented. Our schedulers had arranged a blood test and SACT chair and informed the patient who attended today for bloods. I had emailed the consultant regarding consent, not due to be consented until 29/10/25.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Whilst prepping it was picked up, informed consultant and asked when they would be consented. The patient is not booked in until 29/10/25 for consent therefore had to be deferred to 03/11/25 due to capacity.  Patient attended for blood test as he had an early app. Explained to patient what had happened, apologised and provided with new appointments. He became anxious worrying the impact waiting for treatment might have and if there was something wrong that's why he wasn't having it tomorrow. Reassured from our perspective we cannot go ahead without consent.				Network Services

		I17528		10/23/25		13:15		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17494		10/23/25		17:20		10/23/25		Patient noted after scan that there was a swelling on their left arm just above the cannula area.
Kim assessed the area and noted that it was most likely an extravasation of about 15mls of contrast. The contrast enhancement in the scan was optimal and triggered as normal.
Kim followed the extravasation protocol, tried to aspirate but nothing came out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/28/25		Area photographed, cannula removed, cold pack placed and skin marked. Aftercare and post care leaflet given to patient		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17495		10/23/25		08:30		10/23/25		TPE requires 6 units of blood ordering as standard. Only 2 were crossmatched.
2nd group and save sample not sent on time. Nurse from dosa came to theatre for a signature at 08:30. the patient is supposed to be in the anaesthetic room by 08:30. delay to start of list				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Ryan,  Kathryn		Learning response required		No Harm						requested the additional units of blood be cross matched and informed blood bank that they were required.				Christie Pathology Partnership

		I17496		10/23/25		15:00		10/23/25		? extravasation pain, colleague reported swelling but none on inspection, still getting flashback		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		treatment stopped 
extrav kit 
protocol followed 
no swelling for medicine
hydrocortisone given for home but not required 
heat pack applied
drawn round 
med illustrations been		Unclear if true extravasation, all processes followed regardless, patient did not report any further issues or concerns.		Network Services

		I17497		10/23/25		12:55		10/23/25		patient had docetaxel infusion running, i noticed patient was red and immediately stopped the infusion, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given. no other concerns during that time, observations stable. flushed and cannula taken out, safety netted with hotline				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Finally approved		No Harm		No harm		11/3/25		infusion stopped and team came to assist with the reaction, chlorphenamine + hydrocortisone given, observations reassessed. pt reviewed by Unit Dr and once patient was settled after 30 minutes desensitisation protocol commenced, on a slower rate given				Network Services

		I17498		10/23/25		17:15		10/23/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain.		Reaction happened on 23/10/25 
on the 29/10/25 - CWP notes suggest this lady has reacted twice to Paclitaxel. Team emailed and ORTC Nurse in Charge . CC'd in for reply. 
Day staff, please defer this patient until we have heard back form the team 

Team documented on 29/10/25 - patient will need change of treatment. Nab -paclitaxel - cannot start until consented.

30/10/25 - nurse in charge contacted by prep team
Following previous reactions to Paclitaxel, the prep team noted that patient needed switching to Nab Paclitaxel. Due to this only being spotted yesterday, There was limited time to arrange a new prescription, and consent with an interpreter today. There is no capacity for tomorrow.
It has been agreed with the team for her be deferred one week, and go back through clinic for consenting.

Spoken with patient to update her, she fully understands and knows new appointments will be sent out.

I have also spoken Jenna to organise appointments		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Patient was on slow rate paclitaxel, when half rate flowing, appeared flushed and red, desaturated slightly, some mild back pain. Treatment stopped and taken down as per protocol. Team informed.		There was no documentation from the nurse who submitted the datix to whether they emailed the team highlighting the incident and the fact that a new regime of treatment would need to be prescribed. This may have caused the delay in new prescription and subsequent appointments being made.		Network Services

		I17481		10/23/25		12:38		10/23/25		C1D1 Docetaxel today
23.5 ml gone through
Patient appeared red in colour
reported dizziness and chest tightness				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
Informed Dr On duty
Followed hypersensitivity protocol
Iv Chlorphenamine 10 mg stat given 
IV hydrocortisone 100 mg stat given
Patient felt better with in 10-15 mins
Obs stable after 30mins- patient re started on tx with slow rate.
 emailed to team to update IQemo for the rest of the cycle				Network Services

		I17506		10/23/25		19:00		10/24/25		TSRT9 Sb3i 13CC CF3a
Incomplete scan acquired. kV long fault after 155/348 frames. Approximate dose 3.0mGy. Additional scan acquired. Total additional dose 3.0mGy.		email shared to engineering team		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Contacted engineers and treatment b7
Fault investigated
Additional scan approved
Complete scan acquired 
Treatment delivered without issue				Network Services

		I17507		10/23/25		00:00		10/24/25		virology results not reported onto CWP causing a delay in donor clearance		To follow up actions re virology risk assessment.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/27/25		emailed virology at MRI to chase results		Risk assessment action plans are ongoing with virology results.		Christie Pathology Partnership

		I17508		10/23/25		19:00		10/24/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a

XVI image taken but image did not reconstruct and accept/review image window did not appear.
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		Network Services

		I17509		10/23/25		09:00		10/24/25		PostedMeds 
Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		McCaughey,  Joanne		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team have checked for any relevant background and CMM to establish if patient had their medication re-dispensed.
Record of datix will be sent to the team to make them aware that cycle 15 was returned by Royal Mail		Nil		Network Services

		I17533		10/23/25		15:00		10/24/25		Incorrect results released		To follow up feedback from NC from lab
Incident grading to be review re feedback		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Finally approved		No Harm		No harm		10/27/25		Results amended and clinical staff informed of result changes.		To identify learning re feedback from NC		Christie Pathology Partnership

		I17652		10/23/25		16:15		10/29/25		Patient reported hot flushes
Face appeared red in colour		Stopped infusion
Followed hypersensitivity protocol

Observations stable - 3 sets of observations done - NEWS2 between 1 and 0.
Patient felt ok with in 10-15 mins
re started on with slow rate after 30 mins
I will email the team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		10/31/25		Stopped infusion
called for help
ANP Hilary informed
Followed hypersensitivity protocol
Patient felt better within 10-15 mins				Network Services

		I17569		10/23/25		13:17		10/27/25		TSRT9 LEVEL 3 13AA  
Operator error, mismatch of vertebral level discovered in retrospect on acquired CBCT. 

Initial CBCT acquired, match/ set up appeared not a planned, reset up and reimaged as per superintendent. Second CBCT acquired and mismatch of vertebral level detected, correction applied, treatment delivered as planned. 

Retrospective review of initial CBCT highlighted mistake.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Booth,  Adam		Incident being managed locally		No Harm						Review of set up and processes taken. 
Governance contacted for clarity in regards to additional imaging.   
Decision amongst governance, principal radiographer, superintendent regarding number of images and CQC reportability.
Due to definitions of datasets, and some images were additional for clinical reasons- decision that this is not reportable				Network Services

		I17563		10/23/25		12:09		10/27/25		Transfusion sample not dated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17579		10/23/25		11:25		10/27/25		TSRT9 -
 Bed lateral 16.4. Clearance not checked prior to leaving room, scan interrupted when treatment radiographers realised gantry clearance not possible. B7 bleeped. Reset up, record lateral origin, check clearance, additional image approved by B7.

Additional concomitant exposure of approx 0.2mGy 39/200 slices (Fast H&N S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Q Setting of couch position, angle (including incorrect setting of couch following movement to allow gantry clearance)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Reset up.
Record lateral origin at which adequate clearance could be achieved - added to yellow box in attempt to avoid this happening again.
B7 approved additional image.
Treating radiographers realised and said they know to check clearance.				Network Services

		I17580		10/23/25		05:55		10/27/25		C.diff PCR positive, toxin positive 23.10.25. Previous overnight stay on AAU, discharged 13/10/25. Within 28 day window COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				requested 72 hour review. Medical team aware. Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I17604		10/23/25		12:50		10/28/25		TSRT 9/level 5/9C/
Patient immobilization shell made with large hole over nose when this is the location of primary tumour.  Needed bolus making for area where shell has hole, therefore making process harder and attachment of bolus to shell less secure.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						Width of lower part of bolus slightly increased to increase attachment area / allow marks on shell for bolus placement				Network Services

		I17535		10/24/25		14:08		10/24/25		Patient pressed her buzzer as she became SOB, hot and generally felt unwell. She looked red and described some chest discomfort.

22.3mls of paclitaxel had been given				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Treatment stopped. Called for help from colleagues. Reaction kit obtained and 100mg hydrocortisone given. Already given chlorphenamine as part of pre-meds so this was not given again. Observations taken and BP raised.

Once treatment was stopped and hydrocortisone given, she began feeling better and appeared less red.

We have proceeded with treatment at a reduced rate with no issues. Will send an email to the team to inform them.				Network Services

		I17537		10/24/25		14:00		10/24/25		Told about blanching redness to sacrum- checked skin and skin is broken to sacrum, red but blanching.		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		No harm		10/28/25		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.				Clinical Support and Specialist Surgery (CSSS)

		I17538		10/24/25		09:00		10/24/25		C1/MASD deteriorated to DTI - L heel and coccyx during admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Langstaff,  Alexandra		Incident being managed locally		Low Harm						RN assessed, had MASD natal cleft 23/10, referral to TVN and medical illustration taken 24/10/25.
Patient high risk for pressure damage/deterioration, oedema, limited mobility due to dizziness and low mood, for fast-track discharge prognosis less than 3months, previously declined pump on mattress due to dizziness.
TVN plan actioned, patient now agreed to improved mattress, added to handover for 2 hourly repositioning. 
CDT updated DN referral and ordered improved pressure relieving mattress for use at home post discharge. 
TVN review 25/10/2025:
On assessment, there are 2 areas of DTI to the base of coccyx top of natal cleft area, 1 cm x 0.4 cm and 1 cm x 1 cm area- purple discolouration none blanching, a small slit to natal cleft in keeping with MASD.

New DTI to the right heel 1 cm x 0.5 cm dark purple discolouration. Please Datix

No issues with continence , has nephrostomy bag and informs nurses should he require a bowel movement.

Paula nurse informs David is reluctant to have a hybrid mattress with the pump, Rediscussed with David and will try the pump on the mattress .

Pressure relieving cushion applied to chair today.

I have discussed with David the risk of pressure damage and getting a pressure ulcer which can deteriorate if pressure is not relieved, 2 hourly repositioning discussed and rolling onto the side off the area with 30 degree tilt.

1) Datix new pressure damage DTI to heel and coccyx/natal Cleft area.

2) medical illustrations

3) Monitor the Coccyx and right heel DTI, if the areas breaks down apply a dressing such as kliniderm silicone border dressing review daily and contact TVN team for review if breaks down or concerns.

4) Monitor for signs of infection Escalate to medical team if this occurs and wound swab.

5) Offload pressure to the heel using a pillow to offload.

6) Pressure area management guidelines to be followed- 2 hourly repositioning,  sitting in the chair ensure cushion is in place and stand regularly 1-2 hourly and return to bed to offload pressure to the area.

Ensure skin bundles are updated, Risk Assessment purpose T and updated and wound care plan , wound care chart.

TVN review in 1 week.				Clinical Support and Specialist Surgery (CSSS)

		I17510		10/24/25		09:30		10/24/25		The pre-procedure call took place on 17th October. The patient had already requested an in-person interpreter prior to this call. During the call, the colorectal secretary was notified that the patient would require an in-person interpreter. This was reiterated in a CWP message, emphasising that the interpreter would be needed to assist with signing the consent form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Finally approved		No Harm		No harm		10/27/25		The Endoscopy Manager spoke with the receptionist to explore arranging an interpreter; however, the interpreting service requires at least 24 hours’ notice, and no interpreter was available on the day. Fortunately, a colorectal registrar who spoke a similar language was able to communicate effectively with the patient and complete consent. Otherwise, this would have been a cancellation. 

An email has been sent to the Endoscopy Booking Service Manager, who oversees the secretarial team, requesting that this issue be raised and discussed at the next team meeting to prevent recurrence.
Moving forward, all patients attending for procedures must have an in-person interpreter present to ensure the consent form is signed appropriately and that the risks and benefits of the procedure are fully explained. This is essential for patients to have a clear understanding of what the procedure entails.				Clinical Support and Specialist Surgery (CSSS)

		I17505		10/24/25		05:56		10/24/25		Cardiac arrest call at 05:56. Full crash team in attendance. 
Found in cardiac arrest by nursing staff. Unsure of patient downtime. Nursing staff report patient well before hand. Last checked obs at 01:00am and NEWS 4. Large coffee ground vomit.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Harm		Clinical Event		Cardiac arrest		Cardiac arrest		Croft,  Victoria		Learning response required		Death		Death				Patient remained in Asystole despite 6 rounds of CPR and 3mg of IV Adrenaline administered. Pupils fixed and dilated. Notes reviewed, no clear reversible cause. All team in agreement and decision was made to stop CPR.				Clinical Support and Specialist Surgery (CSSS)

		I17502		10/24/25		00:20		10/24/25		Patient had cannula to Left forearm with Dex and Saline Fluids running, this had caused swelling to her arm, she used her buzzer to inform us		Patient buzzed just after midnight to inform us of swelling Left forearm when fluids running (IVI running - Dex and Saline). Stopped infusion, Informed Dr and Resited cannula to other arm. Elivated arm to help swelling.
Blue cannula now in Rarm (ACF)

All correct actions taken at time of incident. Reviewed by the doctor and for continuing monitoring of site whilst on the ward. Staff have drawn around site to monitor		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/24/25		Stopped infusion, removed cannula, elevated the arm, Informed the Dr, provided verbal information to patient. Added to SKIN bundle and safety huddle. Re cannulated on other arm to recommence infusion safely		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I17529		10/24/25		13:10		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock. 				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17530		10/24/25		11:00		10/24/25		Endoscopist edited endoscopy report after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report of CWP- one is correct and one is incorrect and needs redacting. Completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						New report completed by endoscopist with correct information. Recovery nurses aware of correct report and provided to patient. Tech bar request completed to remove incorrect report.				Clinical Support and Specialist Surgery (CSSS)

		I17531		10/24/25		16:13		10/24/25		SACT reaction after 66.9mls infused of paclitaxel. 
itchy throat, shortness of breath, no chest or back pain, tongue at back of throat slightly swollen, patient airway still patent and able to talk. progressed to wheezing and short sentences with cough in between breaths, shoulder pain, itchy throat and sob.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		Moderate Harm		No harm		11/3/25		SACT stopped. obs taken and recorded
ANP informed and crash team alerted ?anaphylaxsis
100mgs hydrocortisone administered as per pgd at 16.13
further 100mgs hydrocortisone administered as per pgd at 16.15
Adrenaline given as per policy 0.5 IM into right thigh
Adrenaline 0.5 + NaChl given via nebuliser with 5L O2 as per medical advice.
IV fluids 1000ml started as per medical advice for over 4-6hours at 16.32.		Incident managed appropriately. Patient admitted overnight for observation and discharged the following day. Has been reviewed in clinic since and treatment regime changed.		Network Services

		I17532		10/24/25		15:40		10/24/25		TSRT9 level 1 13i cf1c/cf3a md13aa sb3i/sb13hh
- kV drop during 1st scan (570/694 frames, additional concomittant exposure of ~4.8mGy). Additional image approved and acquired. Patient then had coughing episode part way through Arc1 and sat up, additional image approved and acquired. Upon reviewing 3rd image, large anatomical shift was seen, patient scanned at origin position, CMA moves not applied during set up. Decision made to apply shifts in room and repeat image to confirm treatment position. Practioner approval gained, anno added.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm		10/27/25		Engineer attended for kV drop, B7 contacted to authorise additional image following kV drop and then another following coughing episode. B7 present for image review of third scan, set up error noted. , large CMA move needed to achieve acceptable isocentre position and had to be applied manually in the room.  Discussion with fellow B7 and principal radiographer
Call to Practitioner prior to acquisition who provided authorisation and added a note to CWP. Shifts applied and fourth scan acquired, position acceptable. Proceeded to deliver remaining treatment. Total of 4 scans (1 of which not completed) acquired during this # - reportable.				Network Services

		I17527		10/24/25		13:00		10/24/25		Patient admitted to Endocrine dept for 2 unit blood transfusion. Cannula sited and initial observations taken by 09.20. Unit of blood showing as ready for collection, requested via teletracking at approx 09.20. On receiving unit of blood, noted prescription required lifelong irradiated blood. Blood being received noted not to be irradiated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay due to specialised blood required		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Sent porter back to blood bank with unit of non-irradiated blood. Contacted Med onc melanoma reg to inform and seek advice. Informed transfusion practitioner by phone. Spoke to bloodbank  to inform of reason for returning blood. Spoke to blood bank again approx half hour later and was advised that irradiated blood would be ready for collection. Teletracked again, this time another unit of non-irradiated blood was delivered. Sent back to blood bank again. Unit of irradiated blood ready at approx 12.45. Vital signs retaken and blood requested. Commenced transfusion at 13.00, 3.5 hours later than initially planned. Apologised to patient and his wife who were also due to go on holiday later today.				Christie Pathology Partnership

		I17513		10/24/25		12:00		10/24/25		Received a forwarded email from the secretary to add a referral on. the referral letter is dated 09/05/2025. We received the referral on 22/10/2025. The patient was already registered and the referral letter we received was scanned on 14/05/2025, I'm not sure who scanned this. 

I also investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.

The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		-Referral sent to sec to add on on the 09/05/2025 but this wasn't actioned.
-The New Referral team received this on the 22/10/2025.
-Patients referral was originally sent directly to Dr Colaco (with attachment) and then sent to his secretary for 'filing' and ask to pencil the patient in for Wed 11/06.
-Investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.
-The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		11/4/25		I have added the referral on as urgent for the consultant and included the email trail. I will also get in touch with the secretary and ask if she has previously received this.		- All referrals should be sent to the main new referrals inbox.
- All external mail should be stamped/scanned and processed within 24hours of receipt.		Network Services

		I17515		10/24/25		11:50		10/24/25		patient complained of feeling hot, sweating, and nausea. Infusion stopped and atropine administered.		to email team for second atropine dose to be added to script

correction to previous annotation.
10mg metoclopramide from patient TTOs also self administered at time of second atropine dose (12.20PM)
Irinotecan cholinergic reactions are quite normal and usually managed well with atropine		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/3/25		Hot sweats settled. quickly but nausea persisting. After discussion with ANP desk second dose of atropine 0.25mg prescribed and administered. After this symptoms completely resolved. Obs stable. Patient sent home and safety netted to hotline
to email team for second atropine dose to be added to script		Thank you for reporting tis incident.
patient managed well and medication prescribed for next cycle		Network Services

		I17516		10/24/25		12:00		10/24/25		Patient attended medical clinic pre cycle 1 yesterday. Remembers being consented and signing consent form in clinic but did not receive a copy and no digital copy uploaded to CWP. Significant delays to treatment today as patient has waited over 2hours over original appointment time whilst nursing staff attempted to find where the original consent form ended up.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Berman,  Danielle		Incident being managed locally		No Harm						Staff visited clinic area (Main OPD) and spoke to staff present who also could not find the consent form and not present in 'scanning in' folder. Secretary for disease group had also not received a copy to be scanned in.
A member of staff from main OPD found the consent form in the confidential waste bin and brought it back to Oak road treatment centre. 
Patient now treated but extremely frustrated at delays				Network Services

		I17517		10/24/25		08:40		10/24/25		Patient arrived to theatre with an escort nurse from BMRU without a complete consent form. The WHO preoperative  checklist is completed  stating that the consent concurs with operating list. The anaesthetist and anaesthetic practitioner noticed that the patient signature not present on the consent form , the clinician who had assessed/listed  the patient for the procedure has stated that the procedure is explained to the patient over the phone and written consent will be obtained on admission.		relevant action has been taken in terms of raising with the  ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Morgan,  Karen		Finally approved		No Harm		No harm		11/3/25		Advised the ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise. Informed physics team and the radiologist . The radiologist arrived promptly and used the same consent form and obtained the patient's consent. Procedure performed accordingly.		preoperative checklist should be preformed according to policy and protocol and not used as a tick box exercise		Network Services

		I17518		10/24/25		13:30		10/24/25		TSRT9

Band 7 bleeped to review image, SC position out of PRV, opted to reset up, Upon entering the room it was noted that civco was overlapping 5 point board, not abutting as planned, causing shift in SC. Reset up with civco in correct position, additional concomitant exposure approved, rescanned, position now acceptable and proceeded with treatment.

Additional dose of 0.8mGy (Head and Neck S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Approved additional concomitant exposure.
Reset up patient with civco positioned correctly.
Spoke to radiographers treating patient and reminded them civco should be abutting and not on top of civco, unless stated otherwise in site set up.				Network Services

		I17522		10/24/25		12:55		10/24/25		Nurse asked for help with patient who was feeling hot and dizzy and needing the toilet.		ACPs reviewed patient. Email sent to team to alter prescription - needs slow rate for next time as per protocol.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Treatment had been stopped. Obs completed, scribe sheet commenced. Hydrocortisone administered as patient had already had chlorphenamine pre treatment. Patient needed the toilet so I went to get commode, on return patient vomited small amount of clear fluid on the floor. Symptoms then subsided. Described a 'blockage' sensation to her chest. Reviewed by ACPs - for ECG. ECG reviewed by on call - ok to go ahead with reduced rates.		Situation managed well and ACP reviewed and ensured patient safety.		Network Services

		I17523		10/24/25		11:10		10/24/25		Patient attended for her first treatment today. Herceptin and Paclitaxel. Herceptin administered sub cut to L thigh by myself over 5 minutes – no concerns throughout. 2 minutes post Herceptin the patient became unresponsive – eyes rolled back, very red in face.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		Low Harm		No harm		11/4/25		Obs taken BP 91/50, HR 31, Sats 99%, RR 12, Temp 36.6.
10mg Chlorphenamine IV bolus injection & Hydrocortisone 100mg IV bolus injection given – Patient now alert but appears very pale - HR still 34 – very weak – barely able to feel – patient then started to vomit. Called 2222. 500mcg adrenaline given. HR increased to 46. Obs became stable and patient started to feel well - see NEWS for further details. Dr Blake present – decided not to go ahead with paclitaxel today as we have given adrenaline – deferred by 1 week. Sent patient to SDEC for monitoring.				Network Services

		I17524		10/24/25		12:21		10/24/25		Pt came to Tameside very breathless, and upset, sat her in the chair. Observations done: Resps 29 oxygen saturations 87%.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Put on oxygen 15L NRB mask. When stable reduced down to 2 litres nasal got the acute oncology nurses at Tameside to review. Discussed with team at christies recommended a and e, Porter transferred over to A and E with oxygen. Will update team. Treatment deferred				Network Services

		I17525		10/24/25		15:55		10/24/25		Patient had reaction to paclitaxel slow rate. Chemo team documented correctly and informed parent team (UGI).
Patient attended for clinic to consent for nab-paxlitaxel. Dr attempted to change prescription but cannot as DTC form needed to be completed. Dr asked tech bar for access.
The following day, form still hadn't been completed. I emailed doctors to complete. Pharmacy team sent over form. All whilst alertive going on between chemo prep, myself (CNS) and team pharmacy trying to sort (cont).				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pabial,  Suneil		Incident being managed locally		No Harm						(cont) Still not sorted at 2pm (Baxter's cut off time for on hold treatments on a Friday). Script deferred a week.
Call to patient to explain and apologise, extremely unhappy and wanting to complain.
Dr completing form ready for next week, needing a pharmacist's telephone support to do so and taking a considerable time.
Schedulers emailed to contact patient with chemo time for next week.				Network Services

		I17595		10/24/25		15:32		10/28/25		TSRT9 / Level 4 / 13M / SB 13M / MD 13M / CF 3a
Moving from G70 T330 beam parameters to G290 T30 parameters. Using a Go To workflow to move gantry to zero before applying floor twist (Go To method should prevent floor movement) but floor also started moving unexpectedly. Occurred at 15:32 on Gantry 2 on the PTC, for purposes of checking logs.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Incident being managed locally		No Harm						Paused all motion. Cancelled Go To and re-started using all the same parameters: motion enable only moved gantry, as expected, the second time. No additional imaging for bed movement, as imaging required as per protocol after floor twist anyway.				Network Services

		I17574		10/24/25		15:00		10/27/25		TSRT9

Pt mask taken off in error following delivery of first treatment beam (1 arc still remaining).

Additional scan required following resetup.

Additional dose to pt = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Escalated to B7.

Pt resetup; reimaged (additional XVI justified in MOSAIQ) + treatment completed.				Network Services

		I17566		10/24/25		09:00		10/27/25		A platelet unit ordered for the patient, not used and wasted.

Donation number: G095 625 053 577 0				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Safety,  Patient		Incident being managed locally		No Harm						Unit discarded.				Network Services

		I17557		10/24/25		07:01		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17558		10/24/25		10:15		10/27/25		tsrt9
Nozzle fault on PTC before taking 2D GEC. Called MCR, unable to resolve, was instructed to continue until ready for beam and if not cleared by then to call back outside. After initial and re-setup 2D, was about to continue to CBCT but second guessed as interlock was still not cleared, despite being told to continue until beam. Called MCR who ended up needing to go behind the gantry, lost comp. No additional imaging as before CBCT but near miss as ?instructed incorrectly in the first instance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Spoke to superintendent and reported as near miss				Network Services

		I17559		10/24/25		07:01		10/27/25		No year on date on the second sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed and new sample requested via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I17560		10/24/25		00:32		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward to request a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I17561		10/24/25		00:32		10/27/25		No year on date on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward				Clinical Support and Specialist Surgery (CSSS)

		I17562		10/24/25		13:26		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Turner,  James		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Research and Innovation

		I17648		10/24/25		14:00		10/29/25		Consent form in CWP for prostate treatment, patients details on form, however all patient notes indicate patient having Pituitary treatment. 
Patients information printed on consent form in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Shardlow,  Jemma		Incident being managed locally		No Harm						IT contacted to remove consent form from CWP.
Patient contacted has a copy of correct consent form brought it for treatment and correct consent scanned into CWP.				Network Services

		I17641		10/24/25		10:07		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.

On investigation x1 Additional 2d image-Mechanical.
Additional imaging dose imparted to patient.
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional AP image (pre-set HEAD)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational manager- feedback to Varian at TIG.				Network Services

		I17621		10/24/25		22:00		10/28/25		Pt a/w pain
Prescribed Gabapentin 300mg TDS on admission (had been taking previously)
Pt had recently (within the past month) been tapering down and on 100mg TDS by time of admission. 
Continued on 300mg TDS during inpatient stay, pain improved. 
Highlighted by pharmacy team on Monday 27/10 re error - advised by cons on WR to continue on current dose as is effective for pain 
On d/c TTO prepped with Gabapentin 300mg TDS - patient unaware of change on admission, very unhapp				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical Event		Known complication		Known complication		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Discussed with pt - confirmed had been tapering down and wishes to continue on Gabapentin 100mg TDS. Confirmed with pharmacy safe to resume dose immediately. D/C with Gabapentin 100mg TDS				Clinical Support and Specialist Surgery (CSSS)

		I17674		10/24/25		12:00		10/30/25		Patient referral for 2nd opinion from Stoke surgery received dated 10 August 2025 but  was only received by New Referrals on 22/10/2025
Referrals & Bookings clerical officer contacted the referrer regarding the delay (see documents).				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		Moderate Harm						Urgent triage to Consultant and asked referrer re the delay in our receiving this patient referral.

R&B - RP - 04/11 - Patients referral was received into new referral inbox on 24/10 - the new referrals team queried this with the referrer who noted they have sent this on to the incorrect inbox, when we have asked for evidence of this they have provided an email that was sent directly to the secretary MH - New Referrals have added this on and the patient is for triage under Dr AL. I have escalated it to KCD and JPB to action. KCD/JPB - please can you review and complete a rapid review for next Monday 10/11 as requested by the governance team. No delay from R&Bs behalf on this occasion. Patient is still awaiting triage so please raise with the consultant.				Network Services

		I17542		10/25/25		06:20		10/25/25		Patient found struggling to walk out of bathroom in significant pain. Assisted on to chair experienced vacant unresponsive episode. Patient stated experienced a fall in bathroom - toilet seat found to be broken.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		Low Harm		Moderate harm				Assisted to safe position by staff in chair. Vacant episode passed very quickly. Observations checked and recorded. On call Dr informed. Patient in significant pain and analgesia given.  Patient in too much pain to complete lying and standing observations for moving and handling risk assessment. patient refused ECG due to pain. VBG completed. Neuro observations commenced.				Clinical Support and Specialist Surgery (CSSS)

		I17543		10/25/25		11:50		10/25/25		C1D15 Slow rate Paclitaxel
Patient felt Hot flushes and reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						Stopped infusion
called for help
ANP Informed
Followed hypersensitivity protocol 
Patient felt better with  in 10-15 mins
.				Network Services

		I17544		10/25/25		11:30		10/25/25		The patient appeared flushed/red and reported lower back pain. Reported that she felt hot and generally unwell.		Email sent by RN re G2 HSR to paclitaxel

Scripts amended accordingly as per protocol by doctor from Team.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		chemo stopped; clinical observations taken; 100mg of hydrocortisone administered; patient monitored.  Documentation maintained.		documentation could of been clearer in the sense that there was no comment that patient continued on a slow rate and finished the rest of her treatment on that day.
Will feed this back to nurse who completed the incident report.		Network Services

		I17539		10/25/25		03:00		10/25/25		Patient states ringing hotline for advice regarding capecitabine. States that she did have an hour or so post taking the tablets she felt flushed and nauseous so rang hotline to check she had taken tablets at right time. Upon ringing hotline states her one question was not answered and the hotline advisor began to ask questions to which at the time she did feel a little unwell. She was then advised to come for assessment on AAU. When patient arrived she immediately stated feeling a fraud. cont				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Roberts,  Rebecca		Finally approved		No Harm		No harm		11/5/25		cont. as she expressed feeling back to herself, just a little tired as had had IV chemo yesterday. Patient states her norm temp is approx 35.8 as frequently checks due to having chemo before. Advised we would need to take bloods, and a/w review from Dr which could take approx 1 hour. Patient declined to stay stating she felt fine, she didn't want to wait to see a Dr as she felt fine. She states she did not feel listened to on the phone and she does not want to ring hotline again. Apologised for the way she was feeling and explained protocols do have to be followed however, should feel listened to and patients own parameters taken into account. Hotline advice given +++ and explained she must not feel like she does not want to ring as it may be important. Patient left ward. PALs contact offered but declined.		For the hotline nurse to listen to the recording of the call and discuss the call and the datix with hotline team lead. To identify any areas of learning from the datix.		Clinical Support and Specialist Surgery (CSSS)

		I17540		10/25/25		03:40		10/25/25		Patient was assisted into a designated toilet. The nurse waited outside the toilet to allow privacy and hear a noise .The toilet door was locked  and this was opened  by the nursing staff .The patient was found sat on the toilet .
The patient stated that she slipped on on PJ leg which was underfoot on the floor over her left foot she states that she slipped back onto the toilet catching her fungating anal tumour on  the back rim of the toilet .		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		Patient taken back to her bed .Observations were recorded and the area was examined .Blood was noted on the pad but the area was not observed to be actively bleeding .Medical staff informed to review  the patient and the patient was given prn analgesia on returning to her bed .Refused to have lying and standing blood pressure falls risk assessment		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17552		10/25/25		21:00		10/26/25		Pt was admitted at 6pm with pain++ ?SABO no pain relief prescribed. Pt was in 10/10 pain and this was not escalated or acted upon in a timely manner - medication oxycodone was prescribed as an under dose when pt was meant to have 10mg/1ml s/c but was px 2.5mg then  5 mg and pt was in pain this whole time. very distressed and uncomfortable and not happy with the care - medication was then pxd in am and I administered this at start of shift at 0800. and continued strict 4hourly and this settled pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Caroline		Finally approved		No Harm		Low harm		11/3/25		Administered the correct dose once drug available when dr px this after a full shift				Clinical Support and Specialist Surgery (CSSS)

		I17545		10/25/25		14:15		10/25/25		Category 2 discovered by RN to right upper arm. Presented with category 2 on admission, patient reports he had this pressure ulcer in community for weeks and community RN's were aware of this. Patient himself put a plaster over the category 2 in community. 
Category 2 has developed from previous subcutaneous line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Drgas,  Wiktoria		Incident being managed locally		No Harm						Site inspected, cleaned and dressed appropriately- flaminol forte applied and acquacel dressing applied over the top. 
Medical illustrations to be ordered first thing on Monday morning. 
TVN referral completed. 
Handover and huddle updated to reflect category 2 and for RN's to routinely check this site and inspect if pressure damage is healing. 
Duty of candour completed for community nurses. 

Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer to R arm.  Attended Ward 15 where I reviewed Mr Minshall alongside RN Alfi & Student Nurse Shauna. Patient consented to consultation.

On examination:

Sat out in chair at bedside, wearing his own clothing. Able to remove/replace clothing and move around independently in order to enable examination.

Syringe driver running via soft-set to top of his L arm, and a second soft-set just below this to be used for PRN meds. Currently resited each 72hours, or more frequently if sore/dislodged, as per Christie policy. Per patient, at home his subcut infusion sets were resited each 7 days.

To the top of his R arm, covered by a Kliniderm foam silicone border dressing (removed for examination), a small wound measuring 1cm x0.7cm with irregular edges. No depth. Wound bed is dried slough. Surrounding skin is normal in colour and temperature. No exudate. No pain. A lump is palpable beneath the area, and across both arms there are multiple of these lumps, with appearance of lipohypertrophy associated with subcut injection sites, some have associated surface discolouration. Per patient, these are at areas where previous subcut ports were used. Wound does not appear to be pressure damage.

Plan of care:

To wound at top of R arm:
Clean wound and peri-wound area with normal saline & gauze and allow to dry

Apply Flaminal Forte to dry slough area of wound

Apply Kliniderm Foam Silicone border 5x5 or 7.5x7.5 dressing

Change each 3-4 days, or more frequently if dictated by clinical judgement

2. Medical illustration today please for his clinical record

3.To avoid any areas with lumps or discolouration when inserting subcutaneous infusion/injection sets. Monitor these closely and resite at first signs of any pain/lumps/discolouration etc. Continue to change each 72 hours as per Christie protocol, as this has been working well for him so far. Can discuss with Supportive Care Team if issue continues, TVN happy to support with this if needed – please re-refer if further support required.				Clinical Support and Specialist Surgery (CSSS)

		I17547		10/25/25		10:00		10/25/25		Due SACT today, noted alert and CWP anno regarding contact with TB, staying the pt potentially contracting TB. Requiring isolation and maybe medical review				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Other		Outbreak - other		Jones,  Sophie		Incident being managed locally		No Harm						I rang the pt in the morning to see if they were symptomatic of TB, the pt was very confused that I was asking, as no one has mentioned this to them. They were not symptomatic and felt well. 
I contacted the duty manager about this who advised to raise it with the on call. I also messaged the IPC nurse who annotated on CWP asking if this is the correct pt as there has been no mention of this to the pt. 
Informed ACP on the unit who looked and discovered there was contact with someone who is TB positive when on AAU . Explaining where the contact came from. 
I alerted oncall who came and reviewed the pt, confirming okay to go ahead with SACT today as not symptomatic. On call informed pt of the contact on AAU, they understood the information and will let their family know who they has been in contact with.				Corporate

		I17548		10/25/25		11:00		10/25/25		Patient SCSD found to not be infusing at the beginning of the day shift and no checks or documentation to show it was infusing overnight.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Patient SCSD found to not be infusing at the 10am with first driver check. Patient voiced that she dropped SCSD in bathroom previous night at approx 8pm and had buzzed and let nurse know.
Patient was left without SCSD infusing overnight, no checks completed for driver on EPMA or driver form overnight so therefore was not picked up by nursing staff. SCT team aware regarding driver not running overnight and pain 7/10 this morning without any analgesia for 16 hours. 
SCSD replenished this AM and PRN given to ensure pain is controlled until SCSD takes affect.				Network Services

		I17549		10/25/25		17:00		10/25/25		Patient being discharged, therefore medication pod in room opened to check if any of their drugs in there. 1 medication in pod but belonged to previous room occupant, meaning drawer had not been emptied and cleaned after prior patient discharged.		27/10 m- unable to ascertain of patient before had transmissible infection, however all levels of cleaning process on palatine ward require the cleaning and emptying of medication draws, this case will be fed back to the housekeepers and nursing team, 

Band 6 development day scheduled for Thursday 30th and 6th November, during which the band 6 team will create a check list with info to hand over including the cleanliness and reediness of rooms.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Storage		Storage - wrong		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Drug removed and disposed of.				Network Services

		I17555		10/25/25		14:56		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17556		10/25/25		14:56		10/27/25		Transfusion second sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17553		10/26/25		15:00		10/26/25		Right ear scab, right heel ungradable DTI, sacrum grade 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/27/25		cream applied, dressing to heel, cream on sacrum.				Clinical Support and Specialist Surgery (CSSS)

		I17551		10/26/25		15:00		10/26/25		Unwitnessed fall. Was alerted to fall by another patient who heard a loud noise. The patient who had fallen was on the floor next to his bed sat upright. He had been on the commode and stood up by himself. He was attached to 2 IV infusions, reports getting tangled in these and then slipping to the floor, landing on his buttocks. Had non slip socks on at time of fall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Incident being managed locally		Low Harm						Attended with another RN and NIC. Ascertained details of fall. Assisted with hygiene needs and helped back into bed. Observations completed. Reports no LOC and did not hit head. Assessed for visible injury (a patch of redness to back visible at the time of fall, has now formed to a bruise), patient reported some pain upon impact of fall to buttocks and back but non ongoing. Medical team informed, reviewed by ANP. Wife updated over phone. Falls risk assessment repeated including sitting and standing bp. Fall incident form on CWP completed.  Reiterated use of call bell.				Clinical Support and Specialist Surgery (CSSS)

		I17567		10/27/25		08:50		10/27/25		Delivery to Moya Cole hospice of chemotherapy. Cisplatin found in fridge box when the treatment is a room temp.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Patient Safety and Risk Team		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Safety,  Patient		Incident being managed locally		No Harm						Treatment removed from box. Contacted pharmacy who where unsure if it can be used. Contacted Baxter's who where also unsure. Discussed with pharmacy and asked to re-order to be safe. 

Re-ordered treatment and disposed of original. 

Datix completed.				Corporate

		I17571		10/27/25		11:50		10/27/25		J. Kiely is a vulnerable adult who was admitted to Palatine Ward. A family member who has not seen John for 20 years was granted access to the ward and allowed to go into Johns room and sit alone with him. Mum has now found this out as the family member contacted her via facebook to let her know that he had visited John on the ward. Noreen (mum) concerned that he was allowed in the room and he was not a named visitor.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Eboiyehi,  Oseyaede		Incident being managed locally		Low Harm						Mum concerned if it was to happen again and John unable to voice concerns as he is vulnerable adult. Is not wanting to take it any further. I have reassured that we will ensure this does not happen again and investigated appropriately. Escalated to Palatine Managers and Matron. Password now in place. Description of visitor given to Palatine Management. Datix.				Network Services

		I17572		10/27/25		11:00		10/27/25		Endoscopist edited report after it had been sent to CWP therefore incorrect report on CWP completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						endoscopy manager aware and correct report sent to CWP				Clinical Support and Specialist Surgery (CSSS)

		I17573		10/27/25		00:00		10/27/25		TSRT9.
Pt having SCF field treated, beam switched on before portal image was acquired. 11 mu delivered, Beam interrupted and B7 called.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Beam terminated, 
Image acquired and in tol,
complete partial done with 11mu and 5mu for image taken off beam. 
Treated correctly.
Discussion with staff re vigilance when treating.				Network Services

		I17577		10/27/25		12:50		10/27/25		Referral was delayed over 1 month				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added and reported to Datix				Network Services

		I17578		10/27/25		10:00		10/27/25		I accidentally scanned the wrong patient's CT scan results onto a patient's record. The NHS number provided in the email was incorrect and so I scanned the attached document to the wrong person.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record. The document has been removed and added to the correct record.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I have asked for Tech Bar to redact the document on CWP to avoid any confusion. I requested this as soon as I realised the mistake.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record.		Network Services

		I17596		10/27/25		16:51		10/28/25		New patient to blood transfusion. Both G & S sample s takes at the same time.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shepherd,  Sophie		Incident being managed locally		No Harm						New sample requested.				Network Services

		I17597		10/27/25		11:24		10/28/25		G & S sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17584		10/27/25		15:30		10/27/25		Incorrect consent form scanned into incorrect patient's CWP.

When scanning in a radiotherapy consent form, the document was scanned into the wrong patient's CWP. 
Consent form was scanned into Patient A in error, consent form is dated 09/10/2025. The consent form was for Patient B; the document was correctly scanned into said patient's CWP immediately afterwards.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/30/25		IT help desk informed to correct error- for deletion of incorrect consent form
-correct consent form scanned into correct patient in cwp
-Band 7 made aware
-datix completed				Network Services

		I17585		10/27/25		15:33		10/27/25		At 16:10, my colleague queried if patient's treatment had been administrated too fast. I checked iQemo script and according to iQemo script it had not been overtranfused -however, there was a mistake in the script. Irinotecan was prescribed to be administrated over 30 minutes but, patient has had reaction in past and has 0.5mg of atropine to prevent cholinergic reaction from occurring again. Patient said she felt twitchy, flushed and strange taste in mouth.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		Stopped transfusion of rest of Folinic Acid  - checked on patient and completed observation - NEWS 0. Reviewed by doctor on the unit and was advised to wait 30 minutes. Waited 30 minutes and patient was feeling better - symptoms had been relieved. Folinic acid has been continued and patient is still feeling well. Safety netted with hotline.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		Network Services

		I17587		10/27/25		16:00		10/27/25		TSRT9
Administered IV contrast to patient during scan. Patient immediately started sneezing after injection finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						Obs taken and registrar called to review patient.
4mg Chlorphenamine administered via PGD
Patient given hotline number				Network Services

		I17588		10/27/25		14:00		10/27/25		12minutes into Carboplatin infusion
Sudden nausea and vomiting, complaints of scratchy throat and needing water. Bowels opened, diarrhoea. Clammy and flushed. Obs stable.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Drug stopped and medications given as per reaction protocol. After 30minutes symptoms had resolved and rechallenged at 50% rate. Treatment complete without issue at 50% rate. Did not have time to escalate to initial rate.				Network Services

		I17589		10/27/25		11:51		10/27/25		Patient reported heavy breathing, lower back pain. Visibly very flushed		Doctor on unit asked to review. reaction to Paclitaxel on hypersensitivity protocol.

Flushing of face, SPO2 gone down to 80%, chest tightness.

Hydrocortisone given. Slow wean of O2 needed.

Plan:

Team review for changing to abraxane


Lorraine will call hotline if concerned or seek appropriate medical attention. 
Dr on ORTC happy for Lorraine to be discharged.
Team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		Drug stopped 
Help called for 
Hydrocortisone 100mg administered
obs taken. 15L o2 via NRB commenced for < Sp02
Dr in attendance.		Reaction managed well, Doctor on unit immediately review and patient safety was maintained.		Network Services

		I17590		10/27/25		17:20		10/27/25		after 10 minutes of caelyx treatment infused, patient reported being unable to breathe and having backache.		Reaction identified and managed appropriately, scripts altered for future treatments.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		treatment stopped, hydrocortisone 100mg given, chlorphenamine 10mg given, team informed.		Reaction identified and managed appropriately, scripts altered for future treatments.		Network Services

		I17591		10/27/25		16:45		10/27/25		Communication failure - DNAR discussion with patient by medical team, not passed on to ward staff, nurse noted AAND on CWP 2.5hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/29/25		Updated nursing handover, communicated verbally to ward team.
Unclear if patient had family present for the discussion, ward nurses not made aware to support patient afterwards if needed.				Clinical Support and Specialist Surgery (CSSS)

		I17592		10/27/25		19:00		10/27/25		Emergency call to patient receiving platelets. ? Reaction.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Learning response required		No Harm						On arrival, platelets just finished. Patient complaining of chest and abdominal pain. Feels like she was struggling to breathe. Temp >38. Bloods taken from PICC. Aspirated from hickman line and flushed afterwards - nil concerns. Not required piriton or hydrocortisone. 

Post transfusion bloods take, Christie profile, FBC and VBG. PLT bag taken down and to be sent back to the labs.

Patient reported afterwards that she felt neglected by the nurse looking after her. Patient does not have a wristband on and patient is aware that she needed one before receiving blood products. When she alerted the nurse to report her symptoms she felt she wasn't taken seriously and her partner had to pull the emergency buzzer.				Network Services

		I17593		10/27/25		12:00		10/27/25		Patient in AKI1 handed over to day team reduced urine output via catheter, increased lac of 5.3, bolus given and IVF running over 6 hour + enhanced fluid balance monitoring
Fluid balance not really filled out during the day except from the first column saying sips and a few numbers on the output side but nothing totalled up
When asking nurse at handover what is the patients fluid balance is she said 'its inaccurate' because she drinks sips, but this was challenged as catheter gives accuracy				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Incident being managed locally		No Harm						cont.. therefore fluid balance had to be totalled up during handover, pt found to be only passing 12mls/ph which is way under target
Informed day nurse to inform doctor straight away, dr reviewed + IVF prescribed 
Repeat bloods taken including VBG and patient now AKI2 and lac 4.7
Doctor informed
Catheter drained 125mls since fluids commenced which is improved (writing this at midnight)				Network Services

		I17594		10/27/25		21:00		10/28/25		Unwitnessed patient fall when she leaned on the bedside table to balance herself, fell backwards query hitting head on cabinet, neighbouring patients say she fell heavily. On arrival there was spilt water, Fortisip and contents of bedside table on the floor with patient on her back				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Outreach nurse visiting another patient responded to calls of help/loud noise, pulled emergency call bell and ward staff responded. 

Obs taken, NEWS 2 with raised tachycardia noted (known tachycardic), CBG taken 4.2mmol/L, assessed head and skin with no obvious signs of injury noted before returning to bed once satisfied Patient was settled

Alertived oncall Dr, ECG taken, VBG taken, peripheral bloods taken

CT Head and Pelvic x-ray taken

encouraged patient to use nurse call bell when needing to stand				Clinical Support and Specialist Surgery (CSSS)

		I17607		10/27/25		00:00		10/28/25		Safeguarding information automatically pulled through to discharge summary. This could have put the patient in danger of further abuse. Ward pharmacist luckily realised this had happened and removed specific detail of the safeguarding concern to prevent any harm to the patient. This is not an incident which I believe is unique to AAU, I understand that it could potentially apply to other ward areas where safeguarding concerns have been raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Breslin,  Deirbhle		Incident being managed locally		No Harm						Ward pharmacist raised concern to safeguarding team to alert them that safeguarding information is automatically pulled through onto discharge summaries. 
Ward pharmacist agreed to take steps to remove specific information on this occasion.				Clinical Support and Specialist Surgery (CSSS)

		I17687		10/27/25		14:30		10/30/25		Request received for diagnostic MR scan.  Referrer had clicked 'no' for implant device, however vetting radiographer noticed that CWP referenced a magnetic port for her breast tissue expander in situ.  Referrer was contacted who provided relevant information, however the port was found to not be MR compatible.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Morgan,  Karen		Incident being managed locally		No Harm						Referrer notified and MR request cancelled.				Network Services

		I17682		10/27/25		18:49		10/30/25		Query transfusion reaction to a unit of platelets. On completion of transfusion, patient stated feeling tight chested, SOB, nausea and mild abdo pain. Temp of 38.7, tachycardic. Crash team called.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Actions taken documented by RN in charge of patient's care, medical team and outreach:
Seen by crash team and stabilised. Reaction samples taken and sent. Sent platelet bag and line to labs. ?For pre-transfusion cover for future units of platelets (eg. chlorphenamine)				Network Services

		I17613		10/27/25		16:00		10/28/25		TSRT9 

Radiographer noticed treatment prep QCLs had not been appended after mark up stage and acetate and bolus had not been sent over to Macclesfield				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						Escalation to B7 who arranged for acetate and bolus to be delivered.				Network Services

		I17614		10/27/25		10:33		10/28/25		No DOB on sample, sample rejected.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed, repeat sample requested at 11am				Clinical Support and Specialist Surgery (CSSS)

		I17632		10/27/25		11:00		10/29/25		Patient transport not booked for Radiotherapy patient (day 1).

Informed by patient that transport hadn't arrived which led to discovering it was never booked - had been waiting since 9am (approx 11am).

Transport dept contacted multiple times (phone + email). Transport not arranged until approx 2pm.

Pt no longer willing to attend due to impact of issues on mental health (anxiety) - extremely distressed.

Treatment delayed by 1 day due to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						Escalated to senior members of staff in Radiotherapy and Transport.

Transport 'rebooked' but pt no longer willing to attend.

Treatment had to be delayed. Clinical team informed.				Network Services

		I17615		10/28/25		11:45		10/28/25		Chollergenic reaction to irinotecan after 186mls infused.

Handed over from colleague - pt presented with dizziness and nausea on way back from bathroom, abdo pain, hot and sweaty.		Reaction managed appropriately, treatment recommenced and completed following atropine.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		SACT stopped, patient seated, 0.25 atropine administered as pgd
100mgs hydrocortisone administered
obs taken and recorded on cwp		Reaction managed appropriately, treatment recommenced and completed following atropine.		Network Services

		I17634		10/28/25		16:30		10/29/25		TSRT9

Linac MLC fault following XVI acquisition/review.

Resolved while pt was on bed - approx 15mins; repeat image required due to timeframe since initial XVI acquisition.

Additional dose to pt = 5.9mGy.

3rd additional image due to protocol failure/machine fault over total XRT course.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers/B7.

Fault resolved by engineer.

Additional image justified by B7 due to elapsed time since initial image.

Reimaged + treated correctly.				Network Services

		I17636		10/28/25		08:30		10/29/25		TSRT9
Patient scanned for radiotherapy to the testes with no mould care to elevate the scrotum.
Noted at vsim planning there was a 7cm depth difference between the two testes, therefore unable to plan treatment on this dataset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						At vsim planning consultant decided it was best to rescan, with a mould care, to try to achieve a better elevated position of the scrotal sac to give a more even dose to both testes.
Discussed with scanning radiographers, there was no mould care available at Salford at the time.
Patient's rescan booked for Withington site, no delay to patient treatment start date.				Network Services

		I17622		10/28/25		09:35		10/28/25		People involved : patient, myself and supernumerary nurse and physio
Accidental bolus of noradrenaline < 1ml. see below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Millington,  Kerry		Incident being managed locally		No Harm						I+V patient. Patient was cardiovascularly unstable with large fluid shifts upon mobilisation when BP is significantly affected. Patient had to be mobilised in order to insert CXR plate behind them. To do so required 3 people : 2 people to sit them foreward and 1 x to manage airway. As I was the only ALS provider in room I was on airway. Supernumerary nurse (SPN) and physio sat patient forward. However patient started coughing and became not in sync with ventilator due to body manipulation however also at the same time their BP began dropping also due to the reposition, therefore as I was behind bedspace I asked SPN if propofol can be bolused and if the noradrenaline can be increased.  However they misheard me and accidentally began bolusing 4mg/50ml noradrenaline by the time was noticed <1ml had been infused.
Immediate action: noradrenaline paused, Propofol 2ml bolus given, 2ml alfentanil bolus given, atropine brought to bedspace in case of noradrenaline induced bradycardia. clonidine running at 6ml/hr briefly for less hand 60seconds paused however recommenced to help bring BP down. CCU consultant immediately informed as well as ward manager.  Post these measures BP slowly but gradually trended down to acceptable range. Patient continuously monitored and has constant RN present at bedspace.				Clinical Support and Specialist Surgery (CSSS)

		I17623		10/28/25		09:00		10/28/25		Patient was incorrectly booked for endoscopy on 28/11/2025 instead of 28/10/2025. The colorectal secretary admitted she had confused the months when making the booking and did not notify the nursing team of the addition. This additional patient add on was notice by nursing team who attempted to contact the patient but received no response. During clinical work, the consultant confirmed the booking error with the secretary.  patient contacted who confirmed incorrect booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Incident being managed locally		No Harm						The endoscopist contacted the colorectal secretary to confirm the booking error. The colorectal secretary acknowledged the mistake and confirmed the incorrect booking. The endoscopist instructed the secretary to rebook the patient onto the his next available list. The patient will be rebooked appropriately to ensure the procedure occurs without delay.
An email was sent to the Endoscopy Booking Service Manager to inform the secretaries of the error and prevent recurrence.				Clinical Support and Specialist Surgery (CSSS)

		I17624		10/28/25		17:00		10/28/25		Pt due C1 mitomycin 27/10/25- pt was not informed of any appnt times so DNA. Pt attended for a blood transfusion on 28/10/25. Spoke to endocrine dept on the phone who agreed to take FBC and christie profile upon cannulation. Later found these bloods had not been taken.
Pt then went to radiotherapy asked for them to bleed pt however they were unable to bleed pt. 
Pt then attended ortc post radio @1800- unable to bleed pt due to poor access.
Bloods from 30/09- show HB of 70. Nil further bloods.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Medication incident		Waste		Avoidable waste of medication		Bostock,  Louise		Incident being managed locally		Moderate Harm						Treatment wasted 27/10/25 due to short expiry date as pt went home and was not aware of appnt- then was unable to come back. Date changed script to 28/10- treatment re-ordered. Treatment to expire @2200 28/10, so will also be wasted. 
Not able to bleed pt due to poor venous access- therefore unable to give IV and po treatment today.
Team informed via email.
Apologies given to pt for the miscommunication and lack of communication from the team.

CSSS Governance; Unacceptable comm breakdown + moreso the unreasonable attendances expected of Pt, all over the hospital, with no room for error (ie: missed blood appt), however not a 'moderate harm' incident. Can be downgraded to a 'no harm'				Clinical Support and Specialist Surgery (CSSS)

		I17625		10/28/25		12:00		10/28/25		Bloods done on 17/10/2025. Not pending this am . Pt tells me that definitely had bloods yesterday. Bloods pending from 28/10/2025 @08:44. Pt tells me that has not had them done this am.
Spoken to the labs, who have advised me that bloods cannot be processed from 27/10/2025 because they were left out on the side overnight?				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Berman,  Danielle		Incident being managed locally		No Harm						I have called the pt and explained the situation. Pt aware that needs bloods repeating at dep 35 prior to the treatment. Repeat bloods completed and back within range.				Network Services

		I17627		10/28/25		18:16		10/29/25		RN handed over that IV Mero changed to IV Co-amoxiclav and that dose was due shortly after pm handover.
However - IV Co-amoxiclav was signed for at 18:16pm, Pt adamant that she had not received new ABX.
Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				Clinical Support and Specialist Surgery (CSSS)

		I17640		10/28/25		21:00		10/29/25		Incident submitted on behalf of patients named nurse today due to time pressures of ward 

Cat 3 pressure ulcer to buttock present on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		PURPOSE T complete 
Dressing applied
SKINN bundle maintained 
TVN referral sent and reviewed (29/10/25) 
Medical illustration complete (29/10/25)				Clinical Support and Specialist Surgery (CSSS)

		I17638		10/28/25		12:02		10/29/25		TSRT9

Midway through acquiring a 3d CBCT scan of the patient the machine (linear accelerator) unexpectedly finished scan early (roughly halfway through rotation) producing an image with insufficient image quality to be used clinically.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers and superintendent therapeutic radiographer were contacted. Superintendent therapeutic radiographer agreed image was of insufficient image quality to be used clinically. Patient taken off bed and moved to different machine to be treated. Team on this machine made aware of what happened also. Engineers decision to run test scans on machine which faulted. These came up clear with no issues so machine returned to clinical status once this was confirmed.				Network Services

		I17647		10/28/25		17:57		10/29/25		Received a referral on 28/10/2025, the referral letter was dated 1st august.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Actioned the referral as urgent and then responded to referrer to ask about the delay. have not yet received a response.				Network Services

		I17688		10/28/25		02:10		10/30/25		E.coli in CVBC blood culture. Inpatient since 20/10/25  on Ward 12. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17692		10/28/25		15:30		10/30/25		Reaction to Irinotecan		All appropriate actions taken once reaction was identified. No further actions necessary.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Administration stopped. 
Observations performed. sc Atropine administered as prescribed. 
Medical review. Bloods including Lactate obtained.
Administration recommenced once symptoms had resolved and completed.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17663		10/28/25		14:36		10/30/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD RBC

Donation number: G095625769289W				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I17601		10/28/25		09:00		10/28/25		Delay with referral being sent. clinic date: 18/03/25
Referral received: 28/10/25

Email from secretary: Please note patient cancelled our outpatient’s appointment and was then admitted for some time in hospital.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added referral as urgent and asked secretary if reason for late referral is the one given in email about patient being admitted in hospital for some time (No date given of discharge).				Network Services

		I17602		10/28/25		10:30		10/28/25		Julie reports her eldest daughter has beat her up a few times in the past. Most recently 4-5 years ago, she gave her black eyes. Julie did not report it to anyone.
1 month ago Julie and her eldest daughter had a argument and her daughter told Julie, she wishes she was dead.
Julie tells me her daughter has also askes her for money £30-50 a time every few days to weeks.		Safeguarding referral completed - safeguarding to see patient on 06/11/2025 to offer further assessment and support.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		10/29/25		Discussed with Julie, explained this is physical and financial abuse to her when she in vulnerable for her cancer and other health conditions.
Julie thinks she is unlikely to see her daughter any time soon and her daughter does not have access to her flat.
Julie has agreed to safeguarding referral		Safeguarding referral appropriately completed.		Clinical Support and Specialist Surgery (CSSS)

		I17608		10/28/25		10:30		10/28/25		tsrt9
Incorrect immobilisation setup (vacbag) for patient under general anaesthetic, realised after patient had been transferred to treatment couch. No imaging had been taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Booth,  Adam		Incident being managed locally		No Harm						Patient transferred back to trolley and bed re-setup with correct vacbag/immobilisation. Setup and RBV number crosschecked with PTP scan record to ensure correct vacbag/position used. Proceeded to imaging and treatment.				Network Services

		I17605		10/28/25		08:10		10/28/25		TSRT9 13CC SB3i MD13CC CF3a
MLC leaf stuck prior to treatment delivery. Patient already imaged. Escalated to engineers. Unable to reset in service mode. Patient taken off bed and to another suite for treatment. Additional image authorised by B7 Radiographer.		Confirmed error BMDM all leaves apart form one moved to position, entered service mode and tried driving Y2 76 no movement. patient taken off the bed, identified leaf in Y2 Iso decided to replace bank for speed, leaf had shaved the leaf key and jumped the key. cleaned out bits of the leaf key from the DLG and checked leaf all good. bank fitted, shape test ran both DLG's hunting for several seconds by a couple of mm, DLG drive board replaced, training provided to RK, shape tests re ran and passed, Lightfield QC completed by JW,		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Got patient off bed.  Patient treated as soon as possible on another treatment machine.		natural faliure		Network Services

		I17617		10/28/25		08:00		10/28/25		Patient attended IPU for PORT insertion .Clinical information -haemophilia B . Has been review in the clinic last thursday but unfortunately nothing been arranged for this patient for PORT insertion . Patient need facter IX infusion 30 min before procedure.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Team not prepared this patient for line insertion . Took me 5.5 h for organising one of the doctor from the team to wright request and prescription , checking with the blood bank that the product available and arrange blood transfusion team to administer . 

29/10 - CSSS Governance; A Clin-Onc Colorectal patient; Parent Team should be mitigating the issues above, it is not the responsibility of the radiology/ procedure team to organise, resulting to delays on Endoscopy lists.				Network Services

		I17618		10/28/25		14:00		10/28/25		Cycle 8 TTOs Cabozantinib :
contacted main pharmacy, satellite pharmacy and porter - tablets nowhere to be found  , alertive primary team for a separate stand alone script for this cycle (C8 Cabozantinib only) and done.

Latest update from pharmacy: 
pharmacy staff found the TTO in ward 4 and is sending staff to pick up in ward 4 and supply to patient. Informed prescriber and stand alone script has been cancelled.				The Christie NHS Foundation Trust / Network Services / Ward 3		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		10/30/25		NIC informed. Pharmacy contacted. Explained and apologized to patient. Datix.				Network Services

		I17619		10/28/25		14:30		10/28/25		TSRT9 Sb3i 13CC CF3a
XVI fault during XVI acquisition causing XVI to be terminated, rescan required so additional dose.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		10/31/25		Patient needed to move as uncomfortable, so required a re-setup and				Network Services

		I17620		10/28/25		12:00		10/28/25		During E/C treatment noticed red, blotches to patients' skin. At all times flashback noted on the canula and dripping well. 
Treatment stopped and escalated to NIC. cannula was reviewed and it was okay, not an extravasation as still dripping well, not hard swollen lump to vein and  flashback still noted. 
Discussed with acute oncology nurse who also reviewed. Cannula in vein and not an extravasation, and no pain to patient during infusion.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Aremia,  Laura		Incident being managed locally		No Harm						Patient re-canulated by A but as soon as treatment started the same reaction happened to arm therefore treatment stopped and only partially given recorded on iQemo. Around 30mls of epirubicin given. No cyclophosphamide or pembrolizumab given as I wanted to discuss with team prior to giving any further medications. Patient to be reviewed tomorrow in clinic. Discussed with pharmacist who also agreed not to give any further treatment today and patient does not require GCSF injections to go home with. 
Patient stayed on scalp cooling and when reviewing arm on discharge arm and redness and swelling had completely settled down. 
Team to be emailed and this to be discussed tomorrow at clinic appointment"				Network Services

		I17610		10/28/25		12:30		10/28/25		TSRT9 
At prep stage, radiographers identified the RLAT FSD was no calculated in the yellow box. As the plan is non-orthogonal, the RAO FSD provided on the plan cannot be used.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12 Treatment data entry, data preparation process		Holt,  Daniel		Incident being managed locally		No Harm						The RLAT FSD was calculated in the room and independently checked by 2 radiographers. Escalated from B7 online, happy to proceed as RLAT FSD calculated and checked.				Network Services

		I17612		10/28/25		13:00		10/28/25		Patient admitted to IPU for US guided abdominal aspira. 
During procedure, no fluid present in abdomen. Presence of pleural fluid, chest drain inserted instead. No communication with recovery area if this can be accommodated and no communication to bed managers to confirm if a bed is availability before inserting chest drain. 
DATIX completed at request of bed managers.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Royle,  Gregory		Incident being managed locally		No Harm						Spoke to US and informed them they need to check with bed managers in future if a bed is available before going ahead with procedure.
Patient aware of overnight stay now needed. Could be a long wait and apologised.				Clinical Support and Specialist Surgery (CSSS)

		I17598		10/28/25		09:40		10/28/25		Patient incorrectly booked into another consultant's clinic under my name. As per previous Datix and numerous emails the patients need to be booked under the name of the consultant who's clinic they have been booked into NOT the name of the consultant they have been referred to as that is often inaccurate.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/31/25		Team emailed and this form completed

RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		Network Services

		I17708		10/28/25		18:00		10/31/25		TSRT9 13CC D98 SB3i MD13CC CF3a
Linac MLC fault following XVI acquisition/review.
Pt taken off bed to resolve fault. Repeat XVI required.
Additional dose to pt = 7.9mGy.
1st occurrence - not reportable.		it happened again as Sohaib attended same fault eariler, tried BDMD few times, no luck, beam reloaded but no joy, patient taken off the bed. logged in on service mode, try to load shape in diagnostic windows, no jaw movements. Head PSU recycled and it worked for a second, then failed again. DIA PCB replaced.  (SCS) both jobs combined on this one, 

Perform Shape cycle test and dia shape test going from leaf limit 40*40 to 10*10 and vice versa to check all the possible shapes. 
Light field qc performed by physics afterwards spare part added..		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Escalated to engineers/B7.
Additional image justified.
Engineer resolved linac fault.
Pt reimaged + treated.		Natural Part failure.		Network Services

		I17716		10/28/25		12:00		10/31/25		Patient attended for clinical trial visit and had blood sample taken.
Usual process is to register patient on agreed portal and ship bloods to lab using pre-paid address labels.
After obtaining bloods, found I could not access said portal. Emailed study contacts but no reply and emails bounced back.
Contacted chief investigator who informed me that the company had been bought out by another company but this had not been communicated with the research or admin team.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		McCaul,  Damian		Incident being managed locally		No Harm						PI and CI informed.
Blood sample was discarded.
Managed to contact team at new company and they have given me access to their portal and I am waiting for them to issue new address labels.
Patient will be contacted and asked if they would like to come back to have blood test repeated.				Research and Innovation

		I17657		10/29/25		11:10		10/29/25		Patient called me to her chairside on ORTC as they "didn't feel right". On examination, they were flushed and in clear discomfort, SACT reaction suspected. Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Paclitaxel infusion stopped, called for help, obs taken, reaction medication given - 100mg hydrocortisone. Dr's notified and came to assess patient. Reaction quickly settled. Patient given 30 minute break from infusion to recover. Patient re-challenged successfully on slow rate as per protocol. Email sent to patient's medical team.				Network Services

		I17658		10/29/25		16:00		10/29/25		she had a unwitnessed fall this evening at 16:00hrs
she was in the toilet, kneeling down on the floor by holding the commode next to her,as she stated
her bridge of the nose was slightly injured and bleeding
she was desperate to go to the toilet, accidentally tripped and fell
kneeled on her legs by holding commode but her eye glasses got hit on the commode, that injured the bridge of the nose
slightly hurt on chest wound
she urinated on the toilet floor in a rush at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		Low Harm						pulled emergency buzzer
reassurred her
reviewed by the doctors
safely transferred to the bed with A02,as she was able to do it
GCS 15/15 all limbs normal
observations done and charted
CBG 7.9mmols
Moving and handling completed- no postural drop
PURPOSE completed -bridge of the nose slightly injured and bleeding, cleaned ANTT let air dry
Chest wound examined- a tinge of blood noted- redressed under ANTT as per TVN advise
post fall educated
she doesnt want to inform NOK, she stated she will tell when they come in
monitoring GCS				Clinical Support and Specialist Surgery (CSSS)

		I17659		10/29/25		09:19		10/29/25		I gave 500mcg of IV Digoxin instead of 250mcg. Stat dose was Px on EPMA - both doses were visible (500mcg in 2ml above the indicated dose). On the medication box it outlines dose is 250mcg in 1ml, however I withdrew 2ml - this was given in the correct bag and over the correct time. I double checked medusa prior to giving this drug with a second colleague so it was not completed in a rush. I noticed 6hr later (when 2nd dose of 250mcg was Px for as per medusa) that I withdrew 2ml instead of 1ml 

MSO note: Screenshot of prescription from ePMA uploaded to incident record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to medic and informed Pt had been given full dose in morning rather than split across day.				Clinical Support and Specialist Surgery (CSSS)

		I17660		10/29/25		15:00		10/29/25		Started Pembrolizumab as prescribed and noticed a leak on A line: drops of liquid dropping from A line in the "filter" area				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Martinspitacas,  Irina		Incident being managed locally		No Harm		No harm				Stopped the infusion. Changed the A line using ANTT and connected the B line with Pembrolizumab to new A line.		IMP (31.1025) ICU medical rep and Deputy Head of Engineering emailed.		Network Services

		I17661		10/29/25		16:20		10/29/25		hypersensitivity reaction that occurred during a patient’s final carboplatin infusion. The patient had received 285 mL of the drug when she returned from the toilet and reported a red, itchy rash on her right thigh and leg. Upon examination, a similar rash was observed on the left leg as well .		Actions and result of actions taken	

Treatment was stopped immediately.
- Administered **Piriton** (chlorphenamine) and **hydrocortisone**.
- Full set of observations completed. NEWS2 score 1 throughout.
- Informed the ANP.
- Patient was monitored for one hour post-reaction with no further symptoms.
- Patient was discharged with appropriate information and advice.
- The clinical team was informed via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/4/25		The infusion was stopped immediately, and the patient was treated with Piriton and hydrocortisone. Observations were completed and remained stable throughout. The Advanced Nurse Practitioner was informed promptly. The patient was monitored closely for one hour following the reaction, during which no further symptoms developed and rashes disappeared . She was discharged with appropriate information and advice regarding the reaction and signs to watch for.

emailed the team as well		Reaction managed well		Network Services

		I17664		10/29/25		12:58		10/30/25		TSRT9
Background: 
Lateral couch shift required daily in order to achieve clearance for G195.
Couch then shifted back to isocentre to perform confirmation 2DkV and delivery of G195.
Incident:
On #6/15, couch not moved back to isocentre position to acquire confirmation 2DkV.
Incorrect patient positioning on 2DkV - image un-usable.
Additional 2DkV pair required as a result (operator error).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Incident being managed locally		No Harm						Additional imaging justified by superintendent and PR2.16 dose limits adhered to.				Network Services

		I17655		10/29/25		14:30		10/29/25		120ml infused. Noticed that Gail appeared pail/grey in complexion. Asked if she felt okay, she said no, said she felt very nauseous and faint. Felt that the room was spinning on her.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Barlow,  Molly		Incident being managed locally		No Harm						Treatment stopped immediately. Called for assistance. 2x 100mg hyrocortisone IV and 10mg metoclopramide IV given before symptoms resolved. Symptoms resolved after half an hour. Treatment recommenced on hypersensitivity rate once settled, no issues during infusion.				Network Services

		I17669		10/29/25		17:22		10/30/25		After SOU pharm tech was informed of switch of TPN for one night only by dietician, tech messaged TCP staff @16:00that TCP are to expect the new script needed for that night and ASA it's on EPMA, will be requested by tech. After doc prescribed, tech requested on EPMA, messaged pharmacist explaining/asking screening & confirming request.@17:22 tech messaged that TCP don't have the request/script. Tech checked on EPMA that is was already dispensed and sent photo with details to TCP, but TPN was delivered NEXT day.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Harm		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		Moderate Harm		Moderate harm		11/6/25		It was only discovered by the pharmacy staff covering SOU the morning 30/10/2025 that the patient did not get the TPN on 29/10/2025, as the bag, which on the EPMA was dispensed at some point before 17:22 on 29/10/2025, was not sent at the correct time to cover the patient from 29 to 30/10/2025. The bag has been delivered by the porters on morning 30/10/2025 and available for the patient from that time.				Network Services

		I17667		10/29/25		19:00		10/30/25		Moisture associated skin damage noted on the sacrum, present on admission
Pt is incontinent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/30/25		Tissue Viability Nurse Referral, ointment in use, encouraged to reposition.				Clinical Support and Specialist Surgery (CSSS)

		I17646		10/29/25		14:18		10/29/25		Referral has been forwarded to referrals and bookings by Christie secretary with the date showing 02/05/25. No referral on careflow but letter has been scanned onto CWP on the 09/05/25.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Roxy who has emailed secretary and added referral as urgent.				Network Services

		I17653		10/29/25		18:00		10/29/25		TSRT9 
#1 xRT booked on 30/10, highlighted during data input that #1 xRT usually occurs on the same day as first GEM X treatment which is on 4/11. B7 alerted. Called Clinician who confirmed patient needs to be delayed until 4/11 to attend #1 xRT after GEM X. Clinician added note to CWP.
Called patient and apologised for the change, patient very understanding and aware of new start date. Change form completed,				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4G Choice of start date		Hudson,  Scott		Incident being managed locally		No Harm						Called clinician
Called patient
Change form submitted				Network Services

		I17650		10/29/25		13:00		10/29/25		Whilst dividing the mesentery during cytoreductive surgy for a Hipec with a Ligasure Maryland the jaw of the ligasure became stuck and was unusable.  No harm came to the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Madden,  Sarah		Finally approved		No Harm		No harm		11/4/25		The Ligasure was replaced.				Clinical Support and Specialist Surgery (CSSS)

		I17651		10/29/25		16:00		10/29/25		Incident reported on behalf of patients named nurse due to time pressures on ward 
Cat 1 to buttock on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/30/25		PURPOSE T complete 
Barrier cream applied 
SKINN bundle commenced				Clinical Support and Specialist Surgery (CSSS)

		I17639		10/29/25		11:29		10/29/25		Pt started to feel hot and red in the face, had a reaction to Paclitaxel.
Treatment stopped and called for help.
Grade 2 reaction 
100mg of Hydrocortisone administered under PGD.
Obvs done and recorded.
ACP on the unit has reviewed and stated a grade 2 reaction. When pt is okay to restart treatment.		Treatment stopped, called for help.
Hydrocortisone 100mg administered under PGD
Observations done and recorded.
Pt seen by ACP who was happy for treatment to be restarted at a slower rate, Patient was happy with the plan.


Grade 2 reaction as per ACP review.
Treatment now given at a slower rate as per taxane reaction protocol.

Team emailed. For slow rate next time.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/4/25		Treatment stopped, called for help. 
100mg of Hydrocortisone administered under PGD.
Observations done and recorded.		Reaction managed well - patient finished treatment at slow rate and team emailed to make them aware of incident.		Network Services

		I17643		10/29/25		08:00		10/29/25		Noted patient has worsening MASD to groin/sacrum/buttocks in last couple of days since TWOC				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Referral to TVN. Requested med il. Asked medical team to consider re-catheterising pt. However, patient isn't keen on this. Encouraged pt to use urine bottles to avoid excess moisture to skin. Regular skin checks and apply medi derma barrier ointment. MASD care plan updated.				Clinical Support and Specialist Surgery (CSSS)

		I17644		10/29/25		12:10		10/29/25		Security team rung the ward to inform that a patient had been found collapsed on a bench outside Oak Road & suspected of taking illegal drugs as appeared inebriated. Patient had previously been found unconscious outside Oak Road On Monday evening (27/10) &had been found with drugs in her possession.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking / Oak Road Car Park				Incident affecting Patient		No Harm		Security incident		Site security		Other		Paterson,  Ruth		Incident being managed locally		No Harm						Escalated to ward doctor to review - patient was rousable to voice & was not unconscious but appeared inebriated/drowsy from ?taking drugs outside - no drugs found on patient. 
Escalated to ward doctor. Nurse advised to take set of observations. Obs not completed straight away as patient went off to the bathroom shortly after return, completed when able & obs within normal range as per NEWS 2.
Safeguarding referral made. Matron informed. 
Asked medics to repeat a capacity assessment.
Medics reviewed pt on return to ward.				Clinical Support and Specialist Surgery (CSSS)

		I17628		10/29/25		03:20		10/29/25		Patient found by mum on the floor having hit her head. 
Patient hoisted back into bed.
CBG 3.9mmol glucogel given.
Bolus IVF given BP 93 systolic difficult to hear.
Neurobs shown pupils 3 and reactive to light, patient non-compliant with arm and leg strengths. 
SHO and reg informed.		Rapid Review completed and attached to incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		Not for urgent CT as not had anticoagulation in over 48 hours.
?escalated that recognition of dying may need to be put in sooner than thought, to be discussed with day team
Advised mum when she needs to fall asleep we need to 1:1 the patient, mum said she will inform us when this happens 
Unable to complete lying and standing BP as patient cannot stand safely				Network Services

		I17629		10/29/25		03:00		10/29/25		my patient who has intermittent confusion was incontinent of urine and in his confusion got up and got tangled in his feed line and fell on to the bed as far as i was aware he was not harmed and doctor was alerted. i had been checking on him regularly when this happened and i have advised that he be 1-1 overnight where possible.
Dr said there was no need for review but to monitor the patient through the night				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		No Harm						doctor alerted.
patient reassured and given care.
documented in notes and handover .
datix now being performed.				Clinical Support and Specialist Surgery (CSSS)

		I17630		10/29/25		08:30		10/29/25		this incident includes 2 patients. patient A's referral letter was added to patient B's careflow attachments. both referrals were added on correctly and both referral letters were scanned to cwp correctly.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						the secretary let me know that this has happened. i double checked both referrals and looked at where i went wrong.				Network Services

		I17637		10/29/25		10:00		10/29/25		She came in with an unstageable pressure ulcer of the left foot, stage 2 pressure ulcer of the sacrum with blanching buttocks and lesions all over her body.		03/11 - appropriately dealt with upon arrival.  Pressure sores were formed at home before admission.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Tissue Viability Service				Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Was referred  tissue viability nurse, who came and reviewed and prescribed a dressing that will be used. Medical illustration was called who took a pictures with patient's consent. skin bundle was done, Pump was attached to the foam and a repose wedge placed to relieve pressure from the heels.				Network Services

		I17635		10/29/25		09:09		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.  

On investigation x1 Additional 2d image-Mechanical.  
Additional imaging dose imparted to patient. 
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional lateral image (pre-set HEAD).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational team to highlight with Varian at next TIG meeting.				Network Services

		I17672		10/30/25		09:00		10/30/25		Patient was seen in clinic on 29/10/25. iQemo script was amended and treatment regimen changed. The script location was Outpatient SACT so the patient was not scheduled on to the ORTC iQemo diary.
Patient has 0830 appointment on his blue card.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						Spoke with Baxters to ensure we could get his treatment delivered this morning.
Liaised with ORTC reception to update the patient. 
The patient was very frustrated as last time he was for treatment he was sent home, and didn't have it.
The patient felt that appointments/scheduling and the team had poor communication.
I apologised for his poor experience, and reassured him that he will get his treatment today. 
Explained to him that we would be able to treat him from 10am, as that is when a 'mid shift' nurse was starting. As the early shift staff all had patients booked in. 
Patient was happy with the information and update that I provided.				Network Services

		I17665		10/30/25		09:00		10/30/25		DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Clarke,  Catherine		Learning response required		Moderate Harm						DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				Clinical Support and Specialist Surgery (CSSS)

		I17693		10/30/25		11:00		10/30/25		Patient had a unwitnessed fall near bedside after coming back from toilet had shoes on not worn properly walking stick in site		All appropriate actions taken post fall. Falls risk assessment updated - remains independently mobile. The use of illicit drugs were escalated to the lead nurse. CT scan NAD.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Observations done, CBG done stable 
patient reviewed by doctor whilst on the ground
pupils checked equal and reactive 
responsive to voice and movement 
hoisted onto bed 
re reviewed by Dr 
had CT head NAD		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17694		10/30/25		14:00		10/30/25		patient admitted with x2 C2 to buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Barrier cream applied 
Dressed
Med ills to be completed 
Air mattress 
Can be managed on ward, TVN not required				Clinical Support and Specialist Surgery (CSSS)

		I17695		10/30/25		19:00		10/30/25		Patient stood to close curtains around bed - witnessed fall
Patient states she lost her balance and fell back on her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Moderate Harm		Low harm		11/3/25		Staff called
Observations taken
Doctor alerted				Clinical Support and Specialist Surgery (CSSS)

		I17696		10/30/25		19:30		10/30/25		Patient sat on the commode with constipation, due to discomfort, patient was trying to force bowel open and when straining accidentally bit her own lip causing a cut and bleed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Bite		Human bite		Spooner,  Jennie		Incident being managed locally		No Harm						Compressed lip with tissues/wipes. 
Informed Oncall Dr due to constant bleed. 
Repositioned px back to bed and supplied fresh nightgown. 
Morphine given for pain relief.				Clinical Support and Specialist Surgery (CSSS)

		I17689		10/30/25		15:00		10/30/25		Patient rang buzzer complaining of suddenly feeling hot and nauseated.		Team Drs emailed for next script to be amended
Involved in the event was;
Responsible medical team
Doctor
Chemotherapy nurse		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Moderate Harm		No harm		11/4/25		Infusion was stopped and patient was treated for a reaction. Observations were taken and hydrocortisone was given. Dr on the unit came to review. The patient's symptoms settled after 10 minutes. Reassurance was given to the patient and observations checked again. Treatment was restarted according to the hypersensitivity protocol after around 30 minutes		Written on CWP observations stable but no NEWS2 documentation on CWP. Will discuss with reporting nurse.		Network Services

		I17690		10/30/25		14:40		10/30/25		patient was receiving transtuzumab Entansine(Kadcyla). after administering 180ml of it at 14:40 patient felt nauseous, hot, and flashes. treatment stopped immediately and ACP seen the patient and given necessary meds				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						treatment stopped immediately and ACP seen the patient and given necessary meds. IV 100 mg hydrocortisone at 14:42 and 14:50 given. iv chlorpheniramine 10 mg at 14:46.
iv metoclopramide 10 mg at 14:53 given. 250 ml normal saline free rate given.				Network Services

		I17683		10/30/25		10:30		10/30/25		Due blood transfusion on endocrine department on 30/10/25.
X match and group and save taken on oak road on 27/10/25 but mislabelled. Returned to Oak road on 30/10/25 for second sample, however this was also mislabelled. 
Rebled again today on endocrine department. Patient will return tomorrow for 1 unit blood transfusion.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Apologies given to patient.
Rebooked patient in for tomorrow to have 1 unit blood transfusion.
Datix complete.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		Network Services

		I17685		10/30/25		13:00		10/30/25		The patient attended the nuclear medicine department for a Ga68 DOTATOC scan. She was given a cup of tea which she spilt down her left side.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Harm		Clinical incident		Spillage		Splash with hot/cold liquid (NOT chemical)		Harris,  Andrew		Incident being managed locally		Low Harm		No harm				The wet clothes were removed and replaced with scrubs and a cold compress was applied.				Network Services

		I17686		10/30/25		14:00		10/30/25		Patient had pre-surgery/pre-existing pressure sores.
1- Right foot was dressed so unable to assess fully, patient reports that it is necrotic pressure wound. 
2- Bilateral breasts, moisture associated skin damage. The skin was red and broken to the underneath area's.
3- Moisture associated skin red and broken skin to full apron of abdomen folds and groin area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Madden,  Sarah		Finally approved		No Harm		No harm		10/31/25		Post surgery, all areas cleaned and dried. 
Barrier spray applied.
Medical illustrations contacted and photos taken in theatre recovery.
All pressure area concerns documented and handed over from the theatre staff to recovery staff.

Tissue Viability Review :31/10/225

Reviewed the patient with the named nurse to review the wound on the right heel, which was dressed on admission.

On Assessment, patient has an unstageable pressure ulcer (Category 3) to her right heel, which she came in with, and the dressing was not removed before surgery. Category 3 pressure ulcer approximately measures about 6 cm in circumference with 80% of thick necrotic area. 20% of the necrotic tissue was debrided, and the tissue underneath is granulating well. The heel was not elevated, and the mattress pump was not switched on.

Photo of the pressure ulcer taken today.

She also has an insect bite on the top of the right leg.

 

She also has multiple areas of moisture damage under the breast, groin and buttocks, and she doesn't want me to check as she had photos yesterday and she has shown me the photos. I also reviewed the photos of the moisture damage on PACS.

Management plan

Clean the wound on the right heel with normal saline 

Apply Algivon honey tulle to the pressure ulcer

Use Zetuvit plus superabsorbent 

Apply Kliniderm foam adhesive for the insect bite

Bandage the leg from toe to knee with Wool and crepe, and apply a yellow line to keep the dressings in place.

Change this dressing twice a day.

The mattress pump was switched on and advised to keep the mattress pump on at all times due to the risk of PU.

Also advised to elevate the heel with repose wedges to offload the heel pressure.

For Moisture Damage

Clean all areas of moisture damage with normal saline

Apply Medierma barrier ointment twice a day.				Clinical Support and Specialist Surgery (CSSS)

		I17677		10/30/25		11:30		10/30/25		Patient commenced on rechallenge of Docetaxel (reacted last cycle but completed at slower rate), after 5ml at 1/4rate complained of feeling unwell, very flushed, chest tightness.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		Treatment stopped. 
Hydrocortisone and Piriton given IV under PGD. 
Did not rechallenge.
Kept until symptoms settled. Obs stable. 
Discharged with safety netting advice. Email Dr and admin team for consideration of Nab Pac				Network Services

		I17678		10/30/25		11:30		10/30/25		Patient informed me of two red itchy hives on his right forearm around 20 minutes after the transfusion had completed. He had two units of platelets.										Incident affecting Patient		No Harm		Clinical Event		Transfusion Event		Allergic reaction- Reaction		Diggory,  LornaJeanette		Incident being managed locally		No Harm						His observations were took straight away and they didn't show any signs of deterioration. 10ml of chlorphenamine was given to the the patient by charge nurse Jamie. The patient reported feeling well in himself. he was kept here bloods were sent the both platelet bags back tot the lab as per reaction protocol.

		I17679		10/30/25		08:50		10/30/25		TSRT9
Lost comp as a result of unexpected motion error				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Additional imaging, authorised by B7				Network Services

		I17680		10/30/25		11:55		10/30/25		5 minutes into Paclitaxel infusion patient showed signs of drug reaction. Reported closing sensation in throat; chest pain; palpitations; dizziness; and had flushed face.		Reaction managed appropriately, treatment continued with no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Infusion stopped. 
Observations checked and satisfactory. 
10mg chlorphenamine and 100mg hydrocortisone IV given as per PGD. 
Infusion completed following slow rate hypersensitivity protocol.		Reaction managed appropriately, treatment continued with no further issues reported.		Network Services

		I17698		10/30/25		18:00		10/30/25		Pt was with daughter who took her to the bathroom - pt unsteady on feet and attached to drip IVI stand - pt then was walked back to the bed but bed breaks were taken off? patient fell over / assisted to the ground by daughter - RN came and pulled crash bell - all staff and medical team cam - checked bp observations, bms stable - temp ongoing - ha been escalated ++ tmes to medical staff see documented drs note d/w consultant- pt commenced oral abx - low thresh hold for abx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to DRs and Consultant and rechecked - escalated pt to bay tag and then 1:1 - dr said no need to alert Out reach team - I have allertived them and handed over 1:1 care				Clinical Support and Specialist Surgery (CSSS)

		I17699		10/30/25		19:45		10/30/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team. 
As per TVN August Newsletter, referral to TVN not required
Tissue viability assessment today 03/11/25 reviewed and verified as Moisture associated skin damage by Sarah Francis TVN- see CWP entry .				Clinical Support and Specialist Surgery (CSSS)

		I17700		10/30/25		23:40		10/31/25		Pt was C1D1 of trial, late stay due to aseptic delays and trial activity post infusion. Handover sheet stated "taxi was booked with transport" however as I am on the night shift I don't know if anyone informed transport desk that pt would stay late - verbally handed over for her to go to security for transport when ready to leave (not the normal process). When ready to leave I called Veezu to arrange her taxi but they were not aware of her.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Donovan,  Helen		Incident being managed locally		No Harm						Called security to ask if they can arrange transport, they confirmed they can but only with approval from duty manager. Alertive sent to Tracey Wood and also spoke on phone who explained to complete transport request form for her to give the go ahead. Completed and emailed and she confirmed taxi can be arranged for this patient. Thankfully pt lived in Manchester, otherwise would have had to stay overnight. Confirmed with security that Tracey had given the ok for the taxi and pt left the unit at 23.35.				Research and Innovation

		I17701		10/30/25		21:19		10/31/25		Checked soft-set on patient and there was redness around the site of the soft-set. Soft-set removed and on removal small amount of bleeding occurred, pressure applied. After bleeding stopped a black dot was left where soft-set had been removed. Doctor informed and circle drawn around affected area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin redness (non pressure related)		Spooner,  Jennie		Incident being managed locally		Low Harm						Pressure applied to area
Doctor informed
Circle drawn around affected area
DATIX completed within 48 hours of incident.				Clinical Support and Specialist Surgery (CSSS)

		I17702		10/30/25		22:13		10/31/25		Checked patient's morphine sulphate 10mg/5ml oral solution on PRN and had no dosing interval only stated "when needed". Informed doctor, who corrected dosing interval to every 3 hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Doctor informed
Datix completed within 48 hours.				Clinical Support and Specialist Surgery (CSSS)

		I17703		10/30/25		11:30		10/31/25		Patient had a crossmatch taken at 11:30am at ORTC, sample was sent to labs and patient came to the endocrine for btf, as soon as the patient arrived we rang ORTC to confirm the patient had a crossmatch taken and sent to labs, after more than 2 hours there was no indication on CWP's lab results that the sample was even being processed, I rang bloodbank and they told me they did not have a sample, they checked the pods and even behind reception and I was told there is no sample, I then rang ORTC				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Stansfield,  Emma		Incident being managed locally		No Harm						for a second confirmation that the crossmatch had definitely been sent and they confirmed, I then contacted bloodbank again about the patient's crossmatch and before I could even give the patient's hospital number I was told the sample had been mislabelled yet there was still no indication of this on the CWP causing severe delay to the patient receiving a btf, I asked bloodbank why there was no mention of the sample on CWP and they informed me they will add it on however it is now the next day and still the result of it being mislabelled has not been added onto the system, the patient was severly distressed and was extremely tired especially after Chemo but has agreed to take another sample and to return the following day for transfusion				Christie Pathology Partnership

		I17704		10/30/25		09:00		10/31/25		Patient plan for peripheral TPN on 29/10 by dietitian: 1800ml of a Triomel N4 2.5L bag, prescribed on EPMA by surgical doctor ~4pm and handed over to pharmacy by dietitian.   
Bag did not arrive to ward on 29/10, arrived on morning of 30/10 and was incorrect bag 1.5L Triomel N4 rather than 2.5L bag (incorrect volume) which was prescribed correctly on EPMA and written on the paper copy of script. Patient did not have TPN and had to have IVF instead.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with dietitian looking after patient who confirmed correct ordering and handing over process.
Checked EPMA - doctor had prescribed correctly by 4pm on 29/10.
Discussed with pharmacy tech - advised wrong bag had arrived on 30/10 and they had taken it back down to pharmacy stores and advised wrong bag.
Updated ANP on ward of reason for missed PN.				Network Services

		I17714		10/30/25		08:55		10/31/25		Patient received C4 Subcutaneous Atezolizumab but using an IV dose. Currently stocked on ORTC ward stock is IV 840mg Atezolizumab and Subcutaneous  dose 1875mg are prescribed from main pharmacy. 

Patient received two vials of 840mg which equalled to 28mls of Atezolizumab rather than 1875mg in 15mls subcut dose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Incident being managed locally		No Harm						Made aware of this error after patient had been discharged home and looked through TTO bag when subcut dose of Atez was found, patient then rang hotline and was assessed over the phone.
Patient was well at time of assessment and no issues with site of administration. 

Member of staff had gone home at time that error was noted and therefore was asked about incident when attended for shift today. Explained she thought the dose of treatment we had in our treatment room fridge was the Subcut dose and that they used two vials of 840mg for administration. 
Pharmacy and medical team emailed to check if there was anything that required actioning as drug that was used was given via incorrect route . 
Patient will also have a further follow up call today				Network Services

		I17715		10/30/25		09:30		10/31/25		No indication of patient's Latex allergy until morning briefing after the first patient was already done. Meaning SOP failed as we were not told of latex allergy 24 hours before and lead to delay of 30-40 minutes due to deep clean needed. patient informed us that allergy leads to airway problems and swollen mouth.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Removal of all equipment and PPE which is not latex free.				Clinical Support and Specialist Surgery (CSSS)

		I17723		10/30/25		10:30		10/31/25		Pt attended Nuclear Medicine for Renogram. Was injected with MAG 3- Technetium (99mTc) radiopharmaceutical and scan started. 10 minutes into scan, pt began to feel unwell and fainted.

Alert and orientated when I arrived to assess her. Hypotensive (80mmHg) and hypothermic (34.4). Began to feel lightheaded again, so laid down and scan abandoned. 

OR contacted. Struggled to get medical review. Lack of support by medics on a department with no medical cover. See below.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Near Miss		Clinical Event		Collapse/faint/fit		Faint		Harris,  Andrew		Incident being managed locally		No Harm						Fully clothed, covered in multiple blankets. BP stabilised, temp not coming up. BGL taken 3.6mmol/l. Glucojuice given, BGL increased to 7.9mmol/l. Moved to a room with a heater, temp after 1 hour came up to 35.8. 

Struggled to get medical review. One RMO advised they'd only assess if the pt is admitted and to speak with Outreach. OR stated medic review is required. Spoken with another RMO who attended to speak with the pt; however no assessment completed, history taken or questions asked about the pt's situation or health. 

RMO informed the pt that her consultant advised to attend A+E for a septic screening. No further information provided except to say it could be infection related. Pt and Mum understandably upset at the lack of info and having to wait so long to be seen and no assessment to be completed. They were also confused as to what was going on and why she couldn't be treated here. 

I reassured them and discussed these concerns in length, before providing the pt with a supporting letter to handover at A+E.				Network Services

		I17732		10/30/25		15:00		10/31/25		CSF sample was left on the Haematology bench. Staff assumed it was for haematology and performed Cytospin and auto- differential instead of the protein and glucose. By the time the error was noticed, there wasn't enough of the CSF sample left to perform the tests requested.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Ehimare,  Brave		Incident being managed locally		Low Harm						Informed AAU of the error.				Christie Pathology Partnership

		I17735		10/31/25		17:00		10/31/25		TSRT9
SGRT software fault after XVI acquired. 
Patient needed to move machine to complete treatment, additional scan required
Total additional imaging dose 1.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers and treatment band 7
Apologised to patient
Arranged for treatment to be carried out elsewhere				Network Services

		I17736		10/31/25		17:05		10/31/25		At the end of flush patient reported swelling and mild pain around cannula site		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		11/3/25		Flow chart D followed as per extravasation policy. Hydrocortisone applied, area marked, note for nurse in chart to follow up, photo taken of area on patients phone as out of hours.
Patient advised to use heatpack or hot water bottle for times a day for 20 minutes until improvement,
Advised to elevate and keep limb moving,
Call hotline with any issues		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		Network Services

		I17737		10/31/25		14:15		10/31/25		Patient appeared red in colour
Reported back pain				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Meek,  Crawford		Incident being managed locally		No Harm						Stopped infusion
Called for help
Followed hypersensitivity protocol
Patient felt ok with 10-15 mins
Tolerated well on slow rate				Network Services

		I17738		10/31/25		20:40		10/31/25		Patient was handed over as nil by mouth and for nutritionl support. Patient was brought onto the ward without nursing or care team made aware. When checking patients epma, patient had no IV fluids prescribed as high sodium but no further escalation to medical team noted. Noted that it wasd escalated to NIC but no documentation or communication as to why this wasn't escalated to medical team prior to moving to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Incident being managed locally		No Harm						Contacted AAU but NIC was unaware as to why not on IV fluids. Escalated to oncall dr and prescribed IV potassium for hypokalaemia and hyponatraemia. Dr also noted that patient weas not nil by mouth as seen by dieticians and swallow assessment had been completed with water soluble contrast swallow.				Clinical Support and Specialist Surgery (CSSS)

		I17724		10/31/25		11:55		10/31/25		Patient had finished his CT TAP scan, and was being disconnected from the CT contrast pump and told to get up and return back to the patient waiting area. 
While the patient was getting up, he turned too quickly and turned over the couch landing on the floor with his forearm.
Fortunately, the CT couch had been lowered to the lowest height and the patient did not fall from a large distance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Fall from bed, chair or height		Iddles,  Sarah		Incident being managed locally		No Harm						The patient was immediately assisted up by myself and another colleague to a chair. The patient had no sign of bruising, pain or injury when assessed. When he stood up I noticed he was a little disoriented even though he kept insisting he was fine.
I then escorted him back to the waiting area where he sat down to be observed for any contrast reaction.
After a few mins, the patient was well enough and allowed to go home.				Clinical Support and Specialist Surgery (CSSS)

		I17725		10/31/25		14:00		10/31/25		TSRT9
Patient was for replan as of day 0 MRI. Patient had #2's delivered, a systematic review, #1R delivered then an offline review to confirm imaging pathway. The note said next CBCT #8 which would've been #6R. Missed on #6R and CBCT was then on #7R (#9 overall).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Incident being managed locally		No Harm						Escalated to B7, CBCT'd #7R (1# late)				Network Services

		I17709		10/31/25		09:24		10/31/25		19.6mls of oxaliplatin and folinic going through and pt stated to go red in the face, itchy palms and dizzy.		Medication given for drug reaction	
Chlorphenamine 10mg, administered under PGD
Actions and result of actions taken	
Treatment stopped, Obs done and recorded.
10mg of piriton given to good effect.
Explained what was happening to patient who understood. Symptoms resolved quickly after piriton was given.

ACP  came to review who said we cannot re start as already on rechallenge 4 hour.
To keep her here for 1 hour to ensure no further reaction. Then can go home.
Safety net with hotline.
Treatment discarded of as per policy.
PORT needle removed once 1 hour observations is done.

Not for 5FU bag and pump due to having only 19.6mls to keeo SACT in sync defer all of SACT today

Team and chemo apps emailed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		No Harm		No harm		11/5/25		Treatment stopped, Obs done and recorded. 
10mg of piriton given to good effect.
Explained what was happing to the pt who understood. Symptoms resolved quickly after piriton was given. 

ACP came to review who said we cannot re start as already on rechallenge 4 hour. 
To keep the pt here for 1 hour to ensure no further reaction. Then can go home. 
Safety net with hotline. 
Treatment discarded of as per policy. 
PORT needle removed once 1 hour observations is done.

Team and chemo apps emailed.		Thank you for reporting this incident - reaction treated as per protocol and patient safety maintained.		Network Services

		I17722		10/31/25		13:25		10/31/25		patient has been left in transport for 2 hours when should have been taken back to the ward.
Patient has been to radiotherapy and was teletracked back to the ward. Porters left her in transport.

ward received a call from transport that patient had been left there and they did not know why and only knew they were there as they asked to go to the toilet				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Worgan,  Howard		Finally approved		No Harm		No harm		11/5/25		HCA went to transport to collect patient. Gave them lunch as they had missed lunch

checked teletracking and radiotherapy had documented for return back to ward.				Capital, Estates and Facilities

		I17728		10/31/25		10:00		10/31/25		Patient appeared flushed 22mls into paclitaxel infusion.
Patient reported feeling SOB. Denied chest pain.
Infusion stopped.
Obs showed 88% SATS, hypertension, and tachycardia		Medication given for drug reaction	
Oxygen
Hydrocortisone 100mg, administered under PGD

Actions and result of actions taken	
100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues

Team emailed and made aware of incident so script can be changed		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Clinical Event		SACT Reaction		SACT Reaction (clinical event)		Ohara,  Natalie		Finally approved		Low Harm		No harm		11/5/25		100mg hydrocortisone administered
15l oxygen administered via reservoir face mask to correct sats - rose to 100% quickly.
Symptoms quickly settling.
Oxygen weaned to 2l NC
Quickly weaned off oxygen completely as sats back to baseline alongside all other obs
After 30 minutes rechallenged successfully no further issues		managed well - patient safety maintained		Network Services

		I17729		10/31/25		14:15		10/31/25		Location of incident: Rehab dept, therapy kitchen. Incident: Assisted fall to the ground whilst walking with wheeled zimmer frame. Lost footing whilst turning and knees buckled. Landed on bottom. No head injury or other trauma sustained. No complaints of pain. Remained alert throughout.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Warner,  Danielle		Incident being managed locally		No Harm						Checked for pain and any obvious injury - nil reported or identified. 
Assistance of three staff members to support transfer from floor to chair with verbal instructions re: technique and facilitation provided.  Seated rest and water provided. 
Uneventful step round transfer with wheeled zimmer frame and AO3 from chair to w/chair.
Offer to take back to ward but patient preference to go to Cafe outside dept with family members as planned.
Informed ward manager, ward doctor and duty SN of incident on return to the ward. 
DATIX completed.
Mobility status on patient board updated.				Clinical Support and Specialist Surgery (CSSS)

		I17719		10/31/25		13:00		10/31/25		TSRT9
B7 bleeped to review CBCT due to X rotation effecting coverage, orange knee step not used but present in site set up. Opted to reset up with knee step in place, additional image approved, reimaged and treatment delivered. Additional concomitant dose to patient 10mGy (Pelvis M20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		11/3/25		Assessed target coverage on CBCT
Approved additional image and reset up with correct immobilisation
Discussion had with treating staff				Network Services
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		Spillage		2

		Images for diagnosis		2

		Surgical Cancellation		2

		IT issues		2

		Incompatable ABO		2

		Contamination		1

		BT - Brachytherapy		1

		Self administration		1

		Collapse/faint/fit		1

		Equipment		1

		TP - Treatment Planning		1

		MRSA BSI		1

		Patient identification (non medication/ tranfusion incident)		1

		Site security		1

		Non- conformity (R&D)		1

		Point of care testing		1

		Non-medical		1

		Abuse to staff from patient		1

		Bite		1

		Patient absconded/ missing		1

		MSSA BSI		1

		Property loss/ damage		1

		Virology incident		1

		PTP - Proton Planning		1

		Malignant Spinal Cord Compression (MSCC)		1

		Reaction		1

		Moving and Handling		1

		MR - Mould room		1

		(blank)

		Grand Total		762





pt x clinical event + rejected 

		



Patient safety incidents by caegory (excluding clinical events and rejected)



pt ex clinical event +rejected

		Ref		Incident date		Time		Reported		Description		Action taken		Department		Other Department		Speciality		Who/What has been affected by the incident?		Result		Type		Incident Category		Incident sub category		Handler		Approval status		Initial severity		Final severity		Closed		Action taken		Lessons learned		Department - Division

		I17649		8/27/24		12:49		10/29/25		DXA scan requested 27/08/2024 with scheduling details:
REQUEST FOR: Next available imaging appointment
SCHEDULE DETAILS: next available please
Found on Cris 'orders' list 29/10/2025.
Referrer was contacted to see if request should have been cancelled, but they advised the scan is still needed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Asked referrer to submit new order as clinical information is now very old.				Clinical Support and Specialist Surgery (CSSS)

		I17568		10/26/24		00:00		10/27/25		Patient treated with Enhertu under NHS care (on CDF) for one year from disease progression with no follow up review appointments or on treatment imaging to assess for progressive disease or toxicity (ILD). Blueteq criteria state treatment is not funded beyond disease progression.				The Christie NHS Foundation Trust / Network Services / Outpatients A				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Prescribing		Other		Protano-Byrne,  Jordan		Incident being managed locally		Low Harm						Patient had scan 4/9/24 with mixed response but clear progression in lungs and pleural disease.  Patient informed at OPA 12/9/24. Follow up put on hold pending patient decision. Next dose scheduled 26/10/24. Patient has continued to receive a further 13 cycles of treatment funded by NHSE via CDF. In the last 12 months this patient has not had any NHS medical review documented on CWP and has not attended any NHS clinic apts. Patient has not had any further scans to assess treatment response or assess for potential ILD (in trials this drug has been associated with fatal pulmonary toxicity). Queried with prescriber 22/10/25. Treatment now cancelled on iQEMO and patient looking at alternative treatment options.				Network Services

		I17019		5/16/25		09:00		10/8/25		A patient with extensive stage small cell lung cancer
The possibility of thoracic radiotherapy +/- PCI was discussed with the patient at their new patient consultation.
This was not picked up until after the patient had already received 6 cycles of treatment
We would usually refer after 4 cycles
The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure with patient or relative		Pabial,  Suneil		Incident being managed locally		No Harm						The patient has been informed and apology given
Referral has now been made for consideration of thoracic radiotherapy +/- PCI				Network Services

		I17094		6/20/25		00:00		10/10/25		Patient returned unused medication as was prescribed Omeprazole but dispensed Aciclovir. Omeprazole sticker on box of Aciclovir. Error noticed by patients so did not take the incorrect medication				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Medicine label - wrong/transposed/omitted		Nolan,  Russell		Finally approved		No Harm		No harm		10/14/25		I have taken the medication from the patient and returned it to the pharmacy department				Network Services

		I17302		7/3/25		00:00		10/17/25		Consultant contacted by Radiotherapy about a CT scan that had been cancelled and not rebooked and noted that patient was consulted by phone on 24/07/25, but although clinic letter done, no outcome form on CWP and no fup booked.		feedback given to staff member		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Upper GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		Consultant sent CWP message to sec to book fup per the clinic letter of 24/07/25 (sec checked Careflow and f2f appt 24/07/25 had been cancelled and rebooked as a telephone consult on the same date).
Fup appt booked for late November and letter sent.		feedback given to staff member		Network Services

		I16841		7/4/25		06:34		10/3/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 16/10/2025: Missed sternal bone mets and overlooked left breast surgery. CT Thorax Abdo pelvis oral and IV Cont. Also same potential
discrepancy for CT scan performed 11/12/24 and reported 13/12/24 same reporter.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology						Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		Low Harm						Potential discrepancy reported after review for MDT.				Clinical Support and Specialist Surgery (CSSS)

		I17279		7/29/25		08:00		10/16/25		INCIDENT REPORTED BY TCPC: Patients bloods taken and sent to the lab pre- treatment.

Results not recorded and still not showing on CWP 2 hours later- therefore staff nurse went down to pathology to locate bloods and ask how long it would be.

Bloods not located- ?lost.		The lab reception team have investigated the issue raised, and are unable to determine where the samples could have gone- as we have no record of these being booked into the Synergy system. The ward should review the transport of these were they lost in transit or mis-placed as subsequent samples have been processed on the day.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Finally approved		No Harm		No harm		10/22/25		"Bloods re taken and sent as URGENT.
Duty of candour adhered to.
Datix sent to NHS pathology labs for investigation.
"		Unfortunately we are unable to carry out any further root cause analysis as the laboratory has got no record of  additional samples being receipted on 29.07.25 which would be entered into TD Synergy.		Christie Pathology Partnership

		I17442		8/4/25		10:50		10/22/25		TSRT 9 13I LEVEL1, SB 13hh,13i   MD 13cc   CF1a,1b,1C,2C
Patient received daily image verification when not protocol and authorisation for additional concomitant exposures not sought
Total of 22 additional concomitant exposures (220mGy)
Reportable incident				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm				This error was identified during a retrospective review/audit for paediatric patient imaging . Patient was having 5400cGy/30# to left pelvis ewings sarcoma. Under protocol imaging is #1-3 and weekly thereafter however this patient was imaged daily.
No annotations in Mosaiq or CWP that confirm clinician, or person with appropriate scope of entitlement, authorised additional exposures				Network Services

		I17378		8/12/25		13:54		10/21/25		Outcome form completed asking for FU appt withing 6/52 but form not actioned so no appt given and pt has run out of SACT				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Appointment		Appointment error		Morgan,  Karen		Incident being managed locally		Moderate Harm		Moderate harm				Pt added on to clinic same day as consultant informed of incident				Network Services

		I17025		8/13/25		11:00		10/8/25		TSRT9/level 4/6F/CF/MD6E/CF1d
patient called to ask when radiotherapy treatment would commence she was aware she was on a waitlist.  On review the patient was not on the waitlist spreadsheet.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		6F Communication of appointment between staff groups (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		On review of clinical notes the patient had a booking form completed and an email was sent to the wrong bookings team, this was then highlighted to the correct booking team but had not been highlighted to the treating team and was therefore not added to the waitlist.  This was rectified by the team and patient was added to the waitlist - this has not impacted on when the patient would receive treatment due to the order of the waitlist				Network Services

		I17027		8/13/25		11:00		10/8/25		TSR9/LEVEL5/sb11n/xr2g/cf1d  note in CWP for another patient was identified in the incorrect patients notes		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		2G Data recording		Hudson,  Scott		Finally approved		No Harm		No harm		10/24/25		reported with IT to remove and Datix completed		reported with IT to remove/ incorrect patient notes in wrong CWP. Discussion with IT around possible cause and implications. Also staff involved. Human error. No Data breach.		Network Services

		I17316		8/14/25		09:00		10/17/25		Patient came to clinic and had not been taking lenalidomide, patient never received cycle 28 of lenalidomide. The patient assumed that lenalidomide had stopped as none was delivered.  
Cycle 28 prescribed and pharmacy medicine request form completed on CWP. 

It is noted on delivery/collection details: PLEASE ANNOTATE NO PAF have emailed
put through to post 18/08 SK

Not clear what has happened with medication.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Kelly,  Marie		Finally approved		Moderate Harm		No harm		10/27/25		Consultant aware and further medication prescribed.				Network Services

		I17067		8/14/25		00:00		10/9/25		A referral from Sheffield sent to Christie Referrals and Bookings as received 5.2.25 when date received should have been 21.7.25		- Amended referral date and raised datix as protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Melanoma Consultant queried where the referral had gone to as this couldn't be seen on CWP but was subsequently found but had been entered as received on 5.2.25 whereas date actual date received was 21.7.25.		- To be vigilant in entering data onto Careflow.
- Take a break away from PC screen if needed.		Network Services

		I16832		8/15/25		08:00		10/3/25		INCIDENT REPORTED BY NCA: took over care of patient, carried out thorough skin inspection, patient had a stocking on left foot , removed stocking and saw there were pressure lines on left foot from tightness from the stocking, patient husband stated the stocking had been left on since before admission  from christies. left the stocking off for a couple of hours, red pressure lines disappeared however left a small red mark/bruise on left foot		None taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/23/25		updated body map, patient educated on pressure care, escalated to NIC, escalated to ward manager		From speaking to staff who reviewed the patient post discharge from AAU and reviewing the documentation during admission, the patient did not have a compression stocking in situ during admission on AAU nor was there a stocking in situ 2 days after discharge from The Christie. Therefore, unable to attribute pressure damage identified at Fairfield to The Christie. The Lymphoedema specialist reviewed the patient in an outpatient clinic 13 days prior to admission to Fairfield Hospital, they had ordered a garment for her but no compression stocking was put in situ at that time. The patient was reviewed by MDT during admission on AAU, she was deemed to not need support in the community and was able to care for herself with the help of her husband.		Clinical Support and Specialist Surgery (CSSS)

		I17586		8/15/25		13:50		10/27/25		Registrar sent a CWP message to a secretary to ask for patient to be brought back to clinic to be given a positive scan result. Admin team have sent a "good news" letter to patient to say their scan results were negative.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Marley,  Heather		Incident being managed locally		Moderate Harm						Senior surgeon has explained the error to the patient and their family and apologised for the error. He has explained the results and ordered appropriate repeat scans. I have signposted to PALS.				Clinical Support and Specialist Surgery (CSSS)

		I17564		8/18/25		10:58		10/27/25		A clinical trial patient  completed quality of life questionnaires. The nurse who saw the patient in clinic put these in an envelope and put them on the lead clinical trial co-ordinators desk. The clinical trial co-ordinator was unable to find the questionnaires.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building						Incident affecting Patient		No Harm		Non-clinical incident		Record		Lost or stolen paperwork		Taylor,  Claire		Incident being managed locally		No Harm						Clinical trial co-ordinator informed the trial nurse that the questionnaires were missing and looked for them in multiple places.				Research and Innovation

		I17110		8/23/25		00:00		10/10/25		Patient enrolled in trial CCS1477-02 (19_DOG06_264). Admitted to Palatine Ward with hyperglycaemia, renal failure, and hypercalcaemia on 22/08/2025. During drug prescribing on ePMA on 23/08/2025, the weekly dose of dexamethasone (due on 27/08/2025) was by system default, scheduled for 23/08/2025. This discrepancy was not identified by the prescribing doctor, and the dose was administered as prescribed.		To be taken to the quality managers to consider how best to bed into clinical sessions.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Mamat,  Mohd		Finally approved		No Harm		Low harm		10/22/25		Dose administered as prescribed by nursing team. As a result of a complain investigation, the incident was identified and reported.				Network Services

		I16754		8/28/25		12:00		10/1/25		TSRT9  level 5 4H/ cf 1c/ SB 4j/MD 4j

Pacemaker not selected on the booking forms of 2 patients, therefore the triage process was not triggered				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		*Highlighted during consent process 
*Cardiac triage team emailed to alert
*Triage process started				Network Services

		I16985		9/1/25		00:00		10/7/25		Distressed phone call rec'd from patient's relative as he is in significant pain.
Last seen by CO 01/09, anno and letters seen on CWP, and dx from this team.
Per anno it said he was being referred to MO for palliative SACT but no referral seen on system as done or waiting to be done.		Admin Support:
Administrative resources are continuously pooled with the stream to manage the typing backlog efficiently.
Medical Oncology Appointment:
The MO appointment was booked immediately. The patient was scheduled for palliative chemotherapy, and the delay had no impact on available treatment options.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Pabial,  Suneil		Finally approved		No Harm		No harm		10/20/25		1. Checked EPRO dictations from 01/09.  At end of anno were letters referring pt to Salford for a stent, also the SACT referral letter to MO.
2. Urgently typed and issued all the missing letters.
3. Submitted SACT referral to referrals portal.  Also emailed MO consultant and CNS team with apology for delay and informing him referral had now be submitted.
4. Emailed stent referral letter to Salford for completion of records as patient was stented on 29/09.		Outlined to the admin team to ask for help when typing backlog startes to become unmanagable.		Network Services

		I16785		9/2/25		20:46		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16790		9/2/25		13:50		10/2/25		Patient received albumin and the second independent check not completed. The first independent check appears to have been completed post transfusion. 

On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/2/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16795		9/2/25		18:53		10/2/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17087		9/4/25		16:52		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Scott,  Sabrina		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16724		9/5/25		10:00		10/1/25		INCIDENT REPORTED BY STOCKPORT HOSPITAL: PICC line inserted at Christie on 5/9/25. on arrival to laurel suite on 11/9/25 PICC line dressing changed and 2 small areas of skin damage noted under dressing from pressure of the dressing pushing on the clamp on the line and the cap to the end of the line. patient reported the dressing had felt very tight since insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Hill,  Steve		Incident being managed locally		No Harm						dressing removed and replaced under ANTT. no signs of infection noted. photographs of wounds taken with patient consent

I do not have the images at the time of reviewing this incident. The incident and the medical notes say an area of 'skin damage'. As the skin has not been described as broken I'm assuming it has not been, there is no mention of grading of pressure damage, so I again I'm assuming their is some indentation where the PICC hub and clamp had be placed.
The Staff member who undertook the procedure and applied the dressing is currently off so I cannot discuss the case with directly.  
However, we do not apply pressure dressing unless the patient is showing signs of bleeding, there has been an arterial puncture or significant haematoma.  What is offer to patients are elasticated arm tubing if the patient prefers the whole are to be covered.
Dressings are not routinely placed over the CVC sites in a tight manner which can result in pressure damage. However, of the staff member has done this in a tighter manner than normal, together with elasticated dressing this may have lead to the application of too much pressure over the catheter this together with this gentleman being on steroids and perhaps increasing skin/tissue fragility may have lead to too much pressure over the hub and clamp area of the PICC.				Clinical Support and Specialist Surgery (CSSS)

		I16742		9/5/25		08:00		10/1/25		Ordercoms number 9340706 & 9340707 - Biochem and Haem samples sent in virology bag.  (Please note that Biochem/haems samples go in the clear bag and are processed here, Microbiology samples go in the blue bag and are sent to Salford & Virology samples are put in the Red bag and are sent to MRI).  These samples could have been sent to MRI in error due to being in the wrong bag resulting in not test results being available on CWP)		To raise at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and samples processed here with a slight delay due to the samples being in the virology pile as they were in the incorrect bag.		For monitoring purposes		Network Services

		I16822		9/8/25		14:00		10/3/25		In error a follow up echo for a patient on trial was missed.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		10/10/25		Consultant informed, sponsor informed of how to proceed. No harm to patient as patient well and this classed as a deviation and another echo was not needed. Review on process of why this was missed underway. 
Contributing factors – nursing team not being aware that echo assessments were needed at this time point. The echo assessment was quite intensive (2 weekly at this point).  To prevent this happening again the nursing team agreed, that for cell therapy pts,  team will book post treatment echocardiograms for up to 6 weeks post treatment at the time of study enrolment.

The dates of the echo assessments will also be written on teams patient white board in the office to prompt the nurses to check receipt of echo reports and ensure assessments has been completed and reviewed in a timely manner.				Research and Innovation

		I17156		9/9/25		03:00		10/13/25		Patient received 1 x RBC and the pack number was documented incorrectly as G095 625 356 898 U instead of G095 625 356 898 on the prescription by the nurse.
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/13/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16817		9/9/25		14:34		10/3/25		Second independent check not completed/completed by the same nurse.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.				Research and Innovation

		I16818		9/9/25		14:50		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16819		9/9/25		17:10		10/3/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I16820		9/9/25		07:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16823		9/10/25		20:04		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16825		9/10/25		12:58		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16846		9/10/25		19:10		10/3/25		Patient received 1 x RBC and the end digit of the pack number was documented incorrectly as the letter 'Q' instead of the number '0' on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.				Clinical Support and Specialist Surgery (CSSS)

		I16884		9/10/25		12:00		10/3/25		tsrt9/ Level 5/ 10j/CF2c/13G/SB13F
20# pelvis patient 
Identified at #6 site setup lost - could have been during prep import or at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Raised to B7 when error identified. 
B7 asked Pre-Treatment to investigate and try to identify information for the site setup using RTP scan. 
Site setup filled in with relevant information from RTP scan. Note in nav asking radiographers  at next # to identify tattoo measurements.
Heel to heel to be written down and confirmed is appropriate utilising patient XVI. 
Feedback given to Pre-treatment Radiographers regarding filling in and approving site setup - they stated that they now approve site setup earlier (before RTP) to avoid this stap being forgotten therefore they were thinking this incident related more to prep room processes rather than RTP 
Radiographers at Prep reminded to be checking Site Setup before and after import and to be using the WI provided to avoid site set ups being lost. 
Radiographers on liancs reminded to inform B7s as soon as possible if information regarding patient setup is missing.				Network Services

		I17088		9/10/25		17:32		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16849		9/11/25		19:09		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16851		9/11/25		17:20		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I16854		9/11/25		17:44		10/3/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17199		9/12/25		15:00		10/14/25		C4D1 treatment on 12 Sept - Noted patient has implanted port which was not used for IV access for the last two treatments.  A peripheral cannula was inserted instead. No documented reason for not using the port. Patient did not mention to nursing staff he has a port and thought the treatment needs to be given via cannula.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/27/25		Checked CWP for last use of port - 1 Aug,  within 3 months, accessed using ANTT, 5ml bloods can be withdrawn and discarded, flushed and patent. CAT score 0.
Explained to patient the use of port over cannulas.  Verbal Consent gained and safety netted and he is happy to have treatment via port. 
NIC informed.				Network Services

		I16857		9/12/25		20:59		10/3/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE is meeting with SJ to progress with transfusion thematic review and trend 
To feedback to ward staff during ward meeting on the importance of completion of NEWS and vital score before transfusion		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS score and vital signs should be completed before commencement of transfusion		Network Services

		I17089		9/12/25		13:57		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17090		9/12/25		19:08		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16967		9/14/25		18:11		10/7/25		Patient received a unit of RBC’s and no 15 minute or end vital signs recorded. 
NEWS not completed within the timeframe for the 15 minute vital signs.
NEWS completed at 21:16 for the post vital signs		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I16971		9/15/25		15:00		10/7/25		Patient attended for planned CD34 for apheresis. bloods checked and Hb noted at 70. Discussed with Dr Kulkarni and to deviate from policy and proceed with apheresis and complete a blood transfusion post apheresis procedure. Procedure completed with caution in regard to low HB. 2 units of blood requested via day unit doctor for post procedure to be completed on HTDU/Ambulatory care. 
blood prescribed incorrectly- not irradiated requested when irradiated needed.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Diggory,  LornaJeanette		Learning response required		No Harm						As the apheresis team this is not our job to recheck the prescription. we were re-reviewing the patients noted and noticed it was prescribed in error. hence late reporting. apheresis team contacted the labs to ensure irradiated was issued, to which it was. 
datix submitted to highlight the incorrect request issued which could of caused further harm if not flagged.				Network Services

		I16777		9/15/25		12:00		10/2/25		Ordercoms number 9350752 - Serum brown top received totally unlabelled in an biochem bag with ordercoms card attached,.		To discuss better at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged booked in using the barcode on the card and a comment put in synergy explaining why sample was rejected.		For monitoring purposes		Network Services

		I16779		9/16/25		08:00		10/2/25		Ordercoms number 9351664.  Microbiology sample in virology bag. (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the virology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Harris,  Andy		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong pile				Clinical Support and Specialist Surgery (CSSS)

		I16969		9/16/25		15:40		10/7/25		Patient received a unit of RBC’s and the first independent check was not completed prior to commencing the transfusion.

No starting information or outcome documented.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Calvert,  Sarah		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Start time estimated as the prescription will not close without this information.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Research and Innovation

		I17046		9/16/25		16:26		10/9/25		Patient received 1 x platelets and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit documented as the number '1' instead of the number '2'				External Other Trust

		I17047		9/16/25		15:28		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17044		9/16/25		17:38		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17426		9/17/25		13:00		10/22/25		TSRT9  level 5 4H; CF 1C/2C; MD 12a; SB 4j
Patient with ICD did not have pacemaker selected on the booking form therefore it did not trigger the cardiac triage process.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4H Consideration of patient condition-morbidities (including CIED, prosthesis, patient unsuitable for IV contrast and changing performance status)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		11/5/25		*Picked up by medical team during telephone consent
*Medical team informed the cardiac triage team				Network Services

		I17048		9/17/25		10:49		10/9/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/9/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
End digit of the pack number was documented incorrectly as the letter 'B' instead of the letter 'N' on the prescription.				Clinical Support and Specialist Surgery (CSSS)

		I17049		9/17/25		17:45		10/9/25		Patient received a unit of RBC’s and the second independent check not completed prior to commencing the transfusion.		Nurse involved informed for reflection and learning		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 
Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		Blood products require second check, nurse involved informed for learning and reflection		Clinical Support and Specialist Surgery (CSSS)

		I17086		9/17/25		00:00		10/10/25		Outcome form from patient review 17.9.25 requested f/up 1.10.25. App not made.		I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/24/25		none

RP - Sent over to individual who marked EOF as actioned for review 13/10
I have discussed the matter with the individual involved. They have reviewed the situation but were unable to provide a satisfactory reason for not making the appointment. I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		I have shared the attached feedback and learning points with all of my teams to help minimise the risk of this happening again. The patient has since been booked into clinic and was seen on 15/10.		Network Services

		I16786		9/17/25		08:00		10/2/25		Ordercomms numbers 9352923 &9352922 - FBC label on Serum sample and Biochem label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why samples were rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16787		9/17/25		08:00		10/2/25		Ordercoms number - 935153, 935154, 935155 - FBC label on serum sample, Glucose label on EDTA sample Biochem label on Glucose sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Jackson,  Claire		Finally approved		No Harm		No harm		10/3/25		Glucose and FBC samples rejected as incorrect labels on samples, however, there was a correcly labelled spare sample so that was processed for Christie profile.				Clinical Support and Specialist Surgery (CSSS)

		I16788		9/17/25		08:00		10/2/25		Ordercoms number 9353267 & 9353266 - FBC label on biochem sample and visa versa.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy explaining why samples were rejected				Clinical Support and Specialist Surgery (CSSS)

		I16789		9/17/25		12:00		10/2/25		Ordercoms number 9353293 - Christie profile label on FBC sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy explaining why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16802		9/17/25		15:15		10/2/25		Patient on a clinical trial MK3475-C93 ( 22_DOG01_201)
CTC was entering information on the trial database and noticed there was no administration details on Iqemo for this cycle 13.				The Christie NHS Foundation Trust / Network Services / SACT Services						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Record - no record/not recorded		Meek,  Crawford		Finally approved		No Harm		No harm		10/8/25		Attempted to contact the treating nurse but on annual leave until 9th October. Escalted to line manager and advised a datix				Network Services

		I16791		9/18/25		08:00		10/2/25		Ordercoms numbers  - Patient 1 : 9354185 & 9354186  Virology samples in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the microbiology pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to MRI with a delay due to being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I16792		9/18/25		12:00		10/2/25		Ordercoms number 9354752 Virology sample received in microbiology bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag.)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the microbiology pile.				Clinical Support and Specialist Surgery (CSSS)

		I17050		9/18/25		16:34		10/9/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		To discuss at weekly haematology incident meeting. To complete transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		NEWS Score and vital signs should be completed prior to transfusion		Network Services

		I17051		9/18/25		19:34		10/9/25		Patient received a unit of RBC’s and no 15 minute vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.				Clinical Support and Specialist Surgery (CSSS)

		I16793		9/19/25		08:00		10/2/25		Ordercoms number 9355654 -  Virology sample received in biochem bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochemistry/Haematology sample go in the clear bags and are processed here.  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.)		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.		For monitoring purposes		Network Services

		I16776		9/19/25		08:00		10/2/25		Ordercoms number (509)9355365 - Sample for Christie profile, magnesium and crp rejected as incomplete patient demographics on the sample and also on the white ordercoms card - Printer looks like it is not aligned correctly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Booked in using barcode and a comment put into synergy explaining why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I17229		9/20/25		17:32		10/15/25		Unit of RBC;s collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.				Capital, Estates and Facilities

		I16796		9/20/25		08:00		10/2/25		Ordercoms number - 9332003 & 9354243 - labels re-used from the 28.08.25 and from 18.09.25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/10/25		Error logged, contacted the ward.  Nurse unsure who bled the patient but  they will repeat with new labels.  Informed the nurse that the sample is at reception and they will come and investigate.  Labels now fixed but missed the transport so 1 day delay is samples being sent to correct hospital				Clinical Support and Specialist Surgery (CSSS)

		I16798		9/20/25		08:00		10/2/25		Ordercoms numbers 9356882 & 9356881 - Duplicate labels used for yesterdays blood.  Already resulted.		Training to be delivered next week to as many staff as possible. 
Information posters are in place at each printer. 
Discussed in huddle twice a day.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Phoned ward.  Nurse cannot say with confidence who has bled the patient and they will re-bleed				Clinical Support and Specialist Surgery (CSSS)

		I16805		9/20/25		00:00		10/2/25		Admitted March 25 for allograft, long complex admission with neurological toxicity from treatment. Started on steroids to treat symptoms May 25, neurology plan to very slowly wean by 2.5 mg every two weeks. 
Weaning course was prescribed on Palatine. Pt admitted to CCU Aug (sepsis) and all meds on ePMA placed on hold. When stepped back down these have not been taken off hold and steroids dropped off the chart. No doses given since 7.5mg 20/09. Risk of steroid withdrawal.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Mamat,  Mohd		Incident being managed locally		No Harm		No harm				Discussed at MDT, monitor for steroid withdrawal and consider cortisol monitoring no apparent effect from unintentionally stopping 1.5 weeks ago. Submit incident form.				Network Services

		I16829		9/20/25		11:30		10/3/25		Patient receiving SACT on clinical trial 4/9/25
. Patient contacted the hotline unwell on the 20/9/25. 2 calls on the day, discussed with the SpR on call. Decision made for patient to stay at home. 
On the 21/9/25 patient admitted to Salford Royal in severe DKA. Sadly developed multiorgan failure and died.
For reflection on hotline call to see if any lessons can be learnt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Harm		Clinical incident		Admission		Delay/ failure		Roberts,  Rebecca		Incident being managed locally		Death		No harm		10/17/25		NA				Clinical Support and Specialist Surgery (CSSS)

		I16803		9/21/25		12:00		10/2/25		Ordercoms number 9357518 - Virology sample in biochemistry bag and biochemistry sample in virology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  These samples could have ended up in the wrong hospital due to being in the wrong bag. - which could have the consequence of no results available on CWP. )				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Paterson,  Ruth		Finally approved		No Harm		No harm		10/3/25		Error logged, de-bagged, biochem one processed here and the virology sent to MRI.				Clinical Support and Specialist Surgery (CSSS)

		I16801		9/21/25		08:00		10/2/25		Ordercoms number 9357457 - Virology sample in with biochemistry samples.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and Haem sample go in the clear bag and are processed here..  This sample was delayed getting to MRI as it was in the wrong bag with other samples. )		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI wilth a delay due to being in with biochem samples.		for monitoring purposes		Network Services

		I16830		9/22/25		10:00		10/3/25		TSRT9/level5/10J/ 10l/CF1c/CF2c/SB 10/ MD12F

No treatment entered at rtp appointment - no rad rx
No site set up  created - no site set up information entered
Ct scanner treatment day not prepped the night before, therefore prepping and scanning at the same time.
Treatment preparation data entry picked up and called band 7.		information added		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Noted at treatment data entry. band 7 called.
Images reviewed on scanner. Position entered with immobilisation devices. Noted added to look for rotations on image review to ensure knee/pelvis position correct.

Staff reminder to where possible prepare the scanner list the day before or try and staff a bust scanner list adequately.
Staff to take due care and attention when completing rtp checks.		ensure all aspects are completed		Network Services

		I16833		9/22/25		12:00		10/3/25		Ordercoms number 9348599 - Virology sample received with duplicate barcode from 12/09/25 and results had been submitted to CWP.		To be discussed at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and sample sent to MRI on the chance that they would process the sample with their own lab number.		For monitoring purposes		Network Services

		I16850		9/22/25		12:00		10/3/25		Ordercoms number 9358129 - Haematology request (coag) received on Sputum sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment stating why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16836		9/22/25		12:00		10/3/25		Ordercoms number 9357731 - Microbiology sample received in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to MRI, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)		Added to Safety huddle and discussed in daily  Nursing  safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lynch,  Gaynor		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the wrong bag.		Added to Safety huddle and discussed in daily  Nursing  safety huddle		Clinical Support and Specialist Surgery (CSSS)

		I16719		9/22/25		10:00		10/1/25		INCIDENT REPORTED BY WIGAN NHS FOUNDATION TRUST: On checking PACS for patients PET scan could see that this was not performed. Rang PET and informed there was issues with
the scanner - this has not been redacted and has delayed patients pathway.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback. 16/10/2025: The scan has been performed and reported. (Changes are noted although the report specifies that the growth is “slow” and so it would appear that the delay in the imaging did not impact the management of the patient.)		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Finally approved		No Harm		No harm		10/16/25		Asked for them to rebook PET and incident reported.		Scan was cancelled due to scanner issues on 22/9/25. PETCT scans not performed due to scanner issues are automatically rebooked into the next suitable appointment, rebooked on same day for 29/9/2025 as patient is away until 26/9/2025. Delay in patient pathway a combination of scanner breakdown and patient unavailability. Originally scored as no harm. For discussion at operational meeting 6/10/2025 to capture any additional feedback.		Network Services

		I17053		9/22/25		17:00		10/9/25		Patient received a unit of platelets and the second independent check was not completed.

Start time and outcome also not completed.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17054		9/23/25		14:16		10/9/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Staff nurse involved reminded to input end of transfusion observations		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Spooner,  Jennie		Finally approved		No Harm		No harm		10/10/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff nurse involved reminded to input end of transfusion observations		Clinical Support and Specialist Surgery (CSSS)

		I16835		9/23/25		10:00		10/3/25		INCIDENT REPORTED BY TCPC RESPONSE NEEDED BY 17.10.25:  "MRSA swab sent on 23/9/2025 for patient, 
Result not on CWP, 
Path lab advised they did not receive swab		Mentioned to staff members on Daily huddle to use of ERM and patient hospital number to find appropriate samples from date. Staff to not assume that samples not received if code not recognised.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		10/8/25		"Rang Microbiology, they have been sent swab from path-lab
Asked for rush on result."		Test does not appear as MRSA on TD Synergy but comes up as B6CN so staff should be going into individual records for exact test name		Christie Pathology Partnership

		I16840		9/23/25		16:15		10/3/25		INCIDENT REPORTED BY NCA: attended for wound care as referral received from hospital. On reviewing the buttocks, grade 2 present to both left and right buttock				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/7/25		Carried out wound care, photograph taken, scheduled set, equipment in place, datix completed, discussed at safety huddle, discussed pressure relief.
TVN review update-TVN review indicated clearly that this was a moisture-associated skin damage. Please refer to the documentation of the TVN.		Ensure medical illustrations are taken on day of discharge
Patient admitted 14th September late, TVN, Datix and medical illustrations obtained the following morning.		Clinical Support and Specialist Surgery (CSSS)

		I16853		9/23/25		08:00		10/3/25		Ordercoms number 9359093 - Microbiology samples in virology bag.   (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and samples sent to Salford				Clinical Support and Specialist Surgery (CSSS)

		I16859		9/23/25		12:00		10/3/25		Ordercoms number 9359061 - Microbiology sample in virology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to Salford with a delay due to it being in the virology pile				Clinical Support and Specialist Surgery (CSSS)

		I16863		9/23/25		12:00		10/3/25		Ordercoms numbers 93559183 & 9359846 - two labels on one sample.  This is not possible as the analyser cannot read two barcodes at once.  So either submit a second sample with the second barcode, or add the test on via CWP - reflex add-ons.		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, extra test added on to lab number 9359183		For monitoring purposes		Network Services

		I17281		9/24/25		10:00		10/16/25		INCIDENT REPORTED BY DKMS: Donor donated by PBSC at TCH on 23/09/25 and 24/09/25. At her follow-up session with DKMS after the donation, she mentioned that on day 1 of the donation, there were 5 attempts to cannulate the donor and the nurse said the partial difficulty was due to blunt needles, and that they had another blunt batch a few weeks ago. This was followed up with TCH by the DKMS follow up coordinator (see email chain attached) - this was discussed with the apheresis team,				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Myers,  Nicola		Incident being managed locally		No Harm						and there were no concerns with blunt needles or faulty batches, and it may be have been a communication misinterpretation. However, we have been contacted by the donor today, who informed us that she has an infection on the needle site. She went back to her GP this morning as she had been experiencing discomfort in her right arm (where the cannula was inserted on day 1) and it has been getting progressively worse (unable to straighten her arm, vein felt very hard under the skin, skin was becoming discoloured). The GP has said she has thrombophlebitis and has prescribed flucloxacillin (to be taken 4 times a day for 7 days).

Please could you investigate this incident and let me know the outcome (root cause and any associated preventative actions if appropriate). 
27/10/25 NM- ongoing investigation				Network Services

		I16804		9/24/25		15:00		10/2/25		Ordercoms number 9361309 & 9361310 - Blood samples sent for Faecal calprotectin and Faecal elastase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with comment in synergy as to why sample rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16747		9/24/25		12:00		10/1/25		Multiple patients given an inaccurate time for treatment on their blue card. On iqemo patient times are different to careflow, resulting in patients attending and no chair is available, causing a delay in treatment time		Small cards have now been printed and are stapled to the blue cards advising patients that their appt may be subject to change due to capacity
Apologies passed to the patients who the team were aware this impacted 
Staff members advised that when contacting patients re changes to their appt schedule that they clearly stipulate we need to to change your appointment for capacity/clinical availability purposes, instead of using terminology is it ok if we change your appt as this in effect is offering the patient a choice when due to capacity we are not able to provide a choice		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/10/25		Escalated to team leader and schedulers		The error was made by a member of the scheduling team who had omitted to cross reference care flow		Network Services

		I16773		9/24/25		06:00		10/2/25		When checking the patient CSA level pre Stem cell infusion it was noticed that there was no CSA level taken that day or the previous day.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Incident being managed locally		No Harm						Drs contacted and made aware. Labs contacted and requested for that days' FBC bottle to be used to check the level for that day.				Network Services

		I16769		9/25/25		00:00		10/2/25		Phone call rec'd this morning from patient.  He was expecting a Nurse Led telephone consultation last Thursday 25/09 but nobody rang and he wonders if he'd been forgotten.  

*Awaiting email response 07/10*		- Patient booked into correct clinic and highlight to clinical team.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Near Miss		Clinical incident		Appointment		Appointment error		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/7/25		Checked Careflow and appt was made on the wrong clinic, wrong disease group.
He had been booked on CO Lung Nurse Tel Clinic Thur AM
He should have booked on CO UGI Tel Mon AM
I apologised profusely on the part of the Christie for this error, and booked him onto the next available slot in the correct clinic which unfortunately is not until 17/11/25.  
Emailed Upper GI nurses to inform them what has happened to see if they could possibly ring him sooner than that as he will be expecting investigation results.		- If ever uncertain on which clinic to book into, query with supervisor/team to confirm.		Network Services

		I16767		9/25/25		15:00		10/2/25		11 min breach in antibiotics for patient who triggered the sepsis pathway

Documented delay due to long consultation				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Johnson,  Aishling		Finally approved		Low Harm		Low harm		10/2/25		antibiotics administered once prescribed				Network Services

		I16744		9/25/25		12:33		10/1/25		Issues with pack allocation of IMP in clinical trials pharmacy meant Clinical Research Associate (working outside of our organisation) for the trial needed to be contacted. Previous email forwarded to show which kits were affected but unfortunately did not see that research nurse had added patients full name in previous email within thread		To highlight the risk of the accidental disclosure of patient identifiable data at the next departmental meeting		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Osadcow,  Anna		Finally approved		No Harm		No harm		10/21/25		Was unaware of the incident until raised by the CRA and the CTC for the trial who removed the affected email from future discussions.		It is important to highlight the risk of the accidental disclosure of patient identifiable data to the whole clinical trials pharmacy team, as emails are frequently forwarded to external contacts.		Network Services

		I16866		9/25/25		08:00		10/3/25		Ordercoms number 9362570 - Virology sample received in biochem bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in and sample sent to MRI with a delay due to being in biochem bag.				Clinical Support and Specialist Surgery (CSSS)

		I16867		9/26/25		08:00		10/3/25		Ordercoms number - 9363178 - Microbiology AND virology samples received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in, separated samples and sent them to the relevant hospital.				Clinical Support and Specialist Surgery (CSSS)

		I16868		9/26/25		08:00		10/3/25		Ordercoms number 9363517  Biochem sample received in microbiology bag.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at Salford due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Error logged,, booked in and sample processed here with a delay as it was in the microbiology pile				Clinical Support and Specialist Surgery (CSSS)

		I16869		9/26/25		12:00		10/3/25		Ordercoms number 9360209 - Virology sample sent in microbiology bag with microbiology form.  (Please note Microbiology samples go in the blue bag and are sent to Salford, Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here.  This sample could have ended up at MRI due to it being in the wrong bag - with the outcome being no results available on CWP)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Error logged, booked in with a comment in synergy stating why sample was rejected.				Clinical Support and Specialist Surgery (CSSS)

		I16870		9/26/25		15:00		10/3/25		Ordercoms number 9362975 & 9362974 FBC and biochem duplicate labels.  Not sure.  Found at reception on Saturday AM with note saying "to be relabelled" but its been 24hrs since then.  New bloods have been received since.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/3/25		Put samples in spares rack and wrote reject on them				Clinical Support and Specialist Surgery (CSSS)

		I16876		9/26/25		08:00		10/3/25		Ordercoms numbers 9362907, 9362906, 9362905 - A specimen bag was received with order coms labels inside but no samples.  Tried to ring the ward but not answer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Finally approved		No Harm		No harm		10/3/25		Booked in with a comment in synergy stating no samples received.				Clinical Support and Specialist Surgery (CSSS)

		I17082		9/26/25		17:44		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed within the timeframe for transfusion vital signs.		To be discussed at the weekly incident meeting and captured in the transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff to record vital signs and NEWS score prior to transfusion		Network Services

		I17570		9/26/25		00:00		10/27/25		Patient receiving goserelin with chemo for fertility preservation. Chemo deferred from 19/9/25 to 26/9/25 because patient DNA. Chemo deferred on iQEMO but goserelin Rx not deferred on iQEMO. Not picked up by treating nurses when patient attended 26/9/25, or  Dose omitted (cycle 2).				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Incident being managed locally		No Harm						Reported when identified error. patient subsequently treated with 3rd dose of goserelin with 4th cycle of chemo				Network Services

		I17520		9/27/25		16:24		10/24/25		1. Unit of RBC's collected from the blood issue room, upon receipt the nurse noted that it was not irradiated. The patient requires irradiated blood components due to receiving a matched unrelated donor transplant in 2008.
2. Noted by transfusion practitioner that the patient had received 2 x units of RBC's on 27/09/2025 and upon checking with the transfusion laboratory found that these units were not irradiated.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		Harm		Transfusion incident		Incompatable ABO		Incorrect special requirements transfused		Protano-Byrne,  Jordan		Learning response required		Moderate Harm						1. RBC's returned to the transfusion laboratory and irradiated RBC's requested.
2. Discussed incident with blood bank manager. 
    Blood bank system updated to reflect that the patient requires irradiated components. 
    Blood Product Special Requirement form completed on CWP.
    Discussed with the patient's consultant.
    Initial duty of candour completed with the patient and his relative.				Network Services

		I16877		9/27/25		12:00		10/3/25		Ordercoms number 9364423 - CPE request but virology media received.  (Incorrect media for test requested)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/3/25		Sent to Salford .				Clinical Support and Specialist Surgery (CSSS)

		I16927		9/27/25		12:00		10/6/25		Ordercoms number 9364429 Virology sample in microbiology bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample could have ended up in Salford as it was in the wrong bag with the consequence  of no results being available on cwp).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay due to it being in the wrong bag.		For monitoring purposes		Network Services

		I16928		9/27/25		12:00		10/6/25		Ordercoms number 9364452, 9364449, 9364451 & 9364450 - Virology sample were in biochem/haem bags and Biochem/haem samples were in virology bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  Biochem/haem samples could have ended up in MRI as they were in the wrong bag with the consequence  of no results being available on cwp).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, swapped samples and put into correct bags.  Processed haem & biochem here and sent the virology samples to MRI with a delay as they were in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16929		9/28/25		12:00		10/6/25		Ordercoms number 9364721 -  Urine culture in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here  This sample was delayed getting to Salford as it was in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logge, booked in and sample sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I17083		9/28/25		19:45		10/10/25		Patient received a unit of RBC’s and the second independent check was not completed.

Starting information not completed therefore estimated as the prescription will not close without this documented.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Confirmed that the patient received the correct transfusion against the corresponding laboratory compatibility form.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17084		9/29/25		21:37		10/10/25		Patient received a x bottle of Albumin and the batch number was documented incorrectly as 08435308305922 11/27 on the prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/10/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number: G04J176961				External Other Trust

		I17092		9/29/25		19:30		10/10/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To be captured in the Haematology transfusion thematic review and trends		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To independently check requirements for transfusion before start of transfusion		Network Services

		I17096		9/29/25		08:00		10/10/25		TSRT9
Incorrect AlignRT surface used for setup (used previous reference capture rather than CT SIM surface).
Re-setup required.
Additional dose to patient = 6.2mGy.
1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/20/25		Escalated to B7 during online image review as large displacements noted/target coverage compromised.
B7 detected use of incorrect surface.
Re-setup using correct data and reimaged. Pt treated correctly.
13 G 3, sb13hh, md13aa,cf1a,1b,1c				Network Services

		I16930		9/29/25		08:00		10/6/25		Ordercoms number 9363979 & 9363978  2 X blood cultures received today with barcode on that had already been used on 26.09.25.  Please note that we are unable to book samples in with barcodes that have already been used.  Therefore there will not be an audit trail of whether we have received the samples or not.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged and samples sent to Salford hoping that they would book in the samples with one of their numbers		For monitoring purposes		Network Services

		I16931		9/29/25		08:00		10/6/25		Ordercoms number 9365326 Sample received with incomplete patient demographics on it.  No surname and half of the hospital number.  Printing was very faded.  3 other samples were accepted but demographics very faded.  Printer needs new carbon and needs to be realigned.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		As this sample (FBC)  did not comply with the laboratory acceptance policy it was rejected with a comment in synergy stating why.		For monitoring purposes		Network Services

		I16911		9/29/25		12:30		10/5/25		Patient was reviewed as part of a routine review - noted during review that patient had not been supplied with oral SACT at the start of radiotherapy treatment. Patient is on ChemoRT for rectal cancer. There appears to have been a miscommunication as to whether patient was to be seen in clinic or by review team on day 1 due to a clinical need to re check renal function before supplying oral SACT.		Process clarified and discussed with staff so all aware of correct process		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Welby,  Sarah		Finally approved		No Harm		No harm		10/18/25		Consultant informed and incident discussed with patient. Patient has realised last week that they had not been given any oral SACT but did not highlight to anyone when attending for radiotherapy.		Need for clear documentation of any deviation for normal review plan
Review SOP with all stakeholders, reception staff, clinic staff, radiographers, review team to make clear the correct review process		Network Services

		I16920		9/29/25		14:30		10/6/25		Incorrect date taken on sample. Sample does not meet transfusion labelling requirements.

Member of staff spoken to and reminded that all cross match samples must be double checked by another member of staff.  The member of staff was also reminded that care should be given when hand writting blood bottles to ensure the correct patient details are transcribed correctly to avoid the patient from having to attend again for another blood test.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Sample rejected and discarded. New sample requested via phone.				Network Services

		I16933		9/29/25		12:00		10/6/25		Ordercoms number 9365908 - Virology samples received in biochem/haem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to MRI with a delay due to it being in the biochem/haem pile as it was in the wrong bag).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to MRI with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16944		9/29/25		13:37		10/6/25		patient has someone else letter scanned into his notes.
Please can it be removed.
Thank you				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Other		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		datix filled in and will report to be removed 
datix number needed				Network Services

		I16960		9/29/25		00:00		10/6/25		Patient attended for C1 D1 chemo on 29/9 (weekly Carbo/Taxol). Was prescribed standard Ondansetron 8mg BD 2/7 TTO (prepack), then PRN Metoclopramide was reduced to 5mg PRN TDS due to poor renal Fx. This was prescribed as liquid and set to Main Pharmacy from the start - the liquid was dispensed by TCP and sent up to ORTC as planned. However, it was identified on 6/10 (C1 D8) that the bottle of Metoclopramide was still on Satellite pharmacy, even though it had been signed as "Supplied" on iQemo.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		10/8/25		Liaised with nurse planned to treat patient on 6/10 (C1 D8) as I suspected pt may have been given a standard prepack (10mg tabs) the week before. We spoke to patient on the unit and she confirmed she was given tabs - she actually had the box in her bag with her. She thankfully had not used it at all as the nausea was adequately controlled with Ondansetron. I removed the box from the patient and in the process also noted that her name and supply date had not been written on the label as required per policy (prepack label was blank for these fields). So patient was both given a prepack in error and also the prepack was given without following the relevant SOP correctly.
Patient ended up getting admitted on 6/10 as unwell so C1 D8 chemo was not given. Metoclopramide liquid kept on Satellite for patient's next attendance on 13/10.		Discussion with treating nurse as to why she did not give prescribed liquid medication, suggest this has been an oversight. SEIPS to be completed. Patient admitted due to an unrelated issue. Liquid medication available for next treatment.		Network Services

		I16751		9/29/25		00:00		10/1/25		Hospital onset healthcare associated e coli blood stream infection. Attributed to ward 2. Patient was admitted on 27/9/25, +ve specimen on 29/9/25.		Discussed with ICT - no learning identified, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/3/25		72 hr review to take place.		None		Clinical Support and Specialist Surgery (CSSS)

		I16716		9/29/25		12:02		10/1/25		tsrt9
Confidence tone was heard but no image was acquired on 2d kV, "acquisition was interrupted" message popped up				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		Called MCR and B7, tried 3 times and only confidence tone heard, still no image acquired before they reset the system. 

Review of logs confirmed additional dose delivered: 1 x 2D KV pair & 2 lateral 'head' doses. This equates to 0.376 accumulated air kerma. Activity Capture and Questionnaires updated to reflect this in ARIA.				Network Services

		I16717		9/29/25		17:00		10/1/25		TSRT9 / Level 4 / 11J SB11t MD12 CF1c 
*Noted during set up that no origin to iso moves printed on front sheet of plan*
Where would normally see iso moves plan stated "no localisation point defined"
Also no moves in CMA				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/16/25		Band 7 informed whilst pt on bed
band 7 assessed plan happy set up to tattoos which around pubis that end point of plan would still be the same just use image guided to get to iso
-When imaged image very displaced and so informed physics for an extra check everything ok, in mean time due to time pt on bed got pt off therefore additional image was required once verified with physics plan ok and identified iso moves on page 12 of plan, appears a scripting error where iso moves not selected and so plan not printed and therefore iso moves not generated to export to site set up
*Additional image of 25mgy this is the 1st occurrence of additional imaging through error*

Origin POI not set to Localisation within the TPS, therefore no moves recorded (and Exported).  Localisation information derived from Origin coordinate system and patient treated as intended.				Network Services

		I16764		9/29/25		00:00		10/2/25		TSRT 9/ Level 5/ 13FF/ SB 13HH/ MoD 13FF/ CF1c 
New Start Treatment encounter not used for #1.
Not picked up at Post-Treatment Check.
Accidentally found post-#3 at Systematic Review.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13FF Recording of delivered treatment data		Redfern,  Matthew		Finally approved		No Harm		No harm		10/3/25		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		- Not part of Post Tx check process to check correct encounter used.- Non conformance as no real impact on Treatment. Staff spoken to and feedback given.		Network Services

		I16765		9/30/25		06:39		10/2/25		6 minute delay in antibiotic administration for patient who triggered on the sepsis pathway.

Documented delay- due to delay in senior review to prescribe antibiotics		Staff reminded to ensure IVABX given within 1 hour of suspected sepsis. Complex medical patient, reviewed by doctor on the ward at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Antibiotics administered once prescribed		1 hour window for IVABX administration breached by 6 minutes		Clinical Support and Specialist Surgery (CSSS)

		I16774		9/30/25		19:00		10/2/25		patient transferred from CCU - patient is 24, therefore under TYA team. Had been assured that would where possible we would provide a side room. We had not been made aware of this request from CCU/Pre Op/CNS				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/21/25		Apologised to parents
Escalated to matron and patient flow team
explained that could not provde side room overnight but would resolve that following day		Breakdown in communication
Sister in charge unaware of rule regarding 25year old and below for siderooms where possible.		Clinical Support and Specialist Surgery (CSSS)

		I16757		9/30/25		13:00		10/1/25		TSRT9/Level 3/13Z/ CF 2C CF4a/  SB 13AA/MD 13AA

Large left/right displacement evident on XVI.  Patient set up and XVI repeated. Additional dose to the patient 5.3mGy.		patient repositioned and further scan taken		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 called due to magnitude of L/R displacement on XVI
*Set up checked in the room
*Ant position of laser on patient offset consistent with XVI suggesting pt had moved
*Unable to verify movement based on absence of lateral isocentre marks on the patient
*Radiographers instructed to repeat set up and XVI 
*Radiographers reminded to follow protocol which states marking on the isocentre		follow protocol		Network Services

		I16714		9/30/25		09:00		10/1/25		Height entered on CWP and i Qemo is incorrect for this patient. Listed on our system as 141.6cms. Is 162cms on the GP record. Contacted the patient who has confirmed he has a height of 5ft 4. The incorrect height on iQemo has an impact on the dosing for this patient chemotherapy. The height of 141.2cms was recorded back in September 2024 and has been used to prescribe all 3 lines of chemo so far.		Learning from incident shared with the Outpatient nursing teams.		The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Cox,  Margaret		Finally approved		No Harm		No harm		10/22/25		Documented in the notes, consultant informed, DATIX completed, Height corrected on iqemo however have also asked if this can be rechecked when he next attends, Patient informed that there is a height discrepancy however I have not discussed the implications of this with him over the phone today.		To ensure that the height is checked and recorded correctly in the OP clinic onto CWP.		Network Services

		I16715		9/30/25		14:00		10/1/25		Patient came for a scan of the Abdomen and pelvis. The protocol requires a dual scan of the abdomen and a single scan of the pelvis. However, during the arterial scan of the abdomen the pelvis was scanned in error leading to a dual scan of the pelvis instead of a single scan in the porta venous phase.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		A note was made at the back of the scan form and Dose radiation incident form filled.				Clinical Support and Specialist Surgery (CSSS)

		I16721		9/30/25		00:00		10/1/25		Community onset healthcare associated c diff infection. Attributed to AAU as patient had an inpatient stay there from 5-7/9 (within 28days of +ve specimen). 
Sample date 30/9/25 on readmission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Pigott,  Ella		Finally approved		Low Harm		Low harm		10/7/25		72 hr review to take place				Clinical Support and Specialist Surgery (CSSS)

		I16722		9/30/25		15:48		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 14/10/2025: Patient seen in post MDT outpatients at TGH for MDT results. Referral made to Clinical Oncology for XRT to hip (metastatic site) for pain/control. Referral confirmed to be on CWP by the Clinical Oncologist herself from 12/9.
CaRP sent on 16/9 with all final reports by MDT Coordinator to Christie. Chaser emails sent by MDTC and CNS Nurses in which we were advised we would need to wait for booking to process referral		•	Checked and referral and appointments made are on the system for assurance this is now actioned.
•	Share this case as a learning example in the next team meeting to raise awareness around the importance of ensuring tasks are completed in full.
•	Reinforce expectations regarding timely response to referrals and follow-up communication.
•	Log this incident in the patient’s individual file with a note of the delay and actions taken, to support continuity of care and track if this issue recurs.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Palfreyman,  Rebecca		Learning response required		Moderate Harm		No harm				Lung clinical lead consultant Dr Metcalfe emailed directly to Dr Maggie Harris, Clinical Oncologist following seeing patient in clinic and noting the MDTC emails to chase a clinic date for patients treatment.
RP - Will ask tech bar who uploaded referral to CWP for 12/09. No email found in new referral inbox for this patient until flagged on 30/09. Reassigning to ML for review of why tracking did not address with referrals sooner. Tickets #SR-115012
SK - Patient has sustained a #NOF  treatment has been deferred for 2 weeks whilst recovering. harm level discussed with Dr Harris - No Harm

RP 14/10- Tech bar confirmed it was a member of new referrals team who uploaded this on 23/09 then again when raised on the 30/9 - spoken with individual and acknowledged error of not adding to CareFlow but CWP only and apologised for the mistake made and noted she didn’t check her work before moving onto a new task. Noted to be more vigilant when working and double check work before moving on. When this was flagged, it was added to CareFlow.		On assessment it was found to be a human error which has caused the delay between the referral submission and the referral being triaged and scheduling of treatment, despite follow-ups of the email. This delay could potentially impact timely patient care.		Network Services

		I16723		9/30/25		14:30		10/1/25		INCIDENT REPORTED BY TAMESIDE HOSPITAL RESPONSE NEEDED BY 30.09.2025: patient had a txt message to his phone regarding an ambulance being booked for an appointment today at Oldham diagnostic Centre for pet scan patient attended this appointment only to find out his appointment was at wigan not Oldham patient is an inpatient on the ward and the appointment should of come through to the ward so that the exact appointment and place of treatment was done properly not given by txt to the patient		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / PET CT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Harris,  Andrew		Finally approved		No Harm		No harm		10/21/25		patient and family very upset about this reassurance given and told that this will be sorted out		Notes from NM nurse: 26-9 spoke with ward (Faz) patint aware of scan - showed text to nursing team. Aware of details and fasting instructions. Not diabetic. Has capacity, no oxygen or continence issues. May be discharged. Aware if not for nurse escort. List of meds requested. To arrange transport if still i/p.
30/9 no answer on ward, pt not answering, no transport booked, please rebook if required Update 1/10/2025: New patient appointment has been offered as no contact from ward. No record that text message was sent by Christie team, we do not arrange transport and would not usually provide such specifics by text message due to concerns about confidentiality, but instead leave a message requesting the patient call. For discussion at operational meeting on 6/10/25.21/10/25: Text message on the 25th Sept with the appointment information but this included the incorrect location i.e. Oldham instead of Wigan. The patient used the (incorrect) information in the text message to plan their appointment. Due to the current short waiting times for PET scans, most patients are contacted by phone for their appointments. Details may be sent by text if they patient does not answer a call, or may have the information sent in a text message in addition to the phone call if there is any concern about them having all of the information available. The text messages are sent from a Trust mobile phone, on which text message templates are saved as notes, and which are then edited on a patient-by-patient basis. In the absence of a robust system for text messages linked to PET scan appointments, this manual task is identified as being prone to error and appears to have been the cause of this incident. Details of the incident have been shared with the booking team to remind staff of the importance of the accuracy of this information.		Network Services

		I16731		9/30/25		12:30		10/1/25		right hearing aid lost. patient thinks it has been lost with the bed sheets as he could not find it after sheets were changed.		Spoke to ward staff, Ward clerk, checked the lost property section on the ward. Asked staff in huddle if they had seen any hearing aids on the ward.
Ward staff know to report anything to NIC and leave any items found safely in the office if item shows up		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Property loss/ damage		Personal property lost		Brett,  Georgina		Finally approved		No Harm		No harm		10/9/25		spoke with patient. duty of candour completed.				Clinical Support and Specialist Surgery (CSSS)

		I16729		9/30/25		16:45		10/1/25		TSRT 9/ Level5/ 11j/ 11a/ 12c/ 14c/ CF4c
Noted during #2 treatment delivery that no post image of beams eye view had been placed into the plan, so post beam MLC position could not be checked from plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/13/25		Escalated to treatment superintendent
Checked MLC arrangement from post DRR in patient chart
Proceeded to treat, radiographer asked to pull post DRR into plan for future #s.				Network Services

		I16992		9/30/25		11:00		10/7/25		Referral was for both Medical and Clinical Onology but I just added for Medical. My manager found it out later.		- Asked to process asap and submit Datix due to delay.
- Referral added as urgent for consultant triage.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added for Clinical Oncology one week after the referral came in.		- If unsure if patient requires both referrals to each speciality please seek guidance.		Network Services

		I16935		9/30/25		08:00		10/6/25		Ordercoms number 9367383 - Microbiology sample sent in biochemistry bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was processed with a delay due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16936		9/30/25		12:00		10/6/25		Ordercoms number 9367381 - Microbiology sample received in biochem bag.  (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was sent to Salford with a delay due to being in the wrong bag ).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Millington,  Kerry		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sent to Salford with a delay				Clinical Support and Specialist Surgery (CSSS)

		I16937		9/30/25		12:00		10/6/25		Ordercoms number 9367382 - Microbiology sample sent in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to Salford due to it being in the wrong bag and put in the biochem pile).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Dimaline,  Helen		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a dealy				Clinical Support and Specialist Surgery (CSSS)

		I16938		9/30/25		12:00		10/6/25		Ordercoms number 9363523.  Faecal sample sent with a microbiology label attached to sample, but the label on the bag was for virology.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Error logged and sample rejected due to incorrect labels on sample and card				Clinical Support and Specialist Surgery (CSSS)

		I16939		9/30/25		12:00		10/6/25		Ordercoms number 9367780  Virology sample received in the same bag with haem/biochem samples.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to as it was in the wrong bag and was in the biochem pile).		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in, split samples and sent virology sample to MRI with a delay.		For monitoring purposes		Network Services

		I16940		9/30/25		12:00		10/6/25		Ordercoms number 9367201 Faecal CPE swab was received open in the bag and fluid leaking out.		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in ward contacted and they will be sending a replacement sample		For monitoring purposes		Network Services

		I16941		9/30/25		12:00		10/6/25		Ordercoms number 9366735 Virology sample received in biochem bag.   (Please note that virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here,  This sample was delayed getting to MRI as it was in the biochem pile due to being in the wrong bag.).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to MRI with a delay.				Clinical Support and Specialist Surgery (CSSS)

		I16942		9/30/25		12:00		10/6/25		Ordercoms number 9367845 -  Microbiology sample sent in biochem bag.  (Please note that microbiology samples go in blue bags and are sent to Salford.  Virology samples go in red bags and are sent to MRI.  Biochem/haem samples go in the clear bags and are processed here.  This sample was delayed getting to Salford as it was in the biochem pile due to being in the wrong bag)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		10/6/25		Error logged, booked in and sample sent to Salford with a delay due to being in the wrong bag				Clinical Support and Specialist Surgery (CSSS)

		I17045		9/30/25		10:00		10/9/25		Elective admission to W2 for chemotherapy 29/9/25 - 4/10/25. Symptoms of likely viral URTI commented upon several times - resp swabs taken but not COVID. Unclear whether any respiratory isolation measures taken. On subsequent scheduled OP attendance to haem OP on 8/10, reported ongoing URTI infections - COVID swab +. Concern of contact exposure to vulnerable patient population + staff on W2 and haem day unit.		IMP (5.11.2025) - incident discussed with abroad multidisciplinary team. Creation of poster and posted at the HTDU reception asking patient if the have cold symptoms and/ or diarrhoea/vomiting to inform the schedulers at the reception. Schedulers informed if patients mention any of these symptoms to inform the coordinator on HTDU to review if patient need to be isolated in SR 6/ 7. Band 6 informed about the patients isolation. IPC to send a weekly document with information about patients who require isolation when attend to HTDU.

OE - Transplant team to complete covid-19 assessment form on CWP. To raise with Matron for Cellular Therapy for more education to the transplant team on process of handling covid positive patients.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Infection screening / Sampling				Roberts,  Caroline		Incident being managed locally		Moderate Harm		No harm				Established patient well at home, no acute medical intervention indicated at present. Discussed with hame team (Dr Cavet) who will submit separate DATIX re: attendance to haem day unit		Why is COVID a separate test from respiratory screen that looks at  9 other types of flu and respiratory viruses?

OE - There was a missed opportunity for the transplant team to complete the covid-19 assessment form on CWP for patient.		Clinical Support and Specialist Surgery (CSSS)

		I17385		10/1/25		09:00		10/21/25		Postal Return of High cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires redispensing of this medicine.  Or if any harm came from not receiving their medicine. 

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix submitted
Pharmacy Homecare Team have checked CWP for any relevant information.  Patient has already had 3 more cycles dispensed since and a does increase.		Meds still being posted, and tracked via Royal Mail		Network Services

		I17168		10/1/25		07:00		10/13/25		Reviewed MBL incident I16843 and identified that a concessionary release form should have been completed for the incident as the patient had previously known antibodies.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				Incident affecting Patient		No Harm		Transfusion incident		Delay		Concessionary release		Stansfield,  Emma		Incident being managed locally		No Harm						Waited for staff member to come back to work post night and rest shifts. Discussed incident with member of staff. They stated that they discussed the concessionary release on the phone with the requesting clinician but did not get any names. More important to get the units of blood out to the ward for clinical urgency.				Christie Pathology Partnership

		I16921		10/1/25		11:52		10/6/25		Sample not signed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Thorne,  Hazel		Finally approved		No Harm		No harm		10/26/25		New sample requested.		- Encourage second checker of sample labelling for blue bottles ( DR/ Nurse) to check during time where increase re-occurrence of sampling errors		Clinical Support and Specialist Surgery (CSSS)

		I16922		10/1/25		13:49		10/6/25		2nd group and screen taken at the same time as first sample		Email sent to reporter Arezoo to ask for clarification on who obtained the sample ? if paper trace still available with signature. 
Sent 14:44 23/10/2025		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Incident being managed locally		No Harm						New sample requested				Research and Innovation

		I16923		10/1/25		13:34		10/6/25		Sample tube expired		To carry out training as part of action plans to thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/6/25		New sample requested		For monitoring purposes		Network Services

		I16924		10/1/25		16:00		10/6/25		Referral was received in the inbox on 1st October, letter dated June 2025.

** Please can this be raised with Leeds Teaching Hospitals NHS Trust - We have queried the delay and have not received any acknowledgment or information**		- Referring Trust questioned on delay.
- Submitted Datix per protocol.		The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm		No harm				i added the referral on urgently and then asked referrer why the referral was sent so late and received the following response " I think it was posted in July but you obviously haven’t received it so the CNS Team asked me to email it over
Sorry hope that helps
Maureen"		- Inform all external trusts that referral should only be sent via email not post.		External Other Trust

		I16873		10/1/25		18:00		10/3/25		Six patients were admitted from clinic in opd 22, resulting in long delays for beds and multiple staff staying past their finishing time, from 1 to 3 hours late. Bed managers and duty manager were made aware.
The patient who waited the longest had a bed request at 12.34pm and not admitted to the ward until 19.10pm (estimate)				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						All patients were made as comfortable as possible, sandwiches and drinks provided. opd 22 only has two stretchers. The four patients without a stretcher were kept in the clinic rooms, that they were reviewed in.				Network Services

		I16907		10/1/25		14:00		10/5/25		TSRT9/level 5/ 13BB/ SB13HH/ MoD13FF/CF1C
Additional imaging task not added after additional 2D kv images taken. incidental finding				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/7/25		Datix submitted, additional imaging task completed. Staff reminded to be vigilant at Tx Delivery meeting				Network Services

		I16962		10/1/25		09:54		10/6/25		TSRT9
Acquisition tone heard- no image appeared- accompanied by a generator timeout error message. Additional dose administered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR called- Logs requested- delay in receiving logs: Logs show additional dose delivered:
Expected Dose: 0.271265718
Delivered Dose: 0.316476669997759
Additional Dose=  0.045210951997759 x1 extremity Normal

2025-10-01  09:36:41    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0
2025-10-01  09:44:45    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:56    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.0904219057136454
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.135632858570468
2025-10-01  09:45:57    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.180843811427291
2025-10-01  09:54:37    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.226054764284114
2025-10-01  09:55:36    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  09:56:10    TR1-PTC-PROD      P2VA  WorkspaceAcquisition    Accumulated Air Kerma: 0.316476669997759
2025-10-01  10:04:14    TR1-PTC-PROD      PTX\PTClinical|4912|WPF Queue WCFAppService.CWCFAppService  [ThreadId=85] #Entering -->RecordPatientCompleted				Network Services

		I16973		10/1/25		01:00		10/7/25		Platelet ordered and not used before expiry date.		To ensure better communication with ordering of platelets		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Platelet removed at midnight and wasted on TDBB and recorded on wastage charts.		To ensure better communication with ordering of platelets		Network Services

		I16988		10/1/25		00:00		10/7/25		1x Unit of Platelets ordered and not used		To discuss at weekly incident meeting		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		1 x Unit of Platelets wasted on the system and disposed of.		To ensure proper communication with the lab transfusion team		Network Services

		I17004		10/1/25		12:00		10/8/25		Ordercoms number 9368634.  Microbiology sample received in biochemistry bag.  (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to Salford as it was found in the biochem pile due to being in the wrong bag.		Likely to be human error - all staff are aware of correct labelling and packaging for samples for all samples. However it the incident has been shared and discussed - and all staff reminded of correct processes and signposted to relevant pages on HIVE if any uncertainty about labelling and packaging.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shaw,  Andrea		Finally approved		No Harm		No harm		10/9/25		Error logged.  Booked in and sent to Salford with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I16860		10/1/25		16:35		10/3/25		Patient received a unit of Platelets. First Check recorded as Second Check in platelet prescription (two second checks).
No start time time recorded in prescription.
No end vital signs recorded in prescription. NEWS not completed within the timeframe for transfusion vital signs.
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/3/25		Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I16797		10/1/25		14:00		10/2/25		Patient had been for an out-patient clinic appointment and had left the building. Was attempting to get into his son's car and fell. (Currently awaiting bi-lateral knee replacement-according to the patient.)
2222 called and crash team attended the scene.
For transfer to AACU, however no beds so transferred to AAU in a chair.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Gill,  Rosie		Finally approved		Moderate Harm		Moderate harm		10/6/25		Admitted to AAU as no beds in AACU and not a suitable place post-fall.
Taken for an x-ray and fractured NOF reported.
Immediate review by AAU Consultant Dr Igor.
Supportive Care Co-ordinator attended the unit and the pain team.
PCA commenced and s/c oxynorm given as breakthrough.
Salford Royal contacted as patient from Eccles, advised to 999 to their A+E.
999 call completed and ambulance arrived within the hour. PCA removed and breakthrough analgesia given prior to transfer. 
Son present throughout and fully aware of the situation.

Discussion with Car Park Attendant who was witness to this incident:-
Patient was waiting for son at Oak Road Drop Off Area. There was no room to park so son pulled up next to another car and patient rushed out. He leant forward to grab the passenger door as car window open  but missed and fell back onto the floor hitting his head on the wheel of another car. He was visibly stunned and in pain so car park attendant radioed for Crash Team. There were no obstacles for the patient to fall over.				Capital, Estates and Facilities

		I16812		10/1/25		02:00		10/2/25		I was asked to help sign off platelet transfusion on ward 4. On this night staffing ward 4 only one regular staff. Two nurses transferred  from ward 12 to help and  one agency nurse
The agency nurse was looking after the lady needing the platelets. I was asked to help put up the 4th bag of platelet, I was told 20mins left of on the 3rd bag. There was multiple prescriptions on CWP for platelets with different prescription dates. There was a clear communication between myself and the labs.		Emma Stansfield (Blood Bank Manager) - No further action needed from the laboratory. No errors made. Process clearly explained to nursing team.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Stansfield,  Emma		Finally approved		No Harm		No harm		10/17/25		It was extremely difficult explaining to labs to update the correct prescription on CWP so that the canular care plan could be updated. 
There was also a misunderstanding on my side with the issue date, prescription date and expiry date.
which labs seemed to struggle to give me any direct information 
I had to go to the labs with the platelets to get clarification. 
This could of been clarified hours early. This caused a long unnecessary delay.		Emma Stansfield (Blood Bank Manager) - The correct action was taken by phoning the Duty Manager for additional support to avoid further delays to this patient.		Clinical Support and Specialist Surgery (CSSS)

		I16831		10/1/25		17:00		10/3/25		TSRT9:

Patient scan limits for post contrast scan not set to match the pre-contrast scan.
Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10E Production of images using appropriate field sizes (including production of reference images)		Parry,  Catherine		Finally approved		No Harm		No harm		10/22/25		Escalated to pre-treatment superintendent
Patient post contrast scan then deemed acceptable by clinician and therefore no re-scan required.				Network Services

		I16826		10/1/25		10:34		10/3/25		CDI PCR positive, toxin positive 1/10/25. Recent discharge from Ward 2 15/9/25, within 28 day window.		Discussion with ward staff about the importance to start a stool chart and CWP care plan - also added to daily safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		Reported to HCAI DCS, 72 hour review requested. Medical team aware.		Ensure Follow SIGHT		Clinical Support and Specialist Surgery (CSSS)

		I16810		10/1/25		11:00		10/2/25		TSRT9 13CC SB3i 13CC CF3a
XVI image fault (generator fault not ready). Scan faulted at 182/650 frames, first instance for this patient. Additional dose to patient 2.8mGy.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Additional image authorised and annotated in Mosaiq.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I16728		10/1/25		12:00		10/1/25		TSRT9 13CC SB3i 13CC CF3a
XVI terminated at 21frames (1.4mGy extra dose delivered) during patient scan.		Patient off bed - 2x test scans in CC and CW - Passed - Handed back to rads.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/6/25		Engineers called and test scan run before patient re-treated.		Pelvis M20 CC - Logs stated gantry stop after 28 frames, gantry didn't move.		Network Services

		I16730		10/1/25		12:05		10/1/25		Patient started on Cycle 1 Day 1 rituxamab. 
Pre meds given but not including hydrocortisone. 
At 12:05 patient complained of lower back pain radiating into thighs. Rigors, feeling cold.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				The Christie NHS Foundation Trust / Clinical Oncology / Lymphoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Transfusion incident		Reaction		Preventable Transfusion reaction (pre-medication not administered as prescribed)		Aremia,  Laura		Finally approved		No Harm		Low harm		10/3/25		Infusion stopped at 3rd incremeent of rate 114. 
Non rebreather mask applied, titrated down to 60% then 2 Litres, then room oxygen. 
Observations completed including Blood glucose. 
IV hydrocortison x 2 given 
IVF started. 
ACP's called to review. 
Oramorph 2.5mg given for pain as had paracetamol pre-meds.				Network Services

		I16745		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16746		10/1/25		13:00		10/1/25		tsrt9/level5/cf1d/xr6/sb1c                                              
Patient scan brought forward to 25.9.25, but unfortunately the patient received the  original scan appointment 1.10.25 in the post . Attended today with transport thinking he needed a scan.		External circumstances. Discuss with bookings team.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		19 Research, audit and document management		Hudson,  Scott		Finally approved		No Harm		No harm		10/10/25		Apologised to patient about the mis-communication.
Patient stated that his current pain relief was not under control, therefore registrar contacted and patient seen to discuss medication.		External circumstances. Discuss with bookings team.		Network Services

		I16733		10/1/25		10:00		10/1/25		Surgery cancelled on day of surgery (1/10/25) due to unavailability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		McLeod,  Kirsty		Finally approved		No Harm		No harm		10/2/25		Escalation policy followed.				Clinical Support and Specialist Surgery (CSSS)

		I16734		10/1/25		13:00		10/1/25		CRF Lab received samples for Patient ID 101-12, for C3D1 on the LION trial (21_PAN_012) 
Lab received 4x 10mL EDTA bottles (totalling 40mL), and 5 x 6mL + 1 x 10mL NaHep bottles (totalling a further 40mL), however this volume of blood was not required for this visit.
As per V4.0 of the Lab Manual, Table 1, this patient should have only required 3 x 10mL EDTA bottles, and no NaHep bottles at all. Patient was over-bled by approx 50mL.		everyone needs to be retrained in protocol schedule.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research Phlebotomy Space		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Processing Laboratory				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Conroy,  Vicki		Finally approved		No Harm		No harm		10/20/25		Lead Research Nurse has been informed. Correct samples were processed as per the lab manual, remaining samples that were not required were not processed - awaiting RN signature for sample disposal. 

17/10/2025 - Clinical Matron for the PAN tumour team has sent an email to senior Research Nurse of Renal to look into what led to the extra samples been collected.		The importance of reading both lab manual and protocol when preparing trial samples and also everyone needs to be retrained in protocol schedule.		Research and Innovation

		I16735		10/1/25		13:30		10/1/25		Patient contacted regarding appointment. Patient deferred on Wednesday 24/9/25.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		10/14/25		Contacted patient regarding no bloods and treatment appointment. 
Patient did not know about new appointment for today. 
Apologised on behalf of service. 
New treatment appointment given and patient acknowledged the need to book BCTH				Network Services

		I16738		10/1/25		09:00		10/1/25		Patient A booked for CT abdominal biopsy. Patient A had not arrived. Called patient Husband as unable to get through to her mobile. Patient unaware of appointment. Tried to sort to see if we could facilitate later but unfortunately no space on list.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/14/25		Apologises given and to sort for new appointment as soon as possible.				Clinical Support and Specialist Surgery (CSSS)

		I16739		10/1/25		09:30		10/1/25		TSRT9
#18/25 identified by superintendent during image review that nodal boost volume not selected on image prep.

IRMER states "CTV_N1" whereas plan structure is named as "CTV boost". Nomenclature between IRMER & structures are normally the same. "CTV_Boost" was not noticed by the radiographer who prepped the image and therefore coverage of the boosted node was not assessed #1-17.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		CTV boost structure switched on from #18. Good coverage, proceeded with treatment.
Offline review of previous images #1-17 reviewed with boost structures selected.
Coverage acceptable #1-17 therefore further escalation not required.

Image prep amended to include "CTV boost".
Nav note added to make it clear that CTV_N1 = CTV boost.
Raised in next staff meeting to increase awareness of variable nomenclature. 
Feedback given to radiographer who prepped and reviewed the image. 

Discussed with senior member of planning as to whether consistent nomenclature could be used between the IRMER and the plan structures but they have declined.		Network Services

		I16740		10/1/25		10:30		10/1/25		TSRT 9
set up to the wrong align RT  ROI and scanned iso position was incorrect, 
large shift magnitude noted B7 called.
Pt repositioned with correct ROI and scan repeated				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		b7 present, pt re-positioned, re-scanned and treated correctly				Network Services

		I16741		10/1/25		12:00		10/1/25		TSRT9 level 5 5i cf1c md 10n sb5i
Pacemaker selected "No" on booking form when patient has a pacemaker. Appropriate team not informed due to this. Entirety of pacemaker covered in RTP due to scan limits.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		10/28/25		Superintendent informed and information passed to relevant team.				Network Services

		I16718		10/1/25		03:00		10/1/25		Confusion regarding the issued and expiry dates of a unit of HLA matched plates caused an approximate 3 hour delay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Discussions with the biomedical scientist, clinical night practitioner, and night manager.				Clinical Support and Specialist Surgery (CSSS)

		I16758		10/1/25		18:00		10/1/25		TSRT9

10# VSIM planned patient - imaged #1-4.

#1-3 average out of tolerance - would have been suitable for systematic correction (new moves). 

Repeat 2DKV acquired #4 (not justified/documented in Mosaiq).

New moves required from #5 (repeat images #5/6) resulting in 1 additional image that could have been avoided.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		New moves implemented from #4.

Escalated for practitioner additional imaging authorisation as will breach operator scope of practice when imaged for day 2 new move confirmation.				Network Services

		I16759		10/1/25		19:10		10/1/25		Upon surgical finish we discovered a small blister on the left shoulder which we presume to be from the use of shoulder bolsters which were requested by the surgeon to prevent slipping on head down (patient high BMI).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Kennedy,  Pamela		Finally approved		Low Harm		No harm		10/10/25		Documented, handed over to recovery, anaesthetist aware, Datix completed and Handed over to ward 10 for medical illustration to take pictures in the morning. 

Review by the Tissue viability nurse there is a re absorbed blister to the left shoulder, no break or redness- skin intact and no sign of pressure damage.  My have been caused by shear and friction, no pressure damage evident on review.				Clinical Support and Specialist Surgery (CSSS)

		I16760		10/1/25		22:00		10/2/25		Admitted to ward cat 2 pressure sore found on sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/2/25		Air mattress in place
Dressing applied				Clinical Support and Specialist Surgery (CSSS)

		I16761		10/1/25		22:45		10/2/25		Patient found just outside the bathroom where he had shuffled from inside the bathroom to call for help from another patient. 
Upon observation, patient stated he was trying to hang up his tank top high above the chair and he was leaning on the chair, the chair then started to slide and he began to slide with it.
Patient states did not hit his head, said he slid/fell down on his right knee/ foot.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		Blood pressure and observations taken, neuro observations taken. Made sure patient had no immediate pain anywhere before moving him, assisted him to stand with 3 member of staff onto a chair behind him and then he walked from chair to bed with minimal assistance.
On call doctor informed. Has now been reviewed
Falls care plan updated
NIC updated
Handover to be updated				Clinical Support and Specialist Surgery (CSSS)

		I16755		10/1/25		15:30		10/1/25		TSRT9/level5/cf1d/6d
Patient was due to start 3#s of bladder XRT 1/10/2025 at 1530, arriving via hospital transport. At around 1600 reception chased up progress of hospital transport as patient had not arrived, and were informed no transport booked. Reception then rang patient who was unaware they were starting treatment on this date, and therefore start of treatment delayed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 3						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Hudson,  Scott		Finally approved		No Harm		No harm		10/14/25		After patient was rang by reception, they were transferred on phone to S3 radiographers. It was confirmed with patient they had been given no start date for treatment, and the patient now considered it too late in the day to attend the department. Patient was therefore advised they could start their XRT on the day of the next appointment, at 1530 on 3/10/2025, and that hospital transport would be booked for remaining appointments. Transport was subsequently booked by S3 reception. Patient schedule also amended at the time with additional appointment added to the end to compensate for missed treatment.		Patient not received confirmation of appointment. After investigation, the patient was sent a letter out after not being contactable via phone. Letter either delayed or not recieved. External factors not down to hospital team.		Network Services

		I16713		10/1/25		07:15		10/1/25		when checking patients skin in the AM, noticed a new c2 to sacrum		discussed with staff involved
learning needs identified - learn from incident, included in monthly newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Caporn,  Alice		Finally approved		No Harm		No harm		10/7/25		updated skin bundle, cream applied, purpose t completed, handed over to RN day time, needs med ill and TVN r/v.		Reflecting on knowledge from TVN study day
revisiting TVN study sessions.		Clinical Support and Specialist Surgery (CSSS)

		I16763		10/1/25		23:00		10/2/25		Patient transferred from AAU to ward 12.  patient admitted 11am 1/10/25? with temperature. No blood cultures taken, on medical notes requested for cultures to be taken. No cultures taken prior to patient admission onto ward 12 from AAU. patient transferred at 10pm 
No evidence of blood cultures taken on notes/pathology orders or requests		None		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Clarke,  Catherine		Finally approved		No Harm		No harm		10/16/25		datix 
cultures taken		Blood cultures taken within 1 hour policy (prior to giving IV ABX) as per policy as reflected in nursing annotation and lab results		Clinical Support and Specialist Surgery (CSSS)

		I16783		10/1/25		18:45		10/2/25		Patient stepped down from ccu approx 1845. On arrival previous patient still in bed space. CCU nurse had been told bed space was ready however this had not been communicated from ward 10 nurse in charge to ccu nurse in charge. CCU aware a bed would be ready in the evening however no phone call received to ask if patient could be brought up to ward 10 prior to transfer.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Dimaline,  Helen		Finally approved		No Harm		No harm		10/10/25		Apologised to patient. Patient made comfortable in day room whilst awaiting previous patient to be discharged. Patient moved in to bed space as soon as available.				Clinical Support and Specialist Surgery (CSSS)

		I16794		10/1/25		20:00		10/2/25		The patient was scheduled to receive platelet transfusion, whilst the research team and ACP duly aware, The flow manager was also notified, potentially in relation to patient admission; however, this information was not effectively communicated to the CRF NIC (team).
Subsequently, the patient arrived unexpectedly at the CRF longstay  at 19:40 for the platelet transfusion. At that time, the research team had departed the facility and had not given any handover of the plan.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Garcialopez,  Tamara		Incident referred to DPSIG		No Harm		No harm				Duty manager made aware of the situation. 
OOH Dr made aware of the patient- due to possible reaction 
Platelets administered with close observation.

Matron and WM made aware of the situation.				Research and Innovation

		I17670		10/1/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC :Started night shift and asked to clerk CCU step-down.
From Alertive messages - patient arrived on ward at 15:30.
Had to call day RD about another issue, so asked if they had received a verbal handover from doctors on CCU. They confirmed they had not.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						Reviewed patient notes and EPMA.
Several medication discrepancies - that I used best judgement to amend. Have asked day team to clarify with primary consultant if there were reason for some. No acute concerns.				Clinical Support and Specialist Surgery (CSSS)

		I17158		10/2/25		21:12		10/13/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		To raise at the weekly incident meeting and discuss		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To retirierte to staff on the right process of NEWS and vital score documentation		Network Services

		I17298		10/2/25		00:12		10/17/25		Patient received albumin and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Safety,  Patient		Incident being managed locally		No Harm						On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				External Other Trust

		I16766		10/2/25		01:30		10/2/25		Patient transferred from AAU to Ward 10 at 01:30 and placed with the female bay - patient's husband found with patient sat on chair by bedside - patient and her husband were adamant he was staying with her, explaining that the husband's car was stuck in the car park and the patient needed him for emotional support. This was not discussed at all prior to transfer between any AAU staff with any Ward 10 staff and wasn't handed over of this situation. Patient had been with AAU since the afternoon.		Apologies made to Ward 10 

Permanent staff on AAU well versed in visiting policy and issues raised in this incident are not a common occurrence upon transfer. Learning from this incident to AAU not indicated. 

Nurse in charge at time tried to mitigate issue and fully aware inappropriate nature of male relative staying in female bay overnight. Apologies made to Ward 10 at time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		I asked the Ward 10 staff nurse who took the handover if this has been discussed with her, which she replied this hadn't been.

I sent an Alertive group conversation between myself, the AAU Nurse in Charge and the Duty Manager and questioned about this - I asked if any arrangements for accommodation had been done for the husband. The Duty Manager seemed to be unaware of this situation and too hadn't been notified prior to transfer, AAU Nurse in Charge answered that she had asked the named nurse on AAU for the patient to ask the husband to leave - however this hasn't appeared to be escalated or been followed up on. This Alertive conversation found on the Ward 10 Nurse in Charge sign in.

There was no options for me to move anyone out of the side room - all clinically indicated

Curtains pulled around the bed area. 

Duty Manager for the night shift who now was now aware of a male visitor staying in a female bay overnight - hasn't come down to the ward and hasn't spoke with the patient or her husband. I am not aware of any reasons for this.

Informed Ward Manager for Ward 10 of the situation for the Day shift

To further point out this incident has had the knock on effect of delaying my care to my patients whilst I tried to manage this and find out whats happened, and also delayed of myself going home due to needing to record this Datix incident form within the 48 hour window.		Agency nursing staff central to incident, unlikely aware of visitors policy. Individual did not respond to prompts from nurse in charge to ensure relative went home overnight.		Clinical Support and Specialist Surgery (CSSS)

		I16771		10/2/25		09:30		10/2/25		In insertion of Venezia brachytherapy applicator, joint found to be loose due to glue failure,  swapped for replacement applicator and proceeded safely.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Incident affecting Patient		Near Miss		Radiotherapy incident		BT - Brachytherapy		15E Correct applicators, sources (including the use of applicators, channels in delivery)		Hallett,  Lisa		Finally approved		No Harm		No harm		10/17/25		Removed from clinical use, replacement requested.  Reported to MDSO for report to MHRA.
Ongoing issue with Venezia applicators.  Awaiting batch replacement.				Network Services

		I16811		10/2/25		15:15		10/2/25		Call received a call from the patients all from pt saying her had her 5FU bottle was in her bag whilst she was out when she got in put her bag down forgetting the pump was in there resulting in the pump being pulled. The PORT needle was slightly dislodged so Stephanie pushed the needle back in. When she woke up her pj top was wet. She took the dressing off the and the needle came out as well. Slight bleeding but this stopped quickly. Pump was clamped once the needle came out.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/20/25		Pt washed the area and the clothes. Rang us. 
I advised they came in today which they did. PORT discarded off as per policy. there was still some treatment in the bottle as it had not completed.
New PORT needle inserted to flush the PORT needle then removed. Team emailed				Network Services

		I16827		10/2/25		15:00		10/3/25		Received an email from another department on 02.10.25 enquiring if the pt could be discharged from a consultant on Careflow (first seen in March 2025).
On checking the pt's notes, I came across an internal referral letter to a different consultant from July 2025.  It didn't appear that the pt had been allocated an appointment following this referral.
On checking other digital systems, it doesn't appear the relevant team/consultant received the referral letter to action/allocate an appt.

*Awaiting email reply 10/10*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Learning response required		Moderate Harm		No harm				Emailed relevant secretary who was unaware of the referral.
Emailed the referral letter to the relevant consultant to action.
The consultant is going to liaise with the referring team.

RP 24/10 - Asked digital who uploaded referral in July to identify who uploaded this and why it wasn't added on. Digital confirmed the referral was added by an new referrals member of staff to CWP on 02/10. This was the same date that the secretary raised with new referrals, which would suggest this referral was never sent via the internal referral portal or the via the inbox for the team to action.
Once we received this we actioned accordingly. 
I emailed the secretary this in the attached and informed the governance team, further investigations from the disease group need to be done to understand or identify why this wasn't sent via the portal sooner. - will redirect to DSM of disease group				Network Services

		I16828		10/2/25		12:00		10/3/25		Patient came from another ward as an inpatient, received the due morning medications late after 11.30H that also after the patient came to nursing desk and complaint about the same(medications including controlled drug). Also got delayed for discharge medications and hence discharged so late in the evening. Patient mentioned  that no one offered food as well.		Gain an appreciation of patient expectations and introduce them to their new environment, inform them of what to exact on the unit, who is looking after them and ask if they have any concerns you can help reduce and support.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		Low harm		10/31/25		informed the concerned nurse and given all medications asap, and apologized.		It was unfortunate this patient was relocated to CRF at short notice in the evening due to Trust Bed pressures. He had to share a room with another patient but felt he didn't receive a good standard of care.
Good communication and documentation is required in these situations and for the most part it was though the patient remained disgruntled.		Research and Innovation

		I16813		10/2/25		18:30		10/2/25		TTOs of Cabozantinib were on old IV Nivolumab script with wrong location, order set was therefore not sent up to ORTC. By the time this was highlighted, main pharmacy was closed.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Other		Patel,  Rizwan		Finally approved		No Harm		No harm		10/14/25		Told pt the error in location. Pt stated she would rather not come in to collect medications. I have arranged with the on-call pharmacist for the tablets to be sent via post. Pt was anxious about timely delivery to her home address as she is due to start the Cabozantinib on Monday. I have advised the pt to call on saturday afternoon if she has not received them by then.				Network Services

		I16814		10/2/25		21:00		10/2/25		Admitted onto AAU and then ward 12 with C3 to sacrum, present on admission.		Good practice demonstrated in this incident to be fed back to ward staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Referred to safeguarding as underweight and concern of neglect, referred and seen by TVN - plan inplace, medically illustrated. Repositioned on ward 2 hourly. Pump to be applied on bed. SKINN and puropse T updated - TVN plan followed, cushions applied around area.		Timely and appropriate pressure area assessment and care provided by staff involved. 
Pressure ulcer to sacrum identified on admission, PURPOSE T completed within 6 hours as per policy.
Adequate pressure area care commenced and appropriate referrals sent. 
TVN review in first 24 hours of admission. Acknowledged by patient PU had been present on admission/ for several years.
Safeguarding referral sent with query of neglect in the community and as to whether pressure ulcer developing prior to admission was preventable - concluded unpreventable.		Clinical Support and Specialist Surgery (CSSS)

		I16815		10/2/25		20:30		10/3/25		Patient found on floor of room by staff walking past				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		Emergency call bell activated, staff assisted patient to stand and assisted to the toilet before returning to bed
No apparent injuries or pain
1:1 put in place overnight		no documentation from nursing staff 
no update of moving and handling assessment / falls risk assessment		Clinical Support and Specialist Surgery (CSSS)

		I16809		10/2/25		17:00		10/2/25		extravasation to left forearm, 4cm extravasation lump, extravasation policy followed, reviewed by ACP, given hydrocortisone cream, nurse in charge to do a follow up call tomorrow.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/6/25		extravasation policy followed, drawn back 0.5mls, heat pack applied on area, hydrocortisone cream supplied.		Extravasation managed appropriately, follow up call made to patient and patient safety netted for any further concerns.		Network Services

		I16800		10/2/25		13:50		10/2/25		Pt was walking and tipped over the scales that were next to the nurses desk on Pink team. Pt fell to the ground, not witnessed		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/2/25		OBs done and recorded pt stated they did not hit their head. Dr on unit review. Pt said they were a bit shaken up due to the fall but okay. slight sore arm but okay. Helped up on to a wheelchair and transferred but to treatment chair		All processes followed correctly, patient reviewed by Dr on unit, no x-ray requested, did not hit head, has small graze and bruising to arm. NEWS score initially 6 but then dropped to 0. Treatment continued.		Network Services

		I17005		10/2/25		08:00		10/8/25		Ordercoms number 9369515.  Virology sample in with biochem and haematology samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Lane,  Laura		Finally approved		No Harm		No harm		10/8/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17021		10/2/25		19:00		10/8/25		XRT consent form scanned on wrong patient's notes.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		Scanned under correct notes, DATIX submitted. Tech Bar redaction request to be done after DATIX.		Unable to ascertain who scanned the document in as it has since been removed from this patient's notes. the clinic was held at a peripheral site so was not scanned by our secretaries.		Network Services

		I17007		10/2/25		12:00		10/8/25		Ordercoms number 9369353.  Virology sample in with biochem/hame samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/8/25		Error logged,  Booked in and sample sent to MRI with a delay due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17008		10/2/25		15:00		10/8/25		Ordercoms number 9369096.  Urine sample for RUUE and Urine ACR returned by Salford on the 2.10.25.  Most likely cause that biochem sample was received in microbiology bag.  This sample was from 1.20.25.  Therefore processed with 24 hr delay.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)		To follow up with training and actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged and processed here with a 24hr delay due to sample going to Salford as it was in the wrong bag,		To ensure the right bag is used for the right samples		Network Services

		I16909		10/2/25		10:00		10/5/25		A report has been scanned into the wrong patient's notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Jones,  Tracey		Finally approved		No Harm		No harm		10/6/25		redaction requested with IT				Clinical Support and Specialist Surgery (CSSS)

		I16894		10/2/25		14:00		10/3/25		Had a fall while trying to put some papers in the bin without his walking stick.
Witnessed by Dr. 
Reviewed by medical team.		Correct actions taken. 
Observations completed.
Medics informed. 
Moving and Handling risk assessment completed in timely manner. 
Physiotherapy referral sent.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
Medical review. 
CWP - Fall incident and manual handling completed				Clinical Support and Specialist Surgery (CSSS)

		I16880		10/2/25		09:45		10/3/25		Patient booked in for a radiotherapy scan of their brain in PBT.  Patient attended with appointment letter, however patient had no appointment visible on CRIS and there was another patient booked into this slot.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/10/25		Upon investigation, it appears that the patient's appointment was taken out of the diary and put back onto the waiting list by a member of staff in the radiotherapy department at Christie Salford.  This then led to a false appointment slot being available and another patient was booked into it.  Proton Beam Radiotherapy contacted Radiology MR Lead to query why patient had attended with no appointment.  Radiology MR Lead found that the scan was placed back on waiting list by a radiographer in Salford and contacted them to ensure scan was still to take place and inform them of the error.  Proton Beam agreed to scan patient.				Network Services

		I16926		10/2/25		11:30		10/6/25		No date taken present on sample for transfusion. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/6/25		Sample rejected and discarded. New sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16943		10/2/25		12:00		10/6/25		tsrt9
A systematic review was completed following a # without a CBCT as there had been a change to the pt's CBCT scheduling and the systematic review scheduling was not updated following this change. Systematic reviews are typically completed following #8 however this pt had received additional CBCT's on #4&#5 due to positioning issues, the next CBCT was then pushed to #10 therefore a systematic should have been scheduled following #10 rather than #8.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		incident was picked up @ #10 following the CBCT. A B7 was made aware and an additional systematic task was added following #10 and the remainder were rescheduled following the new cbct schedule.				Network Services

		I17031		10/2/25		20:30		10/8/25		Patient attends with Temp, urinary catheter in situ ON arrival. Patient required a CSU as part of septic screen. Pt had an allocated nurse who was working with a (SPN) supernumerary nurse (under direct supervision). The allocated RN asked the SPN to wait for her to come back. The supernumerary nurse had never done catheter care/nor signed off on catheters.  SPN, unsupervised/untrained attempted CSU despite instruction. Withdrew water from balloon rather than CSU and left the pt.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						The incident only came to light as the SPN showed the "CSU" to an ACP who realised it was water. I apologised on behalf of SPN and explained to patient what had happened. 10ml of water was measured from "CSU sample", catheter further reinserted and balloon re-inflated. Catheter draining again.
Discussion had with supernumerary nurse to get account and reiterated to work under direct supervision of designated nurses and to work within scope of practice.				Clinical Support and Specialist Surgery (CSSS)

		I17174		10/3/25		13:55		10/14/25		Pre transfusion vital signs completed one hour and 21 minutes prior to its commencement.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.				Clinical Support and Specialist Surgery (CSSS)

		I17176		10/3/25		17:39		10/14/25		Patient received albumin and the second independent check was completed by the same nurse, and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		Added the above to safety huddle to make staff aware of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		To reiterate the importance of following protocol		Clinical Support and Specialist Surgery (CSSS)

		I17488		10/3/25		11:00		10/23/25		Two patients missed their translational blood test appointments due to a communication error. The lead nurse handed over for the patients to have blood tests on the 3/10 and to remind the patients of this appointment at their appointment on 30/09. This was not communicated to the patients. No translational/trial bloods were taken.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Taylor,  Claire		Incident being managed locally		No Harm						Manager made aware. 
Patients aware they missed the appointment, apologies given. 
Sponsor made aware, awaiting response.				Research and Innovation

		I17100		10/3/25		09:00		10/10/25		On-going issue that we need to raise as an incident can't add TCI to patients records which is becoming more frequent.
Not being able to add a TCI means that the patient cannot be admitted on the day and also means the patient cannot be tracked and the associated medications etc hat maybe required documented on the patient. This could cause delays and inaccurate recording on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Scheduling / Theatre Scheduling		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Breslin,  Deirbhle		Finally approved		No Harm		No harm		10/13/25		Raised Ticket with techbar and received the response below. 

Request - INC-114771

I have just spoken to my colleague about this who has suggested that there is likely to be an issue with the RTT as it isn't being picked up. If an RTT pathway hasn't been picked up, the only people who can amend / add this in are the Pathway Trackers. I'm afraid that I can only advise you to speak to them, as they are the only ones who will be able to update the RTT and correct any issues in the setup in order for you to be able to proceed. 


I have worked in performance and I understand RTT and how the system works and what needs t be done we have removed and re -submitted on a number of records and it it is still not working.				Clinical Support and Specialist Surgery (CSSS)

		I17093		10/3/25		14:00		10/10/25		Incorrect laterality noted on pathology conclusion report on CWP during checks for radiotherapy planning. Reported incorrectly as left breast rather than right breast. This had then been used to populate patient letters and MDT documents.

13/10/25: Reporting sits with the consultant Histopathologists, who are managed by the trust				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Carden,  Jeni		Finally approved		No Harm		No harm		10/14/25		Checked all reports uploaded to CWP. Reported to clinical oncologist who contacted the surgical team and secretary to provide operation notes which stated surgery completed to the right breast. Requested pathology update their report conclusion with correct laterality. Operation notes uploaded to CWP alongside clinical annotation from the clinical oncologist stating laterality has been confirmed and to proceed to radiotherapy planning to the right breast.				Christie Pathology Partnership

		I16881		10/3/25		08:50		10/3/25		Call taken from reception, patient called the hotline this morning due to having loose stools X3 this. Patient advised to come for his treatment today to be assessed on the unit by consultant or ACP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service						Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Roberts,  Rebecca		Finally approved		No Harm		No harm		10/17/25		I called the patient who had x4 loose stools with new abdominal pain with loperamide being ineffective. apyrexial, he did not attend for  treatment as transport was 40 minute drive and he did not think he would make the journey. reiterated calling the christie hotline if symptoms worsen.				Clinical Support and Specialist Surgery (CSSS)

		I16883		10/3/25		11:45		10/3/25		TSRT9/ Level 4/ 11O/ CF2a/ 10N/ SB11n 11t
Patient attended bolus verif scan at Macclesfield as requested via telephone call by planning. 

No physics or planning staff sent to mark bolus outline on mask and didn't submit Bolus Request Form in time, causing delays. 

Scan delayed due to confusion regarding whether the scan was required. This was due to a finalised planning record and planning QCLS completed and treatment plan already being exported to prep room, found immediately prior to scan . Pt in mask during this time and very anxious and on timed pain relief.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11O Management of process flow within planning (including plan export)		Sutherland,  Emily		Finally approved		No Harm		No harm		10/22/25		Planning were contacted via telephone and asked to confirm if a bolus verif was required. Whilst waiting for a response from planning the patient was becoming increasingly agitated on the CT couch and a superintendent radiographer was informed. Planning made aware of the distressed patient on the bed however it took a significant amount of time for a decision to be reached. Radiographers were in the room comforting the patient and trying to encourage patient to stay in the mask. 
Once planning confirmed the scan was required the scan was performed.  When the mask was taken off the patient, they asked to speak to Superintendent Radiographer to find out why there was such a delay and expressed his distress at being kept waiting. Superintendent radiographer explained to patient the reasons why. PALS complaint form offered and patient apologised to by numerous radiographers.  Centre Manager discussed incident over telephone with planning. 

Feedback from Radiographers regarding incident: 
During a debrief after the incident radiographers felt communication throughout the whole bolus verif process was poor. No annotation from planning regarding bolus verif being required on CWP or Nav. The Bolus request form was only put in 1 day prior to the patients appt. This put the radiographers under a time pressure to organise the thermoplastic bolus shape (as it was required to be cut out at main site). A physics member of staff was also asked by planning to draw on the requested Bolus shape on the mask and was unfamiliar with this process. 

Radiographers feel a new work instruction for both radiographers and planning regarding the the bolus verif process would be helpful. Reducing communication errors on the process. 
Planning QCLs were all completed despite the bolus verif not being confirmed. As a result the radiographers started prepping a plan that was not confirmed yet for treatment. This could have resulted in a patient being treated incorrectly.				Network Services

		I16885		10/3/25		15:45		10/3/25		TSRT9 / LEVEL 3 / 13I / CF 1C / MoD 13BB / SB 13I
Image acquired after set up. 
Radiographer accidently clicked dismissed during image review.
Due to time taken to re-establish link between xvi and mosaiq patient moved requiring resetup & reimage.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Superintendent informed.
Additional image authorised. 
Additional dose 5.9mgy. Not reportable.
Proceeded with treatment.				Network Services

		I16886		10/3/25		15:00		10/3/25		on time out staff noticed pt had redness under bilateral breasts as well as moisture lesion / redness under stomach / apron. Pt has high  BMI.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/3/25		barrier spray applied pre-op as well as area cleaned and barrier spray applied post op - handed over to recovery to monitor and contact medical illustrations to document. TV link staff and coordinator informed as well				Clinical Support and Specialist Surgery (CSSS)

		I16887		10/3/25		15:00		10/3/25		Crash trolley in OP corridor required for emergency situation. patient collapsed in phlebotomy room.
There were NO oxygen masks or tubing anywhere in the crash trolley(normal location drawer A).
Staff had to run to another area to find an oxygen mask and tubing, delaying administration of oxygen to an unwell patient with low saturations
Post incident i discovered the crash trolley had not been checked for 3 days,		Our HCAs had been checking the resus trolley in OPD. After discussions with the resus team at main site and reading the policy it should be a registered practitioner that checks the trolley.
This has since been cascaded to all staff and the nurses from SACT will now absorb the checking of the OPD trolley with their own checks. 
The importance of communicating when anything is removed/used from the trolley has been reiterated to ALL staff.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield						Incident affecting Patient		Near Miss		Equipment incident		Medical		Lack/ unavailability of equipment/device		Aremia,  Laura		Finally approved		No Harm		No harm		10/10/25		oxygen mask sourced from another clinical area
Highlighted to staff on duty that trolley hadnt been checked
Requested trolley be restocked and checked asap				Network Services

		I16888		10/3/25		00:00		10/3/25		TSRT9.

Incorrect preset used for #1 of Lung SABR treatment.
Pelvis M20 used instead of Lung.
Dose 10mGy instead of 6.7mGy.
1st occurrence, not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		Preset amended.
Pt treated correctly.				Network Services

		I16889		10/3/25		16:00		10/3/25		witnessed fall. patient stood from toilet and fell backwards. No LOC, did not hit head
observations and BM taken. 
had flip flops on, changed to non slip socks. no injuries				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Hogan,  Rachel		Finally approved		No Harm		No harm		10/9/25		reviewed by ward doctor. physical exam, safe to mobilise back to bed with assistance of 2 
moving and handling assessment complete with lying and standing				Clinical Support and Specialist Surgery (CSSS)

		I16890		10/3/25		05:25		10/3/25		cannula was on wrist , checked cannula when the machine beeps, no flush back , bit swelling , relative said he was moving his hand frequently and kept bending ,		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/6/25		treated as extravasation, informed patient about it , try to aspirate chemo with 10 ml syringe , nothing to come back . cannula removed and marked the affected area , patient took a photo to compare as we do not have medical illustration after 5 pm . heat pack applied , no inflammation at the time of assessment , reviewed by ANP Gina and advised to provide hydrocortisone cream if any inflammation occurs , advised to apply heat pack for 20 mts , 4 times a day ,for 2 days , and advised to move hand , safety netted with hot line , made a note on diary to ring tomorrow .		Extravasation managed appropriately, follow up call made and no further issues reported from patient.		Network Services

		I16891		10/3/25		10:00		10/3/25		HCA was helping patient to the commode/bathroom to help with wash. Patient slipped and body was guided onto the bed. 
Patient reviewed by medical team afterwards.		Correct actions taken during this incident. 
Datix completed.
Observations taken. 
Medics informed.
Moving and Handling risk assessment updated. 
Falls care plan completed. 
Patient known to physiotherapy		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Slippery floor		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed. 
CWP - Fall incident form and Manual handling form completed. 
15 minute observations 
Slip socks.				Clinical Support and Specialist Surgery (CSSS)

		I16892		10/3/25		17:30		10/3/25		Patient supine on the table for a Robotic Assisted Laparoscopic Prostatectomy. Post op pressure area inspection upon rolling the patient side to side to remove sheets underneath, scrub staff inspected the back and the sacrum and identified the moisture lesion near the anus.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		Low Harm		No harm		10/6/25		Barrier spray applied in theatre. Handed over to recovery staff looking after patient to monitor. Datix form filled out.				Clinical Support and Specialist Surgery (CSSS)

		I16893		10/3/25		12:00		10/3/25		Patients relative assisting patient to the toilet, Patient expressed that her legs felt week and relative helped patient down to the floor. 
Patient reviewed by Medical team.		Medics informed. 
NIC informed.
Datix completed.
Patient known to physiotherapist services.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/9/25		NIC informed.
Medical review
CWP - fall incident and manual handling completed.				Clinical Support and Specialist Surgery (CSSS)

		I16905		10/3/25		12:30		10/5/25		tsrt9
Initial CBCT taken and moves applied. Multiple generator faults when attempting to take 2D verification image, engineers onset.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		Pt off bed to allow engineers to resolve issue, moved to other gantry. Pt re-setup and additional mechanical CBCT taken & treatment delivered.				Network Services

		I16897		10/3/25		22:40		10/4/25		Found a Cat 2 on a pt's right ear where she keep her ryles tube insitu, within the helix area.		- 7 members of staff attending upcoming TVN Away Day
- HCA away day in December, ward manager and TVN's to teach on this with recent incidents as discussion points.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		-Dressing applied. 
-TVN referral done 
-Medical illustration done. 
-SSKIN bundle updated. 
-Purpose T still outstanding.		To check NG/NJ/Ryles site at ear and nose each shift and within 6 hours of admission to the ward to identify ulcers early and provide pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I16951		10/3/25		11:30		10/6/25		TSRT9
Patients first treatment, details incorrectly recorded for the abdominal compression belt in site setup.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Saunders,  Jane		Finally approved		No Harm		No harm		10/17/25		Discussed with team who input details as to what the correct information should be, site setup rectified				Network Services

		I16959		10/3/25		16:30		10/6/25		Samples from 03/10/25 not sent and left in pod in dept 35. Discovered when arriving into dept on 06/10/25.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Berman,  Danielle		Finally approved		No Harm		No harm		10/13/25		Informed department Matron. 
Labs informed but unable to process samples. 
Patients contacted to re-arrange appointments 


Correct procedure followed.  The 6 patients who were effected were contacted.  Appointments were arranged at BCTH or Christie site.  Two patients were attending for treatment and already had a blood appointment booked.
All staff who were in the blood room that Friday were informed that as part of their daily duties staff should be making sure that all blood samples have been sent to the labs before leaving shift.  Unfortunatley we are unable to get to the bottom to why this pod was missed all staff present at the time were under the impression they had checked.  This will be discussed in staff huddle with all staff.				Network Services

		I16981		10/3/25		12:00		10/7/25		MRSA BSI 53yr old female, diagnosis Sarcoma.  
Source - UTI/? Nephrostomy 
Admitted 03/10/2025 (Friday) via AAU and transferred to Palatine same day; outlier due to bed pressures. 
Known MRSA screen positive from Dec 2024, urine positive march 2025.  
Had negative screens and bloods 2nd, 3rd, 4th September (x3) including urine no further micro until 3rd oct. Recent discharge from ward 4 10/09/2025, referred to Bolton DN team for neph care on discharge.

Risk factors - Neph May 2025, PORT i				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		10/23/25		Timeline 
There is a hotline annotation on the 19/09/2025 - haematuria for the last 24hrs, suspect infection 
28/09/2025 - CT abdo, pelvis with IV and oral contrast 
30/09/2025 - SACT treatment, bloods and PORT flush.  notes indicate the patient and their son feeling unwell the previous weekend due to eating at a hotel ? Food poisoning.  care plan completed for insertion and removal of needle. Notes state not fit for treatment 
01/10/2025 -  day admission to AACU for blood transfusion presumed delivered via PORT site, low grade pyrexia prior to transfusion.  doesn't appear to have had any blood work 01/10/2025
03/10/2025 - hotline assessment; hasn't felt well the last 2 nights.  

Initial findings 
Patient had a timlely review by micro 05/10/2025 and 06/10/2025
Patient prsecribed decolonisaiton therapy 
Inpatient nursing admission form states 'no' to MDRO 
Palatine team aware of patient, will swab neph and PORT site as wasnt completed on admission screening 

Plan 
Will contact GP and DNs tomorrow for more information regarding the hotline annotation and GP actions 
Patient flow will prioritise transfer to medical ward 
Contact Bolton hospital to see if recent admission during Sept				Clinical Support and Specialist Surgery (CSSS)

		I16982		10/3/25		10:00		10/7/25		TSRT9/ level 3/ 12i/ CF 2c/ SB 13aa/ MD 13i

Large anatomical mismatch on XVI acquisition due to incorrect SGRT prep/incorrect surface selected at set up.
Repeat XVI approved under protocol.
Additional dose to patient = 1.4mGy
Non-reportable		correction made 
patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12I Other		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		*B7 informed
*B6 realised the issue
*SGRT amended as per work instruction:
- Unselect the reference surface/s and isocentre checkbox of the plan that has finished treatment
- In “Set Treatment” view, drag the newly imported plan for treatment to the top of the 
Treatment Course Panel
*Patient set up again using correct surface
*Repeat XVI acquired		the need to follow protocol		Network Services

		I16844		10/3/25		10:25		10/3/25		I forwarded an email from Catherine Mcbain to the sponsor for the ONC201(22_DOG11_48). Her email address is as follows: rebecca.evans@thermofisher.com

It included the following patients details: 
ALAINA, Ambrin (Miss) Born: 03-Jan-1999 (26y) Gender: Female
Christie No: 202518049 NHS No: 637 796 0166				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		McCaul,  Damian		Finally approved		No Harm		No harm		10/22/25		I informed my line manager and recalled the email. I also rang the sponsor and asked her to delete the email, which she did.				Research and Innovation

		I16847		10/3/25		10:10		10/3/25		tsrt9
Machine Breakdown, patient needed to be taken of the bed for a break as they had been on the bed for 1hour 30 minutes and engineers had said it would be a further 10/20 minutes for the interlock to clear. The breakdown resulted in additional imaging being required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/6/25		Once breakdown had been recovered patient was brought back in for treatment- additional image was authorised by Band 7 prior to treatment delivery.				Network Services

		I16848		10/3/25		08:00		10/3/25		Incorrect temperate recorded on NEWS2 score observations at 07:59 - 39.8 instead of 34.8				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Hawkes,  Iain		Finally approved		No Harm		No harm		10/6/25		Correct NEWS2 score inputted at 08:18 after observations completed again - Redaction request raised with tech bar at 14:00				Network Services

		I16858		10/3/25		14:00		10/3/25		A patient was referred for an urgent MR liver scan. The referrer answered no 'implant device'. The patient was sent an appointment for 2/10/25. On receipt of appointment patient contacted MRI Department to inform us that she had a pacemaker in situ.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Incident affecting Patient		Near Miss		MR Safety Incident		Patient Implant		Patient Implant		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/6/25		Pacemaker details obtained from patient. Radiographer emailed Blackpool to request necessary pacemaker information to check if suitable for MR scan at the Christie.				Network Services

		I16856		10/3/25		10:00		10/3/25		Patient attended endocrine dept for blood transfusion. On 2nd checking of the unit of blood, noted that patient is MRSA positive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Jackson,  Claire		Finally approved		No Harm		No harm		10/10/25		Sent unit of blood back to blood bank. Contacted bed manager, reallocated to AACU. Reassessed blood transfusion booking form. Booking form amended to prompt checking of alerts prior to admission.				Clinical Support and Specialist Surgery (CSSS)

		I16865		10/3/25		14:09		10/3/25		I hanged up a Fluorouracil 320mg/m2 - 5 minutes bag before the Folinic  Acid infusion. But I realised the error as I was signing for the drug on the computer and stopped it immediately . No volume of drug has been infused.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Johnson,  Rhona		Finally approved		No Harm		No harm		10/6/25		Stopped the pump immediately
Clamped the Iv line.
Sought advise from my PEF on the unit
 Fluorouracil 320mg/m2 - 5 minutes bag ; to be infused after the folinic Acid infusion.		No harm to patient, treating nurse realised immediately and stopped the treatment before anything was administered. New line set up and Calcium folinate given as per iQemo, 5FU re-commenced once this had completed.		Network Services

		I16871		10/3/25		09:20		10/3/25		Patient was called in for a CT Chest Abdo and pelvis scan. he confirmed he was over 20 stones in weight. scan was done on the CT Siemens Definition 3 scanner and during the course of the abdomen and pelvis an anterior cut-off was noted in the abdomen bits as he had a really protruded abdomen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		patient was brought down from the scanner and kept in the waiting area. Spoke to a consultant radiologist (YJ) who recommended a repeat of the abdomen and pelvis due to the cut-off of the anatomy there. a repeat scan (Porto-venous Abdo-pelvis) was done on another scanner CT Canon Prime 1 due to this which means another radiation dose and contrast had to be given to the patient.				Clinical Support and Specialist Surgery (CSSS)

		I16872		10/3/25		10:30		10/3/25		As part of 2025 CVAD audit, came across a CVAD that still had the stitch in place over the 21days. line inserted 22/8/25 and assessed line today 3/10/25. stitch in place 42 days		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.
Dates for suture removal to be inputted on handover AH		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/12/25		Pointed out to the nurse in charge of the patient, nurse was to change dressing and remove the stitch		9/10/25- Emailed Svitlana Vasileuskaya (IPU) regarding the CVAD care plan. The care plan does not prompt or alert staff to day 21 for when the suture is due to be removed. The removal date is not shown on the review of the CVAD only if the line has been flushed or redressed.		Network Services

		I16816		10/3/25		03:45		10/3/25		Patient sustained an unwitnessed fall in the bathroom at approximately 03:45. He reported that he “slightly” hit his head during the incident. On immediate review, no visible injury, swelling, or bruising was noted. Patient denied drowsiness and dizziness. He did report feeling generally unsteady on his feet.		All appropriate actions taken post fall, observations remained stable, CT scan - NAD, NOK informed the following morning, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		After assessment confirmed no injury sustained and able to move, the patient was assisted to transfer safely to a chair and was wheeled back to bed with assistance of 2. 
During physical assessment, it was noted that the patient’s right leg had some weakness. Patient reported that this had previously been assessed by Physiotherapy and he had been provided with exercises to support mobility. Patient was wearing appropriate footwear at the time of the fall. Obs checked, tachycardic- 98, Capillary Blood Glucose: 5.6 mmol/L
Neurological observations commenced: GCS 15/15 and done every half hour, prn analgesia given, doctor on call informed.
Reinforcement of safety advice and call bell use provided, and the patient verbalised understanding.
Had been mentioned to patient earlier in the shift to kindly press call bell if need to mobilise or require any assistance as has been assessed by Physiotherapy team to need assistance of one, he acknowledged this but had mobilised independently on this occasion, same reinstated and advice given. Moving and Handling Care Plan updated,  Falls Incident care plan done. Patient agreed for next of kin to be informed in the morning.
call bell placed within reach		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17177		10/4/25		15:09		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 

NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17178		10/4/25		06:48		10/14/25		Patient received a x bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/14/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Batch number G04J176961				External Other Trust

		I17210		10/4/25		00:40		10/15/25		Patient received a  bottle of Albumin and an unknown number was documented instead of the batch number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04J146961				External Other Trust

		I16990		10/4/25		14:37		10/7/25		2 units of Platelets ordered for patient and not used.		2 units of platelets were transfused on the 4/10/25 
note patient requires HLA or HPA matched platelets. Limited information to investigate 
Cant decipher whether this was a prescribing error ?too many units ordered or incorrect units ordered		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/9/25		Platelets were wasted on the system and disposed of.				Clinical Support and Specialist Surgery (CSSS)

		I16900		10/4/25		08:45		10/4/25		unwitnessed fall
patient tried to walk self to the bathroom with frame. Found flat on back with legs and arms straight 
reports falling onto the floor on her bottom, did not hit her head
no new pain or dizziness reported. Lost her balance		All appropriate actions taken following fall, no further actions		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		Low harm		10/7/25		observations completed
resident doctor informed
checked for any obvious signs of bruising/bleeding/broken bones
skin tear found to right elbow, was not bleeding
patient waited 30min on the floor with a pillow under her head
did not want to wait any longer, sat self up and attempted to get off the floor with AO3		Nurse did not update the moving & Handling care plan will make her aware when giving DATIX feedback		Clinical Support and Specialist Surgery (CSSS)

		I16896		10/4/25		02:50		10/4/25		Patient admitted to the ward. On initial skin check, found to have MASD damage to buttocks. 
Patient aware of discomfort in that area. 

Barrier ointment applied. Mattress pump connected. 

For medical illustrations in hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/6/25		see above.				Clinical Support and Specialist Surgery (CSSS)

		I17181		10/5/25		21:16		10/14/25		Patient received a platelet transfusion which was initially received onto a RBC prescription. It was subsequently then received onto the correct RBC prescription, however the 2nd independent check was not completed. Neither were the start time or outcome completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise second independent checker incident with staff at ward meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		First and second independent checker should be completed before start of transfusion. 
Proper communication between ward and transfusion team.		Network Services

		I16910		10/5/25		11:00		10/5/25		Patient moving and handling questionnaire not added by day unit staff (paed GA). Noted after #1 by staff member who had carried out the treatment prep task (by chance upon double check as treatment planning and treatment prep completed in quick succession). 
Also to note this therefore means it was missed at pre-treat, prep, first day chat and #1 stages. Task however was definitely added by pre-treat staff and was just missed/not completed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Simms,  Leanne		Finally approved		No Harm		No harm		10/28/25		Escalated to B7, M&H check added to care path for following day (allocated to day unit) and alert added to pt's notes for urgency/for gantry staff to double check the following day.				Network Services

		I16908		10/5/25		10:15		10/5/25		TSRT9

Interlocks on PTC when treating G40_T0 beam, table lost compensation.
Additional imaging acquired 1x 2d pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/7/25		2d imaging				Network Services

		I16903		10/5/25		03:30		10/5/25		Patient walked to toilet alone and fell in the entrance of toilet. she said she could not stan and fell on her bottom. she has back pain .				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Williams,  Louisa		Incident being managed locally		No Harm						brought her back to bed. vitals monitored  and recorded. informed doctor on duty.				Clinical Support and Specialist Surgery (CSSS)

		I16904		10/5/25		05:00		10/5/25		Patient  fell down  when she was trying to go  to toilet early in the Moring as soon as she woke up from sleep. Witnessed  fall, patient fell down in front of staff member who went to attend her bell.
patient is mobile with stick/wheel chair /Ax1 and she has been assisting the whole night with toileting needs. however she comes  out of the bed and  tried to walk  with stick to the toilet by the time  staff attend her bell AND FELL		Encouraged patient to wear suitable footwear and to wait for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Paterson,  Ruth		Finally approved		No Harm		No harm		10/7/25		Assessed thoroughly for any bruises , bleed or any injury
post fall protocol followed
observations checked and recorded
assisted the patient to come back to bed after excluding spinal code injury 
informed duty doctor for urgent review, seen by duty doctor and assessed,
moving and handling done 
advised the patient to call and wait before mobilizing
Fall care plan initiated
will inform relative with patients consent		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16918		10/5/25		13:36		10/6/25		First name spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		No harm		10/6/25		New sample requested at 14:30 via phone				Clinical Support and Specialist Surgery (CSSS)

		I16919		10/5/25		09:44		10/6/25		Sample bottle expired.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested.				External Other Trust

		I16912		10/5/25		08:00		10/5/25		Noted patient has a blister on the outer left heel on A-E assessment				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		Low harm		10/10/25		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage.		Repose wedge applied under calves, heels elevated off mattress / any pressure 
Nurse in charge made aware 
Medical illustration / tvn tomorrow
TVN assessment today 06/10/25- Reabsorbed DTI to the outer left heel, No sign of broken skin or pressure damage on review today, discussed with Susy Pramod and incident changed to category 1 pressure damage		Clinical Support and Specialist Surgery (CSSS)

		I16913		10/5/25		16:00		10/5/25		Patient is on ward 10 needed immunoglobulin  giving today as per iqemo and consultant advise, I was asked to help as noone trained on iqemo on ward 10,
after commencing the drug I realized it was different brand to ,what was specified on prescription.
Panzyga given. Privigen brand prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Thorne,  Hazel		Finally approved		No Harm		No harm		10/6/25		Pharmacy on call contacted, duty manager contacted. Patient observation taken.
out of hours pharmacist also consulted the haematology pharmacist .
I was advised that this was okay and it is same drug , different brand.
Patient infusion rate given as per Panziga protocol		increase of Ivig within surgical field and out of hours 
Additional training required for Iqemo training and management of immunotherapy patients  
Staff members  to reframe from prescribing by brand name to reduce error or to re-prescribe based on trusts current stock		Clinical Support and Specialist Surgery (CSSS)

		I16914		10/5/25		17:00		10/5/25		Patient had wanted to self D/C earlier in the shift, stating that the Dr stated that she could leave once ECG done and awaiting TTOs.  Confirmed with Drs they insisted on her to remain in.
Left ward approx 16:00. Stated coming back to ward, reminded that they had a cannula in that she should not leave hospital with cannula in situ.		None required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Approx 17.30 staff nurse rang, message left as no answer.
Attempted to call at 19:00, no answer.
Rang husband explained tried to contact his wife. Husband very upset and frustrated.
Then explained that if she didn't want to stay inthat we would not force her, but we needed her to come back to remove cannula, understood that they're frustrated
He then stated she 'worked in radiology and will remove cannula herself'.
Repeated that we would like her to come in allow us to remove cannula and she can self discharge
He said she would do it herself and then hung up the phone.
Escalated to Dr Avanti on call, also escalated to nurse in charge		The patient is provided clear expectations time of admission during medical reviews. 
Nurses involved tried to resolve the situation within their means at time of event. 
The patient had capacity and was given explanation of rationale for admission and why leaving was against medical advice. 
It was the patients decision to leave despite this information. 
NOK was informed, and the patient was with him at the time of contact so the patient wasn't 'missing' as such. No further escalation indicated. 
Ward staff escalated appropriately to Nurse in Charge, Duty Manager and Medics.		Clinical Support and Specialist Surgery (CSSS)

		I16916		10/5/25		22:30		10/5/25		I gave a dose of aciclovir 250mg as a push instead of an infusion. I made it up to 20mls saline as patient was fluid restricted (this is an acceptable dilution according to medusa) however I administered it as a push instead of an infusion over an hour. The mediation should have been given over an hour

Medusa "IV infusion (undiluted):
In fluid restricted patients only, aciclovir may be given undiluted (25mg in 1mL)(11) via central venous access device."				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Dr informed once I realised, Dr had no concerns, NIC also informed.				Clinical Support and Specialist Surgery (CSSS)

		I16974		10/5/25		00:00		10/7/25		TSRT9
2D acquisition tone and only 1 image appeared. Repeat attempt- no image appeared-escalated to superintendent at 1st attempt- decision made to used a CBCT to verify position. Additional CBCT dose & Additional 2D KV pair given.- this datix is in addition to I16906- filled out for 'Additional Mechanical CBCT'- this Datix is in relation to the 2D acquisition resulting in an additional 2d Kv Pair				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/27/25		contacted MCR logs requested.
Expected for 1# 0.090421906 x2= sup ISO 0.180843812
0.216013128549171 x2=Inf Iso 0.432026257098342

Total expected= 0.612870069098342/ #
Total Delivered= 0.341443811427291

X2 lat Head doses= 1 image appeared 1 did not- dose given each time

Additional CBCT used to verif- therefore additional 3D and x2 additional Lat Head doses (unusable & did not appear)				Network Services

		I16987		10/5/25		00:00		10/7/25		1 unit of Cryoprecipitate ordered but not used.		Increased awareness of handling blood products to be highlighted to team in monthly newsletter		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Informed AAU and wasted product.		Unclear from findings how additional unit was ordered and not used. Nonetheless importance of not wasting blood product (and financial implications of doing so) to be highlighted to team		Clinical Support and Specialist Surgery (CSSS)

		I17183		10/6/25		12:53		10/14/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/14/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17141		10/6/25		09:13		10/13/25		Group and screen sample mislabelled.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		10/15/25		New sample requested via phone at 09:53				Network Services

		I17226		10/6/25		15:18		10/15/25		Unit of platelets collected from the blood issue room, and CWP not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Transfusion practitioner requested laboratory compatibility form from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I16963		10/6/25		18:00		10/6/25		Patient complained of feeling lightheaded to staff member whilst walking with frame.
Collapsed towards staff member, lowered safely to the ground.
Unresponsive for around 2 mins.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Bradburn,  Anne-Marie		Finally approved		No Harm		No harm		10/8/25		Doctor informed.
Observations recorded.
Blood sugar obtained.
Cannulated with bloods.
Fluids commenced.
Moved safely to bed area.				Network Services

		I16964		10/6/25		19:00		10/6/25		TSRT9/level3/12f/ cf1c/ SB 13aa MD 13z
#1 m10 6.2mgy image taken, unable to see sup tumour, and patient had 5 degree rotations.

m20 filter required to see both prescribed PTVs

re-set  up and image with correct filter, rotns good - ptvs covered

treatment delivered without event

1 additional imaging event		corrective action

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Davies,  Julie		Finally approved		No Harm		No harm		10/17/25		Band 7 called - rotns and difficult to match - 2 lesion not covered, clip box off image.
Additional image note added.
Re- imaged with correct filter - and patient re-set up		field imaging lentgh insufficient

review all PTV		Network Services

		I16965		10/6/25		14:00		10/6/25		New C2 found on patient buttocks - reviewed by TVNs and accessed as MASD		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		TVN referral 
Med ill 
datix 
purpose T		Staff reminded to check and review TVN cwp annotations and print out wound care plan so correct advise followed.		Clinical Support and Specialist Surgery (CSSS)

		I16966		10/6/25		19:00		10/6/25		Pt attended XRT with stitches on his head and informed the treating team his partner had hit him with a vase and threatened to kill him.		Radiotherapy department referred to the safeguarding team. 
Safeguarding team liaised with Wythenshawe Safeguarding Team to ensure that appropriate action had been taken. 
Police involvement. 
Referral completed by Wythenshawe to adult social care.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Moderate harm		10/17/25		Long discussion with patient and his sister, police are involved and partner has been arrested and sectioned due to deteriorating mental health. Partner will not be returning to his house and he will change to locks, sister very supportive and has taken time off work to stay with patient. Patient visited Stepping Hill A+E and their safeguarding team are aware, review team informed but were happy to not review patient as already assessed in A+E. 
He assured me he is safe and has supportive family and friends, patients last # therefore signposted to Maggies and hotline number provided. Discussed at length support available and mentioned he will contact his GP to access this. 
Patients consultant and safeguarding team informed via email, anno in CWP.		Appropriate action taken by radiotherapy team by referring to The Christie Safeguarding Team.		Network Services

		I17015		10/6/25		12:00		10/8/25		Ordercoms number 9373555, 9372973, 9372976.  Urine ACR, Osmo and UPCR.  All three stickers received on 1 sample and bag, which was a microbiology bag.  Some samples state the time on them as 1am some say 10am.  These are biochem tests and should have been in the clear bags, however 3 barcodes on one sample is not right.  Unable to process as analyser cannot read 3 barcodes on one sample.  Should have been either 3 sep samples or one label with all the tests on.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Error logged. Booked in and all tests booked in on the request number ending in 555				Clinical Support and Specialist Surgery (CSSS)

		I17017		10/6/25		08:00		10/8/25		Ordercoms number 9373315 & 9373318.  FBC sample received with biochemistry label on and biochemistry sample received with FBC label on.  Both unsuitable for processing.		A task and finish group has been created by the trust to look at ordercom incidents. Improvement and action plans will be discussed by the group		The Christie NHS Foundation Trust / Other / Photopheresis Department						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		11/6/25		Error logged, booked in with a comment in synergy stating why samples were rejected		The right label should be used for the right sample		Other

		I17020		10/6/25		13:00		10/8/25		Pharmacist covering AAU was alerted by Pharmacy tech that patient was taking Fludrocortisone 50mcg but prescribed as 500mcg (10x dosing). Confirmed with consultant on ward no plan to increase fludrocortisone.

Noted that 2 doses administered.		Findings and lessons fed back to A.P lead of medical staff and EPMA team 
Lessons learnt disseminated to all nursing staff on AAU to ensure they are querying prescriptions, particularly in light of the nursing staff giving the correct dose in this case but not ensuring EPMA was changed to ensure correct and safe dose received going forwards		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Immediately queried with treating nurse and confirmed that half of a ward stock 0.1mg given - therefore patient actually received 50mcg the correct dose. 

Explained to the nurse re prescription error and did the calculation with her.

Amended dose on EPMA as soon as possible		-Combination of incorrect (x10 dose) prescribing error on admission together with nursing staff not querying dose/administering substantially higher dose than is typical.

-Incident occurred over the weekend with reduced pharmacy reviews/cover, potentially leading to delay in identifying issue until weekday

-2 x medical ward rounds did not pick up on prescribing error prior to pharmacy identifying error on Monday. 

-Nurse who administered doses was involved in discussions at time of event and told reporter she had given 50mcg not 500mcg despite EPMA record. 

- Medical team informed at time of incident, deemed no harm to patient		Clinical Support and Specialist Surgery (CSSS)

		I17009		10/6/25		08:00		10/8/25		Ordercoms nummber 9373017.  Virology sample in with biochem/haem samples.   (Please note that microbiology samples go in the blue bag and are sent to Salford.  Virology samples go in the red bag and are sent to MRI.  Biochem/Haem samples go in the clear bags and are processed here)  This sample was delayed getting to MRI as it was found in the biochem pile due to being in the wrong bag.		To follow up with training of ordercoms and action plans		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Error logged, booked in and sent to MRI with a delay due to being in the wrong bag/pile		The right bag should be used for the right sample		Network Services

		I16917		10/6/25		02:55		10/6/25		patient found near to toilet floor when went  to do 15 min  check  since patient  was  confused  intermittently and assistance of 1 to 2.noticed  stool in the toilet , probably fell when trying to get  back to bed after  using toilet. patient declined banging of head or pain, post fall protocol followed.		All appropriate actions taken post fall, reviewed by medical team, no further actions necessary, encouraged patient to ask for assistance		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/16/25		observation checked .
full body assessment done for any bleeding or signs of fracture
excluded spinal cord compression
assisted to get back to bed 
lying  and standing not done since patient was not able to stand , Ax2 , M$ H updated , referred to PT,OT
requested urgent  doctor review 
 CT scan done  to rule out head injury or fracture since patient confused
1:1 care provided		None identified		Clinical Support and Specialist Surgery (CSSS)

		I16925		10/6/25		08:04		10/6/25		Surname spelt wrong on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/6/25		New sample requested at 09:20 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I16953		10/6/25		13:45		10/6/25		Phone-call from Renal CSN regarding her patient who needed an iron infusion - patient had been waiting for a phone call regarding an appointment time and where to attend for the infusion since 0800 this morning - patient had been added to our teams list for an iron infusion but no time on there, we were unaware that the patient hadn't been given an appointment time				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Pabial,  Suneil		Incident being managed locally		No Harm						Patient aware we close at 1600 as we are an outpatient ward - is attempting to get to us for 1500 to have her iron infusion as planned - CNS aware that if patient is unable to get to us before 1500 that they would need to be re-booked.

For DG2 to review - patient was due to be booked an iron infusion - not part of R&Bs booking process.				Network Services

		I16954		10/6/25		09:00		10/6/25		Patient did not receive TPN night of 5/10/25, TPN script states wrong TPN bag in fridge - Triomel N4 in fridge but pt was only due to have this on 3/10 and then change to Triomel N9 from 4/10.
Script was written up and handed over to pharmacy on 3/10. 
Only Triomel N4 was written up on EPMA for the 3 days.		Pharmacy, dieticians and clinical teams to liaise to ensure completed in a timely manner to ensure no TPN is missed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/13/25		Checked CCU fridge and ward 10 fridge - none on CCU. 1x N4 on ward 10. 1x Triomel N9 in fridge with no name on.
Discussed with staff nurse looking after patient today.
Discussed with pharmacy tech covering ward 10 today. 
Datix input.				Clinical Support and Specialist Surgery (CSSS)

		I16955		10/6/25		14:45		10/6/25		Scanned patient with contrast in CT department. He was ok when I finished the scan. Told him to wait outside for 15 minutes to take out the cannula. When I went to retrieve next patient, the previous patient was having difficulty in speaking. A colleague mentioned that this has happened before, and I reviewed the last scanned form. Symptoms were not immediately recognized as indicative of a stroke, which led to delay in calling crash team.		06/10 - CSSS  Governance. Due to the seriousness of this incident, and that the potential outcome for this patient is a temporary loss of function/ increased length of stay in hospital, because of an intervention the Trust undertook, I have recategorized this incident as 'Moderate harm'. 
This triggers the need for an urgent 72 hour review to be completed. This will then be discussed at DPSIG, 9am Monday morning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Iddles,  Sarah		Finally approved		No Harm		Low harm		10/16/25		Called crash team.				Clinical Support and Specialist Surgery (CSSS)

		I16956		10/6/25		15:15		10/6/25		Patient called the trust to let us know., she had received a letter addressed to herself, but the content was for another patient. The patient read out to me the contents of the letter regarding the patient`s details. The other patients` surname is the only evidence of that it was for him as well as the contents that are on CWP. The letter I have attached below is the one that was sent to this patient .		The correct letter has been sent to the patient. She has returned the original incorrect letter and this has been placed in the confidential waste.		The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Near Miss		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/21/25		I have asked the patient if she wouldn`t mind sending the letter back to the christie, which she said she will. I have spoken to another member of staff to make them aware what as happened. The secretary I spoke to is covering for the secretary that is on the letter. They said they will send the letter out to the correct patient.		Be careful and double check when copying into a letter from email or CWP.		Network Services

		I16957		10/6/25		12:46		10/6/25		Patient has been self administering the wrong dose of Sotorasib since she last collected her medicaiton. 
Has been taking Sotorasib 960mg (total dose) since 20/10/2023 
This lady has only ever known to take '8 tablets' was usually dispensed 120mg tablets however at her last collection was dispensed 240mg tablets and therefore supposed to be taking only 4 tablets. 
She has continued to take 8 tablets and therefore inadvertently doubled her dose accidentally.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Incident affecting Patient		Harm		Medication incident		Self administration		Dose or strength - wrong/unclear		Pabial,  Suneil		Finally approved		Low Harm		Low harm		10/8/25		Appropriate medical team informed. Patient contacted and informed. Advised to omit her medication for 1 week. Will attend the Christie today to have her bloods checked.				Network Services

		I16958		10/6/25		14:00		10/6/25		A patient was prescribed citalopram 30mg OD tablets on EPMA chart. However, patient sources identified the patient is taking Venlafaxine OD. Patient confirmed she takes the Venlafaxine capsules and she had her own meds with her. EPMA administration records showed patient took "citalopram 30mg" on 6th October however patient confirmed she took her own meds (Venlafaxine) that morning. Dr incorrectly prescribed Citalopram for Venlafaxine & also overseen by nurse to recorded administration on EPMA		email sent to all registered staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Drug/medicine - wrong		Marley,  Heather		Finally approved		No Harm		No harm		10/30/25		Informed pharmacist and prescriber to remove and amend. To prescribe Venlafaxine instead.		as per similar datix - nursing staff to be alert to the medication that patient is taking to ensure correct medication is prescribed and given		Clinical Support and Specialist Surgery (CSSS)

		I16945		10/6/25		10:15		10/6/25		Patient booked in for radiotherapy at 10:15 on 6/10/25, unfortunately due to an oversight in cardiac physiology booking process this appointment wasn't scheduled. Cardiac physiology had full schedule (Radiotherapy, Surgery and MRI). Cardiac physiology kindly agreed to attend once other patients appointments had been completed.

Apologised to patient, estimated availability of 11:30 passed on the patient, this was revised to 12:00 (at 11:00).

Cardiac physiology attended at 12:05.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Constantine,  Marvin		Incident being managed locally		No Harm						Discussed with cardiac physiology and patient to provide an estimated time for treatment.

Cardiac physiology to look into booking oversight.				Network Services

		I16946		10/6/25		08:45		10/6/25		DTI to spine and Sacral area. Not present on admission. Pt is on the End of Life pathway.		As above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/29/25		Clinical Web Portal Pressure sore risk assessment updated. TVN ref sent. Pump connected to Mattress. Medical Illustration N/A as pt is on the End of Life pathway. Kerra pro applied to spine and Sacral area. DTI does not appear to be the cause of pts pain. Repositioned form Back to Left side. Band 6 Nurse Natasha also agrees that pt has a DTI.		Contacted TVN Matron 29/10/25 (and discussed with Ward Manager AAU previously during investigation). DTI attributed to end of life changes. 


Learning to be fed back to staff: 
Update PURPOSE T when patients condition changes (in this case risk assessment missed at time that patient transitioned to EOL). Although PURPOSE T is updated when DTI is identified. 

Elements of learning in documentation of actions taken in response to risk identified 
Across 3 day admission, staff consistently identified/annotate patients skin as significantly vulnerable but there is no documentation of additional measures taken to mitigate risk (for example increased frequency pressure relief given, pressure relieving cushions utilised, barrier cream applied, kerrapro pressure reducing pads applied etc etc). As above, DTI a result of end of life changes but pressure area care learning can be taken forward from this incident		Clinical Support and Specialist Surgery (CSSS)

		I16948		10/6/25		12:41		10/6/25		TSRT9
Patient set-up without the knee step outlined on the site set-up. Cone beam scan taken and realised knee step not present. B7 called and patient rescanned with knee step in. Pelvis M20 filter used. Additional dose to patient 10mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/7/25		B7 called, patient re-set up using correct immobilisation. Repeat scan acquired.				Network Services

		I16949		10/6/25		12:00		10/6/25		tsrt9 level 5 6d md13a cf1d
Patient attended for treatment as per 5# prostate SABR schedule. Change form put in on Friday afternoon saying treatment now for 20# and deferred until Wednesday. Change form stated patient aware of changes and 'Reg confirmed they will inform pt no longer for SABR and give new start date.' Patient not been called and not aware.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		6D Communication of appointments to patient (including requested changes following initial booking)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Apologised to patient for lack of communication. Provided new start date/time and explained treatment was now planned for 20#. Have advised somebody from urology team will call to explain changes as per stated in change form (no updated documentation as to why # changed in patient's clinical notes so unable to provide information). Emailed consultant/registrar to contact pt. Datix completed.				Network Services

		I16950		10/6/25		00:00		10/6/25		TSRT9/ Level 5/ 7C
Patient CNS consultation note in CWP dated 3/10/25-  incorrect patient details and patient identifiable information present (patient 2) in wrong patient (patient 1) notes.		Incorrect patient detailed entered in CWP note. Member of staff informed who then ensured  Note redacted and entered into correct patient notes		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		7C New patient: generation of notes (including their availability as required across the patient pathway)		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/7/25		Email sent to Key worker who made the note- to remove the note from patient 1's notes and add to patient 2's notes and Datix submitted				Network Services

		I17654		10/6/25		08:44		10/29/25		Referral from the treating paediatric oncologist at Royal Manchester Children Hospital back in July to review patient for consideration of radiotherapy. An email to me on 11/08/2025 and followed up on 13/08/2025 by our admin team asking how I would like to proceed. These 2 emails were overlooked by me as I was on leave and did not look back when I returned until the referrer emailed me directly asking about this case.  This brought patient back on track after about 2 months of delay.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Edwards,  Thomas		Incident being managed locally		No Harm		No harm				Discussed on MDT, planned arranged (by medical oncology team). Further discussion happened today (29/10/25) at GMOSS MDT and agreed that I see patient in clinic to discuss pro and cons of radiotherapy. Patient was not seen by me before, so the duty of Candour not yet done.				Network Services

		I17228		10/7/25		02:40		10/15/25		Unit of RBC's collected from the blood issue room, however the prescription on CWP was not used to complete the safety checks.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Security						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/15/25		Laboratory compatibility form requested from lab.
Able to confirm traceability using the corresponding laboratory compatibility form.				Capital, Estates and Facilities

		I17163		10/7/25		11:30		10/13/25		TSRT9
1x Additional 2d image pair acquired on review of logs post treatment. Logs indicate additional A/P and Lat image acquired. Confidence tone heard online but no image appeared on P2VA.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Reported to operational lead, activity capture updated.				Network Services

		I17206		10/7/25		13:55		10/15/25		Patient received a unit of RBC’s and starting information or no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		discussion held with RN who completed this transfusion, communicated with the team also so same error is not made.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Starting information estimated as the prescription will not close without this being documented.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		to look over all transfusions checklists when staring and to complete at patients bedside. 
RN doing transfusion should prioritise NEWS recording.		Clinical Support and Specialist Surgery (CSSS)

		I16986		10/7/25		11:58		10/7/25		TSRT9
Inf isocentre. x4 failed attempts at 2DKV acquisition. No confidence tone on first attempt, for remaining 3 attempts confidence tone heard. Generator interlocks present. 
Approximately 17 minutes downtime due to imaging issues. 
After 4th unsuccessful attempt decision made to use CBCT for initial and confirmation image (x2 additional mechanical). Panel A used as this was successfully used for SUP iso cbct. 
No further issues.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Online input from superintendent radiographer and MCR throughout
MCR attended in room after treatment.				Network Services

		I17000		10/7/25		12:00		10/8/25		Paper lab request form received with incorrect hospital number written on for patient.  Was booked in under the incorrect patient but then modified and sample rejected by lab with comment in synergy as it did not comply with laboratory acceptance policy.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Roberts,  Philip		Finally approved		No Harm		No harm		10/29/25		Staff member  came up to ask if sample could still be used with a correct form.  Informed duty biochemist and sample was processed according to laboratory protocol.				Network Services

		I17022		10/7/25		08:00		10/8/25		Ordercoms number 9374489.  Microbiology urine sample received with incomplete patient demographics. - looks like the printer is out of line and chopping of details.		To follow up actions re ordercoms themes and trends		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Phoned ward and asked them to come and re-label sample as it cannot be sent due to incomplete demographics. Sent to Salford at the end of the day with a delay as the staff didnt relabel it during the morning.		To follow up actions re ordercoms themes and trends		Network Services

		I16991		10/7/25		13:00		10/7/25		Patient attended for Cycle 6 immunotherapy injection. he drove and was escorted into Hospice by Police due to dangerous driving. Patient was unsteady on feet and shoes on wrong feet. Patient did not wish to hand over car keys but was warned by Police that if they attempted to drive they will be arrested.
Patient agreed not to drive and gave verbal consent to have next of kin and medical GP and team to be contacted. patient was oblivious to the severity of the situation.		Patient was encouraged not to drive.
Hospice facilitated communication between police and the patient.
Police have notified DVLA.
Patient was safety netted and have subsequently been admitted to another hospital with pneumonia. 
Wife was called to ensure patient returned home safely and ongoing communication between hospice, treating team and wife.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		Near Miss		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		No Harm		No harm		10/17/25		Physiological measurement checked. Personal details of Next of Kin, GP details and oncology team  provided to police officers. explained situation to Patient and the importance of not driving.
Oncology consultant emailed and note completed on clinical web portal.		No specific learning but appropriate action was taken to safeguard both the patient and the public.		Network Services

		I16970		10/7/25		09:10		10/7/25		wrong ecg added to patient
Female Patient A  2025215866 has Male Patient B's 202520021 ecg on cwp.		All staff reminded of importance of correct documentation and handling of clinical notes and their place in healthcare- including the diligence required to ensure documents are filed/uploaded correctly		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		10/22/25		Incorrect Christie Number for patient A - please resubmit with correct number so we can investigate.

ECG removed from patient record and added to correct record via tech bar				Clinical Support and Specialist Surgery (CSSS)

		I16984		10/7/25		11:55		10/7/25		I was asked to upload a document onto CWP by a secretary. Upon scanning and uploading the document, I realised that there were several dates present on the document, and that, in the context of the document, I had inputted the wrong date as the clinically relevant one.		The staff member recognised the mistake straight away and rectified it by requesting tech bar remove that and scanned into the correct date.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		10/14/25		I first took note of the time, and then contacted the secretary to confirm which date was the correct one. Upon the secretary replying, and confirming that the date was incorrect, I began the Datix process. Upon completion, I will also submit a redaction request to Tech Bar.				Network Services

		I16976		10/7/25		10:39		10/7/25		Monitor access to CWP request made to clinical trial using wrong DOG number. Monitor accessed CWP and saw list of patients for wrong clinical trial. Monitor clicked on top patient and saw main CWP home page then informed CTC and logged out of CWP.		None needed as inputter error		The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Tech Bar				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data of wrong data subject shown in client portal		Taylor,  Claire		Finally approved		No Harm		No harm		10/20/25		Monitor logged out of CWP whilst CTC watched. CTC asked monitor not to log back into CWP. CTC informed manager who contacted CTC who made request for access to CWP. CTC who made original request to CWP checked request and realise incorrect study DOG number entered. CTC informed tech bar who asked the CTC to contact research systems to amend CWP monitor access request to correct DOG number. CTC also rang study monitor to apologise and check what monitor accessed on CWP. Monitor confirmed they saw a list of patients on another trial and clicked on the first patient and saw their main home page on CWP.		None needed as inputter error		Research and Innovation

		I16977		10/7/25		10:10		10/7/25		Patient was due endocrine bloods and then treatment. However, was treated before bloods and then too late (10am) for endocrine bloods (needs to be between 8.30-9.30am).
Patient will need rebooking ASAP for early bloods and appointment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Kirk,  David		Finally approved		No Harm		No harm		10/28/25		CSW identified timing too late and did not take bloods - correct action				Network Services

		I16980		10/7/25		11:40		10/7/25		An operation note was received for the patient and uploaded to patient's record but on the incorrect date				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		McGillion,  Annemarie		Finally approved		No Harm		No harm		10/20/25		Document re-uploaded to the correct date. IT requested to remove original uploaded document from incorrect date.				Network Services

		I16993		10/7/25		09:00		10/7/25		Patient brought into theatre, on prepping the abdomen it was noticed that under a fold patients right side moisture lesion/ crack in skin with some redness and ? fungal infection.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Periwound dermatitis		Madden,  Sarah		Finally approved		No Harm		No harm		10/8/25		Micro biology swab taken and sent to lab, skin prepped  operation continued as per case. post operatively the area was cleaned and skin barrier spray applied , handed over to recovery advised may need medical illustration.				Clinical Support and Specialist Surgery (CSSS)

		I16994		10/7/25		11:30		10/7/25		within rehab session seeing inpatient on palatine ward. patient sat on edge of bed with  AO3 therapists. when moving forward on edge of bed therapist in position behind patient not fully prepared for movement and patient had slow uncontrolled movement forward of trunk - patients head made contact with therapist in front (therapist bent over so contact with therapists back) 
this was a slow light impact which patient reported caused no harm and therapist could not see any sign of injury.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/9/25		checked patient for any signs of injury, checked how patient was feeling. patient felt well and was happy to continue with rehab session.
at end of session handed over this event to Nurse on ward looking after patient and documented event.				Network Services

		I16996		10/7/25		00:00		10/7/25		Following a pt phone call and feedback from a Gynae CNS at a nearby trust it became apparent that when patients were having OPAs in the Gynae CO Nurse Led 6 wk tel FU clinic there was not clear communication back to their 'home' trust asking for ongoing FU to be arranged.  The concern was that this breakdown in communication between 2 organisations could have led to patients being lost to FU				The Christie NHS Foundation Trust / Network Services						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Cox,  Margaret		Learning response required		Low Harm		No harm				The clinic was audited from Jan-Sept 2025, a total of 122 consultations.  In 74 cases there was no clear communication back to the referring Gynaecologist.  All trusts concerned were contacted and this found that 13 patients have not had a subsequent FU arranged, for 12 this is now being organised and there appears that there has been no apparent harm to pts (see attached document).  The13th had a delayed FU and in that time has presented with cancer recurrence.
The nurse running the clinic was informed of the issue and from 16/9/25 inserted back into every clinic letter a standard phrase 'Action Needed by referring [Gynaecologist[insert name]/Secretary [DICTATE]] please arrange follow up as per your local policy'.  The team is looking at other improvements to to the letter ie inserting the tel no. for the Gynae CNS from the patient's local trust and stating 'If you do not hear from them in the next 2-3months or have any new concerns related to your cancer please contact your Gynae Nurse Specialist ' so there is an extra safety net.  Also all the Gynae CNS's at other trusts have been given the option of being Cc'd in to the letter.  There has been a subsequent meeting with the nurse concerned who will use this incident for reflection and learning				Network Services

		I17108		10/7/25		15:14		10/10/25		No year recorded for date taken on sample.		To discuss at weekly incident meeting
To introduce scan for safety to minimise incidents		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Name should be properly documented on sample before sending to the lab		Network Services

		I17102		10/7/25		13:00		10/10/25		Patient due EOT muga scan , this was cancelled .Patient made aware but research team not informed . this is therefore out of protocol window.				The Christie NHS Foundation Trust / Network Services / Nuclear Medicine						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Harris,  Andrew		Incident being managed locally		No Harm		No harm				escalated to manager and PI				Network Services

		I17076		10/7/25		10:08		10/9/25		TSRT9/ 13F/ Level 3/ SB13i/13AA/ CF1C
Noted prior to #4 when reviewing images.
On #2 (7/10) and #3 (8/10) patient had blankets/ a bair hugger covering them anteriorly.
These materials were in beam path for G355, G330 and G305
Not picked up at systematic or online.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Redfern,  Matthew		Finally approved		No Harm		No harm		10/22/25		Escalated to superintendent radiographer.
Alert added, and comment added to image review document to aid appropriate placement of blankets. 

Discussed with duty physics verbally- Journal note added in retrospect 'Dosimetric review carried out for the impact of patient having a blanket covering the beam path on #3 of treatment on 15th October 2025. Due to being a single fraction of 23# treatment and low density of the blanket. No dosimetric concerns were identified with regards to the overall plan dosimetry.'				Network Services

		I17068		10/7/25		08:30		10/9/25		When raising patient bed accidentally knocked oxygen on the wall causing it to snap in the oxygen vent. Unable to stop Oxygen leak from the wall.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Estates, Matron on call, security and medical physics and fire safety informed immediately for support. 
Patient moved to corridor, was not on oxygen and transferred to another ward until fixed.
Windows opened in the SR and door kept shut where possible. 
Leak slowed down by medical physics and problem identified. Did not need to turn off oxygen supply to the ward and managed to fix the problem by 2pm the same day. Room operational and safe for use 2pm onwards.		Accident, nil lessons learnt.		Clinical Support and Specialist Surgery (CSSS)

		I17037		10/7/25		13:00		10/8/25		Query medication given that was out of date.		Medication sent from RMCH for BMT patient undergoing TBI. Nurse noticed medication out of date when going to administer. Thus further medication ordered from pharmacy, 
Fed back to RMCH that medication is out of date		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Expiry date - passed/omitted/wrong		Pask,  Elizabeth		Finally approved		No Harm		No harm		10/21/25		Medical team informed.				Network Services

		I17671		10/7/25		14:00		10/30/25		On cycle 1 Carboplatin and Etoposide, she had IV Carboplatin and Etoposide on Day 1 and oral Etoposide Day 2 and Day 3. 

On cycle 2 onwards, Etoposide prescribed oral for Day 1, 2 and 3. 
Patient not verbally informed about this when supplied with TTO's and did not take day 1 oral Etoposide. Instructions on box of Etoposide did state to take on Day 1, 2 and 3 but she did not realise this. 

This also happened again on cycle 3 29/10/2025.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Escalated by patient 30/10/25. Clarified with parent oncology team that she can take Etoposide Day 2, 3 and 4.		Nurse doesn't recall patient but has been made aware to go through all TTO's with patients regardless if they have had medication before. SEIPS discussion carried out.		Network Services

		I17207		10/8/25		16:23		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meetin		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17299		10/8/25		00:12		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP  post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17501		10/8/25		14:49		10/23/25		tsrt/level 3/
4d lung noted after started scan that pitch had not been amended was set at default pitch				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hannelly,  Lisa		Incident being managed locally		No Harm						Staff paused scan and called b7 who advised that they should terminate scan and start again with correct pitch 
dlp from first scan was 14.8mgy 
This was first occurrence of additional exposure due to protocol failure				Network Services

		I17041		10/8/25		19:35		10/8/25		Test injection was performed and patient felt okay. However when during the contrast injection contrast was not seen at on the image and scan was stopped. Local swelling was observed in keeping extravasation. This happened at PR2 Pat-seed CT.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		Low harm		10/14/25		Contrast injection and monitoring scan was stopped. Explanation  was given to patient on what has happened.
Cannula was disconnected from injector and attempt was made to aspirate with 10ml syringe. Cannula was then removed and the area marked with skin pen. Cold pack was applied and arm elevated.
Consent was obtained and consent form completed with the patient and photograph taken.
Extravasation leaflet was given to the patient and follow up plan was discussed.				Clinical Support and Specialist Surgery (CSSS)

		I17039		10/8/25		19:30		10/8/25		Pt attended AACU post pharmacy closing hours
Needed 10 days Dalteparin 15000 from emergency drug cupboard however no stock available
On call pharmacy states likely 1 hr before a script can be dispensed as she is not on site.		forms must be completed by staff out of hours to ensure stock is replenished and available for ongoing use by other colleagues when needed. This needs to be disseminated across the trust to all teams that make use of the Emergency cupboard stock outside of pharmacy opening hours		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Watt,  Loretta		Finally approved		No Harm		No harm		10/9/25		Stat dose given
Husband will collect remaining script tomorrow		Clinical staff taking items from the Emergency cupboard should ensure a sheet is completed to ensure stock is replenished by the pharmacy team		Clinical Support and Specialist Surgery (CSSS)

		I17033		10/8/25		10:44		10/8/25		Patient had procedure for TAH, BSO, Omentectomy and Appendicectomy - Anaesthetist requested for the surgeons to have Rectus sheath catheters for this patient at the WHO brief. Both rectus sheath introducers were inserted followed by inserting the catheters, upon pulling back the white plastic - the right side plastic snapped leaving 5cms of the plastic inside the patient and the surgeons had to create a bigger excision and forceps to remove the foreign object.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Myriokefalitaki,  Eva		Incident being managed locally		No Harm						Completely removed the rectus sheath catheter from the right side only. Packaging kept and images taken of the medical equipment to be reviewed. Surgeons refuse to use the catheters for their next case.				Clinical Support and Specialist Surgery (CSSS)

		I17034		10/8/25		14:00		10/8/25		Patient attended for #2 SABR, set up immobilisation used as per site setup. Rad noticed that there had been a large post verification vert shift on #1 (+2.2). When checking the plan PDF Rad noticed that there appeared to be a large civco that was not noted on the site setup. This was identified during patient setup in the treatment room and escalated to B7 before XVI acquired.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		Low Harm		No harm		10/10/25		B7 informed who agreed it appeared there should be a large civico (checking plan PDF & XVI rtp image). B7 called CT scanner at satellite centre in which patient had their planning CT scan who confirmed large civco used. Patient re-set up using large civco and proceeded to treatment as per protocol. Site setup amended by rad to include correct immobilisation device.				Network Services

		I17028		10/8/25		14:41		10/8/25		Wrong appt booked				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25						Network Services

		I17029		10/8/25		14:47		10/8/25		wrong appt booked		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.  In-between this an email was sent to the secretary to book see below


MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Neille,  Maxine		Finally approved		No Harm		No harm		10/24/25		MN 14/10
The correct appointment was booked for the 9th Oct for the Joint breast clinic. This was booked on the 18th Aug by Dept 1 reception staff. This appointment was then cancelled by another dept on the 7th Oct.
The incorrect appointment booked for the Oral clinic for 9th Oct was booked by another Dept. and then cancelled by Dept 1 reception. Which scheduler was informed as these appointments are booked by the reception staff at ORTC. Emailed reporter.

MN 24/10
Please see below email from Nagy Bence sent 6th October with instructions about the patient and what to book

HARRIS, Diana	201012812	Ftele	09/10/2025 11:00	Defer one week until 16th Oct to await scan report. Nurse led oral SACT appointment for the 9th please				Network Services

		I17097		10/8/25		00:00		10/10/25		TSRT9.
CMA moves input incorrectly, S/I move input as + instead of -.
Noticed at time of moves during set up in the room as moved in wrong direction.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 called and CMA moves amended and checked.
Pt reset up and treated correctly.
Discussion with prep room staff regarding the need for vigilance when inputting CMA moves.				Network Services

		I17105		10/8/25		09:54		10/10/25		Surname incorrect on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Sample does not meet transfusion labelling requirements.


Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17107		10/8/25		00:00		10/10/25		Sample tube expired.				The Christie NHS Foundation Trust / Other						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						Sample does not meet transfusion labelling requirements.

Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Other

		I17136		10/8/25		11:40		10/13/25		Thiamine test rejected from lab due to not being protected from light. 2nd time this has occurred for this patient (Same issue 10th Sep). Also has happened with another patient on same trial (24th Sep)		All staff emailed and reminded to protect Thiamine sample from light when send to labs		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/13/25		Will inform PI & plan to recheck result at next visit.		IMP - Thiamine samples to be protected from light		Network Services

		I16997		10/8/25		04:00		10/8/25		VTE assessment on admission 27/9/25 - Awaiting senior review for decision on prophylaxis

prophylaxis anticoagulation has never been prescribed for patient, no repeat VTE assessment 
patient is mobile but not frequent				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Harris,  Andy		Finally approved		No Harm		No harm		10/28/25		handover to staff on multiple occasions to chase medical team regarding VTE assessment/ prophylactic anticoagulation. 
also written in nursing notes on multiple occasions 

27/10 -  CSSS Governance; My deepest apologies. This incident has only just appeared on my DCIQ after some settings were changed by DCIQ IT support. Relates to a Med-Onc Lower GI (Colon) patient on Ward 4 submitted 08/10.				Network Services

		I17023		10/8/25		10:00		10/8/25		Patient dispensed GCSF injections by pharmacy as part of mobilisation treatment for stem cell harvest. Dispensed in split dose 300mcg & 480mcg dose to be administered once daily, total dose 780mcg. Patient only administered X1 300mcg GCSF daily.  Low CD34 count reported potentially due to error.		To reallocate incident to outpatient pharmacy		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Verbal patient directions - wrong/omitted		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with senior team. 
Additional GCSF administered to ensure correct dose given today. 
For Plerixafor this evening.				Network Services

		I17024		10/8/25		10:20		10/8/25		TSRT9/level 5/ 13AA/ SB13AA/ MoD 13AA/ CF1c
GA patient #3. Additional imaging task was not added follow a repeat GEC #2 for resetup.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		The additional imaging questionnaire was updated by B7 upon realising additional image task was not added.				Network Services

		I17026		10/8/25		13:55		10/8/25		TSRT9 13CC SB3i 13CC CF3a
Scan started using Pelvis M20 CC. Error message popped up partway through scan saying
'Unable to create target file to app MOSAIQ'. Scan interrupted as was still acquiring image. Engineers and B7 called. Patient taken off the bed as Mosaiq needed to be restarted and test scan needed to conducted. 152 frames/650 frames delivered. Approximately 2.4mGy additional dose delivered to the patient.		Following error popped up on MOSAIQ window during XVI scan "unable to create target file c:\MOSAIQ APP\vmi_icom.dll" SHARE.EXE was not loaded, or a shared region was locked", so rads interrupted scan and called RTSG .152/650 frames delivered.
Clicked ok but the error kept popping up, so the patient was removed from the bed. Tried restarting MOSAIQ and CCP pc, error disappeared, did test scan and gave the machine back to rads bu the error returned.
Then Cao did multiple attempts to re-establish the connection between MOSAIQ and LINAC by restarting CCP PC and eventually rebooting lilac but no luck. Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/13/25		Scan interrupted when error message appeared. Engineers and B7 called. Patient taken off the bed and moved to another suite to complete their treatment.
Engineers conducted test scan which was ok. However next patient loaded up and error message reappeared. Next few patients moved off the suite so engineers could investigate further		Asked about this problem to Sebastian from Elekta who was on site for MOSAIQ installation on suite 4 and then found out that he copied all the VMI settings from Suite 11 to copy to suite 4 but forgot to change the IP which was causing the problem. He rectified the IP and Cao re established the connection again on Suite 11, which worked this time.		Network Services

		I17001		10/8/25		09:30		10/8/25		Internal referral was delayed over 1 month		- Delay was queried.
- Referral processed as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/17/25		Added to triage and reported to Datix		- This issue should of been raised by the secretary who typed the letter.		Network Services

		I17002		10/8/25		08:50		10/8/25		Medication error Oxycodone 10mg MR given when oxycodone 10mg SR prescribed		- Will request that this learning is discussed during medication study day
- Learning given to AAU/AACU vi email, handover and verbal to highlight potential mistakes.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Cunningham,  Melanie		Finally approved		No Harm		No harm		10/17/25		Observations taken NEWS -1 due to Heart rate 100
Patient informed - apology given 
Medical team informed 
Nurse in charge informed		- Need to clarify medications with patients before administering.
- Check the information on EPMA		Clinical Support and Specialist Surgery (CSSS)

		I17012		10/8/25		11:04		10/8/25		Pt had RTP & transport booked for 8/10 at 2.45. We were informed by Health records at 11.04 on 8/10 that a F2F interpreter could not be sourced. A tel interpreter was not appropriate due to the type of appointment and the pt has dysphasia and can't talk on the phone to an interpreter.		at least 5 days notice is required to book an interpreter with our out side providers		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Interpreter service				Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Goodall,  Robert		Finally approved		No Harm		No harm		10/20/25		Transport cancelled and pt's niece contacted to advise not to get in transport if it turns up as we have had to cancel the appt due to no interpreter. Rebooked for next avail 15/10		at least 5 days notice is required to book an interpreter with our out side providers		Network Services

		I17013		10/8/25		10:00		10/8/25		TSRT9
Paediatric patient had CBCT image verification 1# early (on #7 when should've been #8)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/13/25		B7 made aware, offline review done, patient only 10# and so imaging went complete. No harm as no additional image needed over course of treatment.				Network Services

		I17673		10/8/25		08:30		10/30/25		INCIDENT REPORTED BY TCPC :Patient has bloods taken at home externally the day before treatment. Treatment is an on hold drug and requires bloods to be back before Baxters make the drug. Bloods taken on 07/10/2025 but not showing on CWP. NIC thought bloods were delayed in arriving to lab as had spoke to patient that day and confirmed bloods had been taken. Due to delay patient's appointment had to be moved from 08:30 to 12:30 as treatment would not be on site until then.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Abbas,  Madihah		Incident being managed locally		No Harm						8/10/2025 NIC checked again in the morning and bloods still not showing. Went down to labs and they confirmed bloods had been delivered approx 12:00 on 0/10/2025 and analysed and results on the system. Results printed for nurse and treatment then taken off hold. Delay in treatment arriving due to this error and did not arrive until approx 13:00. Delay also in chair being available due to capacity on unit and apologies also given for this.				Christie Pathology Partnership

		I17306		10/9/25		08:00		10/17/25		Ordercoms number 9377301 Requested by Cindrella Chikombe :  Virology sample sent in biochem bag.  (Please note that Virology samples go in the red bag and are sent to MRI.  Microbiology samples go in the blue bag and are sent to Salford.  Biochem & haem samples are sent in the clear bag and processed here.  This sample was delayed getting to MRI as it had been put in the clear bag and put in the biochemistry pile.)				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				External Other Trust

		I17307		10/9/25		12:00		10/17/25		Ordercoms number 9378161 Requested by Meena Afzal Lakha : Virology sample sent in microbiology bag.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could have ended up in Salford as it had been put in the wrong bag. Consequence -  sample not processed and no results on CWP.)				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Safety,  Patient		Incident being managed locally		No Harm						Error logged, booked in and sample sent to MRI with a delay as it was in the wrong pile due to being in the wrong bag.

		I17387		10/9/25		09:00		10/21/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare team.
Pharmacy Homecare team have looked at CWP to establish if patients medication has been re-dispensed.  In this case the medication was re-dispensed.				Network Services

		I17389		10/9/25		09:00		10/21/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed where applicable
Pharmacy Homecare Team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.  
Record of datix number added to return log
Email sent to team and reply sent to say patient will collect in future.				Network Services

		I17421		10/9/25		14:50		10/22/25		My colleague received a phone call from a patient to say they had received another patients letter attached to their own letter. She took down the details of both the patients involved.		staff was contacted and he confirmed he would shred the incorrect letter 
Letter re-printed and sent in the post to correct patient 
Patient whose letter was sent in error contacted and explanation provided and apology for the breach		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Davies,  Tara Victoria		Finally approved		No Harm		No harm		10/24/25		Patient disposed of the wrong letter in confidential waste and a new letter was sent out to the patient who had not received a letter.		Staff members reminded of the need to ensure that letters are not stapled in error 
Reminded of patient confidentiality		Network Services

		I17208		10/9/25		11:21		10/15/25		Patient received a unit of platelets and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17142		10/9/25		12:11		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive at 12:20.		sample should be properly labelled before sending to the lab		Network Services

		I17145		10/9/25		18:33		10/13/25		E.coli in peripheral and cvc Blood cultures 9/10/25. Inpatient since 9/9/25 ward 12.  Patient deceased 10/10/25.		Reminded staff to label each blood culture bottle accurately		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS. 72 hour review requested. Medical team aware.		Ensure labelling all blood culture bottles with accurate location of site		Clinical Support and Specialist Surgery (CSSS)

		I17146		10/9/25		16:00		10/13/25		A patient on the Costi-MM study (24_DOG06_344) was admitted as in inpatient for a SAE on 03/10/2025. The admission was documented on CWP by the PI; however, the lead CTC was not informed of the hospitalisation. The lead CTC reviewed the patient's records on CWP on 09/10/2025 and came across the discharge summary sheet for this admission. The reporting timeline for SAEs is 24hrs from when the team is made aware of the admission, however this was not reported until 6days after admission by the PI.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Research Delivery Team / Haematology Research Team		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Garcialopez,  Tamara		Incident being managed locally		No Harm						The lead CTC communicated with a nurse working on the study to confirm the SAE. The lead CTC then notified their manager of the incident. This was then raised in the Management Meeting. Following the Management Meeting, the Senior Research Nurse and PI supported the CTC in completing all the required information to report the SAE to the clinical trial sponsor.				Network Services

		I17152		10/9/25		17:13		10/13/25		C.diff PCR positive, toxin positive 09/10/25. Previous positive 24/8/25. Recent discharge from ward 12 (5/9/25) within the past 84 days.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		Cdiff		COIA (community onset – indeterminate association)		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/17/25		Reported to HCAI DCS, medical team aware. 72 hour review requested.		severity not documented by medical team		Clinical Support and Specialist Surgery (CSSS)

		I17137		10/9/25		13:05		10/13/25		Transfusion request form not signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on paper prescription		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		New signed form requested via Alertive at 14:11.				Clinical Support and Specialist Surgery (CSSS)

		I17139		10/9/25		10:14		10/13/25		No year on date on the sample		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via phone		sample should be properly labelled before sending to the lab		Network Services

		I17112		10/9/25		14:00		10/10/25		Patient had medicine prescribed and the weight had been documented in the height and vice versa

Reallocated from ORTC as error was made at initial prescribing				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Joanne		Finally approved		No Harm		No harm		10/28/25		did not give treatment 
Rang pharmacy and informed of error
Informed patient, apologised and sent patient home to have newly prescribed medication today

13/10/25 - Re allocated from ORTC as error was made at initial prescribing.		Picked up immediately by pharmacy screen and clinician informed and prescribed correct treatment using correct weight and height		Network Services

		I17103		10/9/25		14:20		10/10/25		Pt initially due for Chemotherapy at 9 am. Pt called Christies inform us that she will be late as the transport that was booked come to her house but left.

Pt states the transport desk at Christies would arrange another transport for 10am but it did not turn up.

Tried to call Chrsite again to tell them what happened but could not get through. Pt is at home and states she will not be coming. no capacity to treat her this week.		Will escalate to NWAS team in the next meeting to investigate and take action with the taxi provider provided on the day for the patient		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/14/25		Informed Pt unable to reschedule treatment later in the week. Treatment deferred 1 week and team informed that pt did not have treatment as scheduled. Advised by team to Datix for transport issues		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17077		10/9/25		18:26		10/9/25		TSRT9 13CC SB3i MD13CC CF3a
kV drop occurred on attempted image acquisition on two separate patients on the same machine (Macc 1). No images were taken and no dose delivered prior to either kV drop.		Unknow error, rads reported there was a beeping coming from the bunker after they pressed KV enable, asked for the patient to be taken off the bed, copied logs and checked generator logs E06, E139 & E009 had occurred test scans passed (CW & CC) returned to clinical use, checking the manuals indicates that the tube is coming towards its end of service life.

Rads, called back saying it had done the same thing on the next patient, same errors present, patient moved to Macc 2. 

Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks. .		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/13/25		Engineers alerted. Test scans performed after first kV drop - kV acquisition working, given the go ahead to acquire 3D image again.  kV drop occurred again on a second patient. Engineers alerted again - kV acquisition capability removed from use on the affected machine as a kV tube replacement is required.		Fault too intermittent to test failure. Attempted several test scans and no failures. Decided to use set aside time to replace all suspect parts based off the error messages seen. Completed wire modification KA, replaced Hercules starter board, replaced KV tube. 

kVp and mAs all in spec with RaySafe. Completed SLG and Filter calibrations. Handed to physics for Critical Exam checks.		Network Services

		I17078		10/9/25		18:30		10/9/25		Bloods sent as urgent for patient- FBC, co-ag, christie profile, magnesium and crp at 17:40.  These were podded to the lab immediately.
At 18:25 we phoned the lab as the FBC result was available however the biochem was not even pending.  We were told that they had not received that sample despite it being sent in the same bag as the FBC.  We explained that it had definitely been sent, however were told it had not reached the lab and we would have to re-bleed her.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Edgington,  James		Finally approved		No Harm		No harm		10/28/25		The lab phoned back as we were attending the patient to re-bleed her to say the sample had been found.  I am unsure where the sample had been in this time				Christie Pathology Partnership

		I17079		10/9/25		10:00		10/9/25		suspected cat one to right big toe - identified 
? friction / pressure from end of bed frame		Information added to ward huddle regarding patients need for 2 hourly repositioning due to pressure ulcer risk and current DTI
Ward staff educated on the indications for when to update PurposeT pressure ulcer risk assessment and care plans
TVN link nurses and Ward 10 CPE to facilitate ward teaching and update TVN education board to promote good practice in pressure area care.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Dale,  Emma		Finally approved		No Harm		Low harm		10/13/25		identified 
escalated to nurse incharge 
photograph completed 
dressing applied 
to support with repositioning / pressure relieving 

TVN comment-DTI resolved on the 17/10/2025		PurposeT pressure ulcer risk assessment to be updated when clinically indicated, in the event of a patients mobility deteriorating, PurposeT risk assessment should be updated to reflect the increased risk of the development of pressure ulcers. 
Patient should be repositioned 2 hourly due to pressure ulcer risk, pressure areas should be assessed at each repositioning.
Patients feet should not be touching end of bed frame, they should be repositioned to not slide down the bed or a bed extension/additional mattress block to be used. 
Mattress pump to be used to aid pressure relief.		Clinical Support and Specialist Surgery (CSSS)

		I17080		10/9/25		22:45		10/9/25		Patient admitted to the ward and initial skin check completed. Healing MASD found to both sides of buttocks. Patient and partner aware of this, have been caring for it at home with barrier cream.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/13/25		All of skin is vulnerable so mattress pump attached to air mattress. Barrier ointment provided. For regular skin checks as has diarrhoea and is vulnerable. For medical illustrations in hours.				Clinical Support and Specialist Surgery (CSSS)

		I17071		10/9/25		09:00		10/9/25		oxycodone long acting given in error when oxycodone instant release capsules prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Formulation - wrong		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		escalated, doctor informed, patient reviewed - not symptomatic. supportive care referral sent. pharmacist aware - prescription reviewed				Clinical Support and Specialist Surgery (CSSS)

		I17072		10/9/25		13:30		10/9/25		TSRT9 / EL3 / 13Z / CF1a CF1c / MoD 13I / SB 13HH
Touch guard engaged on treatment head by couch bar during kV image acquisition causing kV panel drop.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Engineers contacted, bar moved.
Additional image authorised by superintendent.
Additional dose of ~1.5mGy. Not reportable.

Radiographers reminded to perform full clearance check.
Note added to treatment beams to ensure clearance checked daily.				Network Services

		I17073		10/9/25		14:30		10/9/25		Pharmacy tech noticed that probenecid was in drawer. Patient then mentioned to myself that she doesn't believe she had her doses post cidofovir on Tuesday.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Tebb,  Meryl		Finally approved		No Harm		No harm		10/20/25		Checked Iqemo and probenecid not signed for. Discussed with haem reg and pharmacist and as renal function stable there is no benefit to having probenecid now. plan to monitor kidney function and electrolytes and replace as required. Dip urine which was +protein- pharmacist aware. Patient fully aware of plan to monitor and to look into why drug was not given		Discussed with JB. No medications handed over as being needed. Reiterated to her the importance of checking iqemo for every patient regardless of what has been handed over.		Network Services

		I17074		10/9/25		14:00		10/9/25		Leakage noticed from the filter on the A line during a 30-minute flush.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Johnson,  Rhona		Finally approved		No Harm		No harm		10/13/25		Flush was stopped immediately and the PFS in the unit was informed. As the incident occurred mid-flush and the packaging had already been discarded while hanging the line, the lot number could not be checked. The line was discarded.		Unable to investigate as line and packaging discarded, flush running at time. No exposure risk or harm to patient.		Network Services

		I17075		10/9/25		16:50		10/9/25		I read the vetting of the ct scan of this patient as a thorax abdomen and pelvis instead of thorax and abdomen. Therefore the pelvis was scanned unnecessarily.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Iddles,  Sarah		Finally approved		Low Harm		No harm		10/23/25		Manager informed, datix and radiation incident form completed.				Clinical Support and Specialist Surgery (CSSS)

		I17064		10/9/25		12:50		10/9/25		TSRT9
Patients arm triggered OMRON mid CBCT.
The image acquisition was not able to be resumed with MCR guidance.
Multiple attempts to resume and reconstruct under the advice of MCR and B7.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		10/20/25		Patient reassured and maintained informed.
Eventually the imaging systems had to be rebooted and complete re-image, authorised by B7

*There wasn't a note on the imaging document to state a clearance check was required prior to CBCT acquisition. It is felt for this particular # the patients arms were in a slightly different position (extended further laterally). Therefore this is deemed operator error opposed to patient compliance*				Network Services

		I17055		10/9/25		10:40		10/9/25		Extravasation of contrast media during out patient CT scan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/14/25		SOP followed.  Arm elevated. Attempted aspiration.  Applied cool pack.  Area drawn around. Photo requested.  Patient advised how to manage.				Clinical Support and Specialist Surgery (CSSS)

		I17058		10/9/25		11:20		10/9/25		Patient assisted to floor of bathroom with wife and myself when trying to mobilise to toilet. Did not hit head or cause any injury.		All correct actions taken at the time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Observations complete and charted. BM 13.9 taken and charted.  Assisted back to chair by physios and staff. Medics reviewed. Falls care plan activated. Lying and standing BP outstanding. NOK at event.		Nil lessons learnt		Clinical Support and Specialist Surgery (CSSS)

		I17251		10/10/25		00:17		10/16/25		Confirmed yesterday that patient has been buying methadone pre-admission which was then prescribed when she was admitted on 10.10.25.  
Meds rec 10.10.25 and prescription screened 13.10.25. Noted in SCT handover that no details of community methadone prescription in medical notes or EPMA. 
**Note that Datix  I17247 15.10.25 relates to same patient- suspicious substance found in belongings.** [incidents have been linked - MSO]				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		15.10.25- contacted CGL, Manchester who closed her file in July 2025. GP confirmed they don't supply methadone. Pt has also admitted to buying other controlled medications previously, including pregabalin/MST. CGL advised pt must be obtaining methadone supply illicitly as she was admitted from home and not another hospital. Pt often away from bedside so ward pharmacy team confirmed that this was the case when patient present on the ward. Unable to clarify how regularly she has been taking methadone pre-admission.

CGL said to refer to local methadone policy for ongoing management. As we don't have a Trust policy for methadone in patients with opioid misuse, they suggested obtaining a local Trusts guidance- a  colleague kindly sent me the SRFT guideline. CGL also advised they couldn't give clinical advice as pt not under their service, however if she is discharged on methadone she needs to be referred to them for community prescribing. 

As patient had received 6 x inpatient methadone doses I discussed with SCT cons and pharmacy colleague with experience of working in substance misuse, who agreed that it was appropriate to continue methadone at dose of 40mg/day, but not for further titration and requires close monitoring for toxicity as it can take several days or more to reach steady state- we don't know what other substances patient is taking or her methadone Hx pre-admission as per Datix I17247.

Oncology and pharmacy teams updated. Methadone prescription annotated to contact CGL on discharge. Requires single point of prescribing. Ongoing SCT input.				Clinical Support and Specialist Surgery (CSSS)

		I17214		10/10/25		15:00		10/15/25		Patient contacted CNS Via email on Sunday 12/10 to say how unhappy she was with her transport home after her first cycle of treatment on Friday. "On my way home the taxi driver wasn't nice to me at tall took the p*** out of me blasting is windows while open going down the motorway told me to chill, Asked him to close is windows ect and he wouldn't said to it was hot...and to chill out, This as really got to me and really upset me and because my voice is gone. I don't want to come again"		Advised Department that should this happen again then to direct the patient towards the transport department where a complaints form can be passed on for the patient to make a complaint 

Escalated to NWAS to investigate 

Advised as per outcome of the meeting to put a datix to NWAS so that it can be dealt with at a higher level		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Azam,  Ibrahim		Finally approved		No Harm		No harm		10/28/25		Once I read patients email on Monday I called to offer reassurance and to ask further questions, I gained permission to take this further. 
I emailed PALS and transport department asking how I should escalate this ; PALS promptly told me that as this was not internal it would be transport may be best placed to help with this not them. 
Reply from transport on Tuesday PM asking for DATIX to be completed so that this can be investigated further and escalated to the transport provider.		N/A		Clinical Support and Specialist Surgery (CSSS)

		I17203		10/10/25		14:20		10/14/25		TSRT9 13CC SB3i MD13CC CF3a

Additional image #15 due to machine fault prior to initiating treatment, after acquisition of CBCT. Engineers requested the patient to be brought off the bed to allow for the fault to be investigated. B7 approved additional image, additional concomitant dose to patient 0.8mGy (Fast H&N S20).		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Fault occurred, would not allow treatment to be delivered. Called engineers who requested patient be brought down so they could investigate and fix the fault, B7 contacted to approve additional image. Patient moved onto another suite, rescanned and treated.		I was unable to find an EQUIP record matching the provided data, it’s possible that wrong machine or time was entered in EQUIP. A Reminder email has been sent to all engineers emphasising the importance of keeping accurate and timely EQUIP records.		Network Services

		I17187		10/10/25		00:00		10/14/25		Haematology support secretary has identified that several patients have had incorrect blood results added to EPRO by Haematology registrar. The registrar has dictated clinic letters but has manually inputted incorrect blood results into the EPRO letters.		discussed with SpR- reminded of correct practice and not to copy and paste
Secretary informed not to amend results herself
improvements to local inductions		The Christie NHS Foundation Trust / Network Services / Haematology Governance						Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		Low Harm		No harm		10/29/25		Secretary identified and informed Service Manager and consultants. 
Letters corrected and checked to ensure all letters have correct information. 
Datix submitted. 
Trainee's educational supervisor notified.		Improvement on local induction processes for resident drs.		Network Services

		I17392		10/10/25		09:00		10/21/25		Postal return of High cost medication which can not be used so will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/22/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Contacted team to inform them and received reply				Network Services

		I17519		10/10/25		18:48		10/24/25		Patient passed away on the ward on 10/10/25. Patient was marked as "deceased" on Care Flow but was not marked as "Fully Deceased", meaning their appointments remained booked. Consultant noticed the patient was booked into an upcoming clinic, and flagged to me.		Awaiting		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Breslin,  Deirbhle		Incident referred to DPSIG		No Harm		No harm				Turned off communication preferences so patient's relatives would not receive a text about the appointment cancellation.
Marked patient as fully deceased on Care Flow, and closed down the open referrals in the process.

At time of writing, there are 858 other patients who have passed away in the last 180 days who have not been fully deceased on Care Flow. Screenshot attached.

27/10 -CSSS Governance; RAPID REVIEW NOT REQUIRED -  I have flagged this for DPSIG 27/10 just for a mention so Team Leaders can disseminate this issue down to staff.		Awaiting		Digital Services

		I17081		10/10/25		03:50		10/10/25		Patient assisted with Zimmer frame by another Nurse  to transfer to commode
Patients legs gave way and assisted to the ground				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to sit		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		Myself and a colleague assisted Patient from sit to stand position onto commode

13/10 - CSSS Governance; just need to check M&H assessment was updated after this near miss				Clinical Support and Specialist Surgery (CSSS)

		I17104		10/10/25		14:00		10/10/25		Upon entering transfusion room when transfusion was completed it was noticed that cannual dressing had come away and cannula shaft was bent at right angle in arm. Upon removing there was a swollen area above cannula suggesting infiltration.		Patient was informed of infiltration as he had not noticed until the nurse pointed it out. Aware that there will be bruising due to being a blood product. Patient safety netted with the correct advise.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		Harm		Transfusion incident		Equipment		Equipment failure in clinic area		Aremia,  Laura		Finally approved		Low Harm		No harm		10/17/25		Patient informed that an unknown quantity of his transfusion had gone into his arm and he would likely have a bruise. Safety netted signs of compartment syndrome and what to do in the event of these.				Network Services

		I17098		10/10/25		12:30		10/10/25		TSRT9 / EL3 / 13Z / CF 1B / MoD 13I / SB 13AA SB13I
#6/20 prior to switching on for image it was noted that the image preset length was longer than required. 
Jaws indicate M20 but when measured only required an M10.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		10/15/25		Escalated to B7 immediately, agreed.
Filter changed to M10 prior then image taken.
Image suitable therefore changed in imaging beam for future #'s.

Additional 7.0mGy delivered. Not reportable.
Feedback given to radiographer that completed image prep.
Feedback also given to staff that had imaged #1-5 to highlight for their awareness to check the preset is appropriate.				Network Services

		I17095		10/10/25		08:20		10/10/25		Planned apheresis today, patient went straight on machine for day 2 collection, CD34 count results 12 today. Deviation as their cell count does not meet minimum threshold.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Myers,  Nicola		Finally approved		No Harm		No harm		10/27/25		Dr Kulkarni has reviewed and and approved the plan for this patient with yesterday results. To continue with apheresis today.				Network Services

		I17113		10/10/25		16:50		10/10/25		17:50 patient tripped over her feet and fell onto the floor. She was receiving SACT through her port at the time and the drip stand fell to the floor as well. 
HCA saw the fall from afar, shouted out for help. the HCA confirmed she did not hit her head.		Incident managed appropriately, patient did not report any further issues after her trip.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		On the same level/ from standing position		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		Observations done as charted and NEWs 0. 
Patient said she felt completely fine and had just tripped over her own feet. She confirmed she wasn't in any pain. 
nil issues with the SACT on the drip stand, this continued as normal. 
nil further actions required, she was helped back to her chair. repeat observations taken.		Incident managed appropriately, patient did not report any further issues after her trip.		Network Services

		I17114		10/10/25		10:30		10/10/25		Reviewed my patients pressure areas, she had broken skin to sacrum, very red. diagnosed as DTI.		Care applied as per TVN plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/16/25		dressing applied, mattress upgraded, pressure ulcer care plan updated and skin bundle, referred and reviewed by TVN and DTI dressed, also had medical illustration.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17115		10/10/25		16:00		10/10/25		TSRT9
Patient attended for fraction 4 out of 5 radiotherapy vsim plan, before getting patient in the room rad noticed post pin value given on plan was measured on PLO beam (measured diagonally through the civco and bed). Plan PDF did not provide a post pin measurement from directly under the couch. Alerted B7				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		11A Verification of patient ID, orientation and data entry format to include all patient data, imaging etc		Saunders,  Jane		Finally approved		Low Harm		No harm		10/17/25		B7 spoke to pre-treatment rads in vsim and asked them to provide a measurement for under the treatment couch to be able to calculate post pin to back of bed. This screenshot was added to patients plan and new post pin calculated by B6 & B7 treatment rads. Patient did not manage treatment due to pain so rescheduled.		n/a		Network Services

		I17116		10/10/25		20:00		10/10/25		Patient told he could go home late this afternoon 
TTOS completed however not handed to pharmacy so no TTOS dispensed 
This wasn't realised by nursing staff until late when pharmacy was closed. Agency nurse looking after patient 
Patient said he would go home with the medications in his draw and receive back the CDS that he brought in with him 
CDS were left on ward 2, not transferred up to ward 4 with him. these were discarded by pharmacy today so now patient has no CDS
Patient refusing to				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		continued.... wait overnight for TTOS to be dispensed from pharmacy 
Noted TTOS were also incorrect as Dr prescribed 100mg instead of 10mg of Zomorph, this has now been changed 
Apologised to patient and explained situation 
Escalated to oncall DR- has now spoken to patient 
TTOS changed and printed ready to give to pharmacy tomorrow 
Added to handover to NIC on the 11th to ring patient when TTOS on the ward- Note patient lives alone so difficult for him to get in- escalate any concerns to duty manger tomorrow 
Night time zomorph given to patient before he left. Has enough regular medications in his draw,				Clinical Support and Specialist Surgery (CSSS)

		I17117		10/10/25		19:40		10/10/25		take over patient at 6 pm , at the end of treatment when i was about to put the flush , noticed swelling above the cannula dressing and on her fingers , treatment was finished , explained to patient about extravasation ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/13/25		tried to aspirate from cannula but nothing was there  . removed cannula , marked site , provide heat pack and elevated hand , took a photo on patient phone to compare , provided hydrocortisone to apply if any inflammation , advised to use heat pack 20 mts 4 times a day for 1 to 2 , advised to move hand and elevate for 48 hours , made a note on diary to follow up , waiting on call to review ,		Extravasation managed appropriately. Patient received 2 x follow up call, all issues resolved. Safety netted with hotline advice.		Network Services

		I17138		10/10/25		12:46		10/13/25		Incorrect NHS number on the sample.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Safety,  Patient		Incident being managed locally		No Harm						New sample requested via phone at 15:00.				Network Services

		I17710		10/10/25		17:40		10/31/25		Patient scheduled for contrast MR scan of Head for staging; contrast injection not given due to difficult cannulation; scan completed without contrast (For a Brain scan, a scan without contrast for Grade 4 tumour) that has potential effect on diagnostic quality.
Patient need to visit again for the scan, clinically he is not well and needs an urgent scan, still awaiting for a date.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Whelehan,  Sarah		Finally approved		No Harm		No harm		11/3/25		Repeat scan as urgent requested on 21/10/25, as scan Radiologist can't comment on the disease status for the scan without contrast, but awaiting date.				Clinical Support and Specialist Surgery (CSSS)

		I17211		10/11/25		07:40		10/15/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD Platelet 

Donation number:  G095 625 407 446 A		To monitor and discuss at IRM		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS		Proper communication between the ward and transfusion lab for blood products ordered		Network Services

		I17143		10/11/25		11:41		10/13/25		First name spelt wrong on the sample.		To improve system through scan for safety		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		New sample requested via Alertive.		sample should be properly labelled before sending to the lab		Network Services

		I17250		10/11/25		16:31		10/16/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed within the timeframe for transfusion vital signs.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17267		10/11/25		09:00		10/16/25		BP reading monitoring required daily from cycle 1 day 1. Unclear in protocol when to start BP readings at home, from Schedule of events appears starts from cycle 2. However upon clarification the bp review is from cycle 2 day 1, but daily blood pressure readings needed from cycle 1 day 1. 

Due to this error patient missed 4 days of blood pressure readings				The Christie NHS Foundation Trust / Research and Innovation						Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		11/5/25		Patient called and was able to obtain and BP machine at home. Bloods pressure readings normal. 
Medical team aware. 
Patient is coming in on Friday where an at home blood pressure machine will be provided with a blood pressure dairy. 
Daily blood pressure monitoring added to prompt sheets. 
For discussion in risk meeting. 
Clarification about this from sponsor.				Research and Innovation

		I17130		10/11/25		22:00		10/12/25		Rn on night shift missed a long acting CD for a patient		Discussed with named nurse. Advice/support given for learning.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		NIC aware, datix				Clinical Support and Specialist Surgery (CSSS)

		I17133		10/11/25		10:00		10/12/25		pt stated that RN's throughout the day have been disconnecting pts TPN from CVAD and reconnecting the same line/TPN back to patient. pt was agitated due to saying we cannot disconnect when its running as RN's have been doing so for the week while he's been IP.		WM conducted full investigation. CPE discussed with the patient to determine details and to apologise for policy not being followed. Incident discussed with all of nursing team and healthcare assistants. Added to handover and discussed in huddle.

audits implemented.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		explained to the pt why we don't disconnect TPN, stated rn's disconnect when changing t-shirt every day and reconnect him. no one told him that this cant happen. explained and advised that this shouldnt happen but he stated 'im dying anyway and to just do it' and said 'we too young to understand' . NIC aware. managed to put tpn through his shirt and was happy with this. updated on handover to remind people of correct protocol				Clinical Support and Specialist Surgery (CSSS)

		I17119		10/11/25		05:00		10/11/25		patient required 2 units RBC 
1unit given 
on request of second unit - documents showed that 2nd unit has been collected 
escalated to blood bank - who did not disclose information if 2nd unit has been collected 
Unable to given 2nd unit due to records				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Escalated to NIC 
Requested new prescription 
contacted porters / blood bank/ security - no information provided regarding collection of 2nds unit				Clinical Support and Specialist Surgery (CSSS)

		I17120		10/11/25		01:30		10/11/25		Following suspected infiltration - escalation for reinsertion of new cannula required to administer 1 unit RCB 
8 attempts to re-cannulate with successful insertion to left jugular - not practise we often see ward level 
Concerns raised by peers regarding technique as same needle was used for multiple attempts on patient who has positive blood cultures for infection 
Cannula only secured with dressing to neck - high risk of displacement in this area 
No documentation of attempts / completed		The CCU on call team including the on call registrars will be informed that the use of External Juglar venous approach should be discouraged except in life-threatening/ resuscitation scenarios. If further training in Ultrasound guided venous access is needed the doctors should contact their educational supervisor to facilitate it.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Seth,  Rajan		Finally approved		No Harm		No harm		10/28/25		Escalated to duty manager 
cannula inserted in left hand early am 
to review patency of cannula in left hand prior to removal of line in jugular 
inspected attempted insertion sites 
conversation held with patient to help alleviate stress		After a detailed discussion we agreed that the CCu registrar should have documented the events on CWP which would have provided some guidance to the nursing staff on how to use this line. Also for future we agreed that External Juglar access is not the recommended access route in current clinical practice and alternative approaches like ultrasound guided venous access or in emergency Intraosseous access should be practiced.		Clinical Support and Specialist Surgery (CSSS)

		I17122		10/11/25		02:59		10/11/25		Phosphate Polyfusor infusion possibly prescribed wrongly and given wrongly.
500ml over 10hours, clinically indicated for low phosphate		Findings fed back to medical management

Clinical Based Educator and Ward Manager on AAU have highlighted findings to nursing staff. 
New electrolyte derangement policy highlighted in newsletter. Hypophosphatemia algorithm poster in treatment room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		Infusion stopped		No harm to patient 
New clinical guidance on management of hypophosphatemia (July 2025) may have contributed to prescribing and administering error  
More education and awareness required to both medical and nursing teams of new trust guidelines on electrolyte management		Clinical Support and Specialist Surgery (CSSS)

		I17124		10/11/25		10:00		10/11/25		Administered 50mg pregablin instead of 25mg pregablin in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		-informed ward Dr
- informed nurse in charge
-informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17166		10/12/25		14:00		10/13/25		Patient on TPN. Firstly N4 on Friday 10th October which was dispensed on ward level/communicated with TCP. Then patient to be commenced on N9 for the weekend 11th and 12th. Two bags of N9 was requested on EPMA to send up on Friday 10th. Patient had one bag N9 on 11th however no bag was administered on the 12th therefore missed a TPN feed. Bag not found in fridge.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Dietician aware		Staff reminded to ensure using correctly named/dated bag for TPN		Clinical Support and Specialist Surgery (CSSS)

		I17300		10/12/25		14:48		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17134		10/12/25		20:00		10/13/25		Poor recording of fluid balance:
Patients Fluid balance had not been recorded from 00:00 12/10/25 till 10:00. 
Patient scored highly in the evening with low sats. Was handed over that an additional stat dose of furosemide was given  when spiked a temp in the evening. Already on BD furosemide. This has not been signed for on EMPA in PRN section of chart.		13/10 - lack of documentation - nurse involved to be spoken to. MT to find out when frusemide was given/what dose.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Brennan,  Naomi		Finally approved		No Harm		No harm		10/13/25		Temp spike from 17:00, with no paracetamol given till night staff on shift. 
Calculated fluid balance		Accurate documentation		Network Services

		I17308		10/13/25		08:00		10/17/25		Ordercoms number 9380525 :  Re-used virology label from the 12/10/2025  Requested by Kiah Singleton.		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged and sample sent to MRI in the hope that they would process it using one of their own numbers.		One label should be used for one sample.		Network Services

		I17309		10/13/25		08:00		10/17/25		Virology sample received in pink photophoresis bag.- These bags are specifically used for the test photophoresis.  Requested by Cesarina Goncalves Leite
(Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample could ended up in the wrong department as it had been put in the wrong bag.)		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged, booked in and sample sent to MRI with a delay due to it going to the wrong department as it was in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17310		10/13/25		08:00		10/17/25		Ordercoms numer Patient 1: - 9380981 Virology in with biochemistry samples in clear bag. - requested by Shauna Docherty, label printed by Harriett Nicholls.  Patient 2 - 9381217 - Requested by Nicola Hewitt   (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This sample was delayed getting to MRI as it had been put in the wrong bag. )		To follow up actions from thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Error logged booked in and sample sent to MRI with a delay due to being in the wrong bag.		Right sample should always be put in the right bag		Network Services

		I17311		10/13/25		12:00		10/17/25		Ordercoms number 9381115 - Virology sample in biochemistry bag.  Requested by Cesarina Goncalves Leite.  (Please note virology samples go in the red bad and are sent to MRI.  Microbiology sample go in the blue bag and are sent to Salford.  Biochem and haem samples go in the clear bag and are processed here.  This ample was delayed getting to MRI as it had been put in the wrong bag.)		To continue monitoring ordercom incidents		The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Error logged, booked in and sample sent to MRI with a delay due to being in the wrong bag.				Network Services

		I17314		10/13/25		14:39		10/17/25		Patient referral received 13/10/2025, dated 04 08/2025. Was on CWP, but appears not received by New Referrals at that time.		- Referral processed as urgent due to delay.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Triaged urgently to Consultant.		- Do not send referrals via post.
- Always send to the-christie.new.referrals@nhs.net		Network Services

		I17315		10/13/25		00:00		10/17/25		Two cases for biomarker analysis were mislabelled on receipt. 
Error was detected at analysis stage.
Case B25-53008 was identified as analysed and reported following protocol. Case B25-53009 had not been reported and was rectified prior to reporting and sending according to internal QC processes.
The report was retrieved and amended before dissemination to patient resulting in a near miss incident.		See Actions tab for details		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Billington,  Catherine		Finally approved		No Harm		No harm		10/17/25		Stoke hospital was contacted to inform of error and report was destroyed pending release of correct authorised report. Correct results were re-issued and electronically distributed on authorisation. Stoke contacted and confirmed receipt of the correct report.		To maintain a quiet environment with no distraction to ensure the protocol can be followed and QC checks are not missed		Christie Pathology Partnership

		I17415		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/24/25		Medicine return logged by TCP
Medicine return log reviewed by Homecare Pharmacy Technician
Datix completed where applicable 
Pharmacy Homecare team have checked CWP for any relevant background and CMM to establish if the patients medication has been re-dispensed.
Email sent to team and reply received.				Network Services

		I17418		10/13/25		09:00		10/22/25		Postal return of high cost medicine which can not be used and will be disposed of.  Unknown at this point if patient still required re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil - all actions taken by reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician
Datix completed where applicable 
Pharmacy Homecare Team has checked CWP for any relevant background and CMM to establish if patient has had their medication re-dispensed.
Patient has had further cycles dispensed since 
He usually collects				Network Services

		I17186		10/13/25		11:00		10/14/25		Patient gave informed consent to V5 of PIS, however had previously been provided with V4 PIS prior to a recruitment freeze. Patient was verbally updated on the changes to the PIS over the phone when asking if he would like to join the trial, however new PIS was not provided prior to randomisation.
Patient has been randomised to the active monitoring group prior to identification of the error.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Taylor,  Claire		Incident being managed locally		No Harm						Apologised to the patient. Contacted patient and made aware of the changes to the PIS, new PIS emailed to patient to read. Plan to reconsent in clinic on next visit.				Research and Innovation

		I17200		10/13/25		11:00		10/14/25		Completed pharmacy part of discharge for patient on 13/10/25, not known to me as first day covering ward. Checked medicines reconciliation on admission against current drug chart and TTO, identified pre-admission was on sodium valproate EC 500mg tablets (Epilim GR), 1g OM and 1.5g ON but was prescribed sodium valproate MR 500mg tablets (Epilim Chrono) 1g OM and 1.5g ON on admission on 02/10/25		staff reminded via email		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Medication incident		Prescribing		Formulation - wrong		Seth,  Rajan		Finally approved		No Harm		No harm		10/30/25		Explained error to patient and apologised for error. Able to supply correct formulation of sodium valproate (Epilim GR) on discharge		Importance for nursing staff to ensure the correct medication is being given in relation to the prescription - ie modified release etc		Clinical Support and Specialist Surgery (CSSS)

		I17184		10/13/25		17:00		10/14/25		Patient had MR scan of spine finishing around 0820. Scan was checked with radiologist covering list who said confirmed MSCC and patient should be log rolled on to MR trolley and kept in the department. Staff were brought from CT to help and the patient was logrolled onto the trolley and put in the anaesthetic bay with his wife around 0830.  The radiologist contacted the med onc reg who agreed to see the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						When the med onc reg arrived, they also had to assess a patient who had been found to have brain mets. This patient became unwell requiring further treatment from the outreach team and the med onc reg.  After this had been dealt with, the MSCC patient was assessed and the med onc doctor would request a bed for the patient. 
The patient was made as comfortable as possible through the day, and provided with sandwiches, and water and kept lying flat. 
Patient flow was checked with throughout the day and evening but the bed for the patient did not become available until 1850.  The patient was put on Teletracking at this point. 
Shortly after this the patient pressed the call buzzer which was answered immediately by a staff member who found the patient had turned on his side and was vomiting heavily. The patient was assisted  and left lying on his side. We attempted contact with the porters to ask for the patient to be taken to the ward immediately but there was no answer at the porter's lodge. 
As soon as 2 MR staff members were available, the patient was taken to the ward . They met the porters on the way, so the patient was taken by them.				Clinical Support and Specialist Surgery (CSSS)

		I17167		10/13/25		15:45		10/13/25		patient was sat on edge of bed and fell forward onto floor (unwitnessed) - reports didn't hit head just hurt his side as he fell down.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Finally approved		No Harm		No harm		10/18/25		emergency buzzer pressed (found by hca) obs taken with no concerns, bm taken within range. ward doctor checked over, supported to stand. No apparent injuries				Clinical Support and Specialist Surgery (CSSS)

		I17179		10/13/25		16:00		10/14/25		ASU prepared Mifamurtide SOC in the AM session with 4 hours expiry allocated. Confirmation of required time given by ward to ASU coordinator. Notified at 16:00 that treatment had not administered in time and the product had now expired, patient was unable to receive treatment on the required day. Ward request for ASU to make treatment the following day, uncertain of whether they will be able to receive due to other therapy on the same day (MTX).		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed.
Service Manager has sent comms out to medics re pathway with iqemo permissions. See evidence in documentation section.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		ASU agreement to remake treatment the following day should it be required.		27/10 - clear escalation pathway for Drs with the right iqemo permissions, for TYA patients is needed - to reallocate to HS for review and input		Network Services

		I17164		10/13/25		12:00		10/13/25		Patient A was booked for a chest aspiration that resulted in a chest drain. Patient A was not vetted or booked for a IPU recovery space. Patient need last minute space in recovery after drain was inserted. Was communicated to IPU team after drain inserted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Royle,  Gregory		Incident being managed locally		No Harm						Space created for patient. 
Emergency admission done. 
Bed booked for patient.				Clinical Support and Specialist Surgery (CSSS)

		I17165		10/13/25		13:00		10/13/25		MDT Notes left in ORTC seminar room, containing detailed information about 9 patients. Approximately 10 copies left in the room of the info.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Rees,  Amanda		Finally approved		No Harm		No harm		10/24/25		Copies removed and put into confidential waste immediately. Unclear how many members of staff used the room between MDT meeting and meeting at 1pm when sheets were disposed of.				Research and Innovation

		I17157		10/13/25		11:15		10/13/25		Bed 5 (2 missing line label) 
Bed 8 (2 Missing line label)
Bed 9 ( 2 missing line label)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Information fed back to nurse in charge				Clinical Support and Specialist Surgery (CSSS)

		I17171		10/13/25		11:00		10/13/25		Patient on MATrix chemo regime.
Patient confused during admission, issues with using urine bottles to measure accurate urine output. 
Documented by medics on 09/10, "Urinary catheter short term to facilitate urinary pH and output monitoring whilst clearing methotrexate, urine pH 8 or above and urine output 100ml/hr or above". 
Not done until overnight 12/10/25 whilst documented on fluid balance "incontinent". Missing urine pHs on fluid balance and U/O<100mls hr and not escalated over weekend.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Catheter now insitu. 
Medical team aware of AKI. 
Now having 2 hourly urine dips documented on fluid balance.		16/10 - Lymphoma Drs will need to be aware of how to get messages for actions to the staff undertaking actions.		Network Services

		I17172		10/13/25		12:00		10/13/25		PGD 1 hour breach. Difficult Venous access resulted in a 1/2 hour window to administer antibiotics. PGD criteria met and Tazocin and Gentamicin commenced on EPMA. Medication given late due to nurse-related confusion over which antibiotic was required and near miss with administering the wrong antibiotic (Not myself). This near miss incident will be documented separately.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Clarke,  Catherine		Incident being managed locally		Low Harm						Clinical review on admission from ANPs. Aware of delay in antibiotic administration. 
Conversation with administering nurse about error and reflection advised.				Clinical Support and Specialist Surgery (CSSS)

		I17144		10/13/25		07:00		10/13/25		Feedback externally patient was discharged home with MASD and no district nurse referral.
Patient went on to develop cat 3 and admitted to hospice
Rapid Review requested by Associate Chief Nurse				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Patient discharged home with completed discharge checklist
Stairs assessment completed by physio				Clinical Support and Specialist Surgery (CSSS)

		I17150		10/13/25		12:50		10/13/25		referral received via post, sent to us by the secretary.  referral was dated 09/09/2025 and emailed 08/10/2025 to us.

**Awaiting email reply 17/10/25**		- Referring trust was contacted and advised on the correct process to submit referrals.
- Referral was actioned as urgent due to the delay.
- Datix was submitted per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		added the referral as urgent and emailed the referring organisation to send future referrals to us by email to avoid delay in possible treatment.		- External referral must be sent to the referrals inbox only.		Network Services

		I17153		10/13/25		14:00		10/13/25		Email referral Stepping hill. referral is dated 27/06/2025. we received it on 13/10/2025.		- Secretary sent to the NR team asap.
- Processed as urgent due to delay.
- NR team queried referring trust as to why it was delayed - yet to respond.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		i have added the referral on as urgent and let the secretary know. I have also asked the referring hospital why it was sent so late as well as additional reports.		- Do not send referrals via post.
- All external referral should be submitted via the-christie.new.referrals@nhs.net		Network Services

		I17154		10/13/25		13:45		10/13/25		patient tests booked in under incorrect patient.		To monitor incident category		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/13/25		test request deleted and correctly booked in		To book test under correct patients name by crosschecking the request and label on sample bottle		Christie Pathology Partnership

		I17155		10/13/25		12:50		10/13/25		TSRT9
Treatment radiographers noted when patient on treatment couch and when speaking to patient that fractionation had changed due to including a SIB from 23# to 25#. Pt unaware of change. Not highlighted at prep or during FDC.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Holt,  Daniel		Finally approved		No Harm		No harm		10/14/25		Alerted to B7. Dr contacted to speak to patient in department over the telephone. Pt happy with this. Updated annotation given by clinician. Feedback given to radiographers involved in incident.		Feedback given to radiographers involved in incident to adhere to prep and first day chat protocol.		Network Services

		I17161		10/13/25		13:00		10/13/25		Lab numbers (1) 2662315 & (2) 2662386.  Handwritten blood request form was booked in incorrectly.  The hospital number looked like 2014 when in fact it was 2019.  Results had gone over to CWP -to Patient 2's records (deceased 2015).		All incidents are discussed during daily huddles with the reception team.  The team have been reminded to double check that the number put in matches the sample to avoid any mistakes occurring when labelling, and to ensure that checks are completed against the computer and request form during the booking in process.
A trust wide digital solution such as Ordercomms, would help to reduce this error as the clinical team will request tests via CWP and label the samples before they reach the laboratory.
Space is limited within the laboratory and no capacity to move the computer to another area that is less distraction but within range of reception.  The trust ASICS project will result in a pathology decant and as part of this the new reception area can be modelled to reduce distraction as much as possible.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Abbas,  Madihah		Finally approved		No Harm		No harm		10/24/25		Samples re-labelled, comment put in on synergy to ignore results as they had been booked in in errory		The reception section is small within pathology and distractions can lead to errors being made.		Christie Pathology Partnership

		I17162		10/13/25		13:40		10/13/25		TSRT9
Patient was set up by the treatment team with a CIVCO mattress mistakenly in place and a scan was taken. The immobilisation equipment readout procedure was completed as per protocol in the room but the CIVCO was not removed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/14/25		A superintendent radiographer was immediately informed. The treatment team informed the patient of the mistake made, and re-set up without the CIVCO mattress in place. An additional scan was authorised.				Network Services

		I17258		10/13/25		15:08		10/16/25		Incorrect DOB on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 16:20.				Clinical Support and Specialist Surgery (CSSS)

		I17259		10/13/25		07:43		10/16/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/17/25		New sample requested via phone at 11:12.				Clinical Support and Specialist Surgery (CSSS)

		I17260		10/13/25		14:39		10/16/25		First name spelt wrong on the sample.		Reminded team to check cross match before send sample to labs. Samples to be checked by second person.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		New sample requested via phone at 15:30.		Coordinator to check sample before sent to labs and document on notebook about blood components requested		Network Services

		I17256		10/13/25		15:15		10/16/25		No date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		New sample requested via Alertive.				Clinical Support and Specialist Surgery (CSSS)

		I17205		10/13/25		19:14		10/14/25		Red blood cell unit transfused over 1 hour instead of 3 hours as prescribed on CWP.		Transfusion Practitioner - Reported externally to SHOT 2025/010/016/HV3/010
Contacted ward Sister for further information on 16/10/2025, and ward manager on 21/10/2025, awaiting replies.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Learning response required		No Harm		No harm		10/15/25		NIC made aware. 
Asked RN caring for patient to complete duty of candour and also asked RN to escalate to the medical doctor on call. 
Observations post transfusion completed. 
No harm to patient made. No adverse symptoms identified. 
RN whom made error was open and honest and highlighted the error as soon as it was noticed.				Clinical Support and Specialist Surgery (CSSS)

		I17224		10/13/25		10:30		10/15/25		Patient had USS + FNA request for Neck + Axilla

Message sent on the 10th October to radiology on CWP to explain USS axilla no longer required but to proceed with USS FNA Neck . 
Attended for appointment both axilla and Neck USS done but no FNA to the neck.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Royle,  Gregory		Finally approved		Low Harm		Low harm		10/23/25		Contacted patient to check which area he has had a biopsy to . He confirmed only his axilla , even though he did raise the question that he was supposed to be having his neck biopsied . 

Contacted radiologist via email to ask reason neck was not biopsied. 
Spoke directly to radiologist following day , who confirmed message sent on the 10th October was not noted , and that the neck nodes were amendable to biopsy , and to book patient back in for this.				Clinical Support and Specialist Surgery (CSSS)

		I17239		10/13/25		10:20		10/15/25		An expired suture was used on a patient for wound closure. Surgeon was informed on identification of the error. Surgeon confirmed no harm to patient as the suture was expired less than 2 weeks time.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 7						Incident affecting Patient		Harm		Equipment incident		Medical		Damaged equipment		Wilson,  Kay		Incident being managed locally		Low Harm						Co ordinator was informed.
Escalated to band7.
Added on to the morning huddle to make aware of the staff ,the potential risks and harm of not checking the expiry before opening any consumables for the surgery .
Inspected the theatre for any other expired items.
Discarded the items.				Clinical Support and Specialist Surgery (CSSS)

		I17499		10/13/25		13:14		10/23/25		Tsrt9 
No cma moves available during image matching unsure if it was due to rejecting image?
Unable to send cma pt in pain therefore band 7 approved under protocol an additional image after manual applying bed moves in room, therefore re imaged to ensure correct moves applied
This was first incidence where additional concomitant image due to error- resulting in additional dose of 424ugy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Ensum,  Hannah		Incident being managed locally		No Harm						Band 7 informed and additional concomitant image approved				Network Services

		I17477		10/13/25		15:00		10/23/25		Ordercoms number 9380092 requested by Sandra Johns (1342)  Biochemistry urine sent in a microbiology bag.  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and sample processed with a delay as it had been put in the microbiology pile due to being in the wrong bag.				Clinical Support and Specialist Surgery (CSSS)

		I17454		10/13/25		12:00		10/23/25		Patient was in an emotionally difficult mood when attending clinic 13/10/2025 and MRSA swabs missed by nurse prior to his port insertion.
Identified 17/10/2025 - manager informed via email.
Port was implanted as planned 20/10/2025.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Missing		Turner,  James		Finally approved		No Harm		No harm		10/23/25		Contact made with IPU, there was a negative result from July 2025 and he was starting his eradication treatment as planned prior to procedure.  
IPU confirmed swabs will be taken prior to the port insertion.  
Also, handed over how the patient can present when he is anxious – in case he presented like this when attending.				Research and Innovation

		I17140		10/13/25		09:00		10/13/25		Student Nurse borrowed a Trust laptop and found a patient's ECG tracing, with their ID sticker, folded in half and on top of the keys.		Knowledge Services Manager made aware of the issue identified and potential risk. Subsequently understood that the issuing lapsafe was not in the library but elsewhere in the Trust.

To be followed up with Digital Lead by Friday Knight in relation to notices on other Lapsafes across the Trust.		The Christie NHS Foundation Trust / School of Oncology / Library and Learning Zone						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Loss or theft of paperwork or data left in insecure location		Knight,  Friday		Incident being managed locally		No Harm		No harm				Datix raised, informed DCSGO and Digital Matron.		Health care professional who left the information on the laptop should not have done so.
Notice to be placed on the Lapsafe in the library outlining confidentiality issues.
Student Nurse followed process correctly.		School of Oncology

		I17483		10/14/25		12:00		10/23/25		for the same patient: Ordercoms 9383162 - Virology sample sent in microbiology bag, ordercoms number 9383161 - Microbiology sample sent in virology bag - both requested by Kathleen Winter (3926).  (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  These samples could have ended up going to wrong hospitals due to being in wrong bag.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Errors logged, booked in and samples sent to the correct hospitals.				Network Services

		I17500		10/14/25		14:49		10/23/25		TSRT9 Level 1 13BB md16g sb13aa cf1c
additional concomitant exposures not added into notes and not highlighted to band 7 that further authorisation needed for additional concomitant exposures
-Patient already had additional image on #3 which was recorded in nav
-However offline review after #3 decision was to repeat #4/5 but was not recorded as additional exposures as per protocol, and therefore at that point should of been highlighted to a band 7 as further authorisation from a practitioner was needed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Thompson,  Aimi		Incident referred to DPSIG		No Harm		No harm				This was picked up during end of treatment checks via additional imaging summary 
-band 7 informed				Network Services

		I17480		10/14/25		12:00		10/23/25		Ordercoms number 9382880 Req by Joshua Lentink & 9382916 (TFT) requested by Rachel Brown 2 barcoded on 1 sample. Handwritten not on the label - only one brown top bottle ?? add thyroid function on afterwards.  Two barcodes on one sample is not possible.  Analyser cannot read two barcodes.		Ordercoms training organised by the IT team and Lab team. Training video sent to area lead to cascade to staff.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		error logged, booked in both labels but added the TFT on to the 9382880 and booked the other one in with a comment stating that TFT was added to the previous number.		One barcode should be used for one sample		Network Services

		I17236		10/14/25		13:50		10/15/25		Patient confirmed they attended BCTH Bury Hospice for bloods on 14/10 at 13:50pm. Came to review her via nurse led oral sact 15/10, however no bloods on the system? Unsure where or if they have been mislocated. Apologies provided to patient and rebooked for tomorrow 16/10.				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Thirkettle,  Sally		Incident being managed locally		No Harm						Datix completed to highlight error
Apologies provided to the patient				Network Services

		I17215		10/14/25		12:40		10/15/25		Date of birth incorrect on Sample for Group and Save request.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Myers,  Nicola		Finally approved		No Harm		No harm		11/3/25		Ward informed and new sample requested				Network Services

		I17219		10/14/25		18:00		10/15/25		Pt for 1 unit red blood cells. Unit arrived to ward and G0 number wrong - taken back to lab. Next unit came and prescription said 'irradiated blood not required' however when clicking on 'view prescription' it said 'Lifelong irradiated blood required'		15/10/2025 - Transfusion practitioner discussed with the prescribing Dr who advised that when completing the special requirements checklist, it stated 'no special requirements'. Ticket placed with Tech Bar for further review.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/16/25		Called the lab to explain the error. Unit not given to patient. Informed doctor and lab who confirmed pt does not need irradiated blood. Unit of blood that we had on the ward not irradiated. 

Doctor confirmed unit can be given to patient (see anno)
All observations in RN anno on CWP. 
Explained to pt the delay.				Clinical Support and Specialist Surgery (CSSS)

		I17262		10/14/25		10:30		10/16/25		TSRT9/ level 5/ 13J/SB13F/MOD13G/CF3A
Noted prior to #4 that there were no inf isocentre marks on vacbag.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Redfern,  Matthew		Finally approved		No Harm		No harm		10/20/25		Escalated to superintendent radiographer
inf isocentre marked on vacbag during treatment #4.				Network Services

		I17264		10/14/25		13:47		10/16/25		Sample mislabelled.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		New sample requested via phone.		To ensure samples are labelled properly		Network Services

		I17180		10/14/25		08:30		10/14/25		The date dictd is on 9 Sep 2025 on the referral letter, but our secretary received the letter on 13 Oct 2025.		- New Referrals team actioned accordingly.
- Requested amended referral letter.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Marked referral as urgent and asking referrer the reason of delay referral		- Proof read letters before signing off and sending out.		Network Services

		I17175		10/14/25		07:00		10/14/25		Unwitnessed fall in bathroom- patient found sat on floor after calling for help.
Patient states his conveen fell off whilst on the toilet, tried to pick it up off the floor but right leg gave way and he slipped off the toilet and onto the floor.
Did not hit head- able to recall event.
Patient usually mobile with zimmer- did not take zimmer frame and mobilised independently to toilet.
Safe footwear in place- hospital grip socks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations and BM checked immediately- stable, HR was elevated but patient was anxious.
Skin check- all areas appeared intact, nil visible injuries.
ward doctor and ccot alerted- ward doctor reviewed patient, see CWP.
Assisted with 2 off the floor- wheeled back to bed on commode. 
Call bell given to patient- advised to use for assistance.
Already known to PT/OT- was due stairs assessment today.
Handover updated.
Will update moving and handling care plan when lying and standing BP taken- will handover to day staff because patient has only just got back into bed.
Patient adamant he did not want us to update his NOK- happy to update her himself.				Clinical Support and Specialist Surgery (CSSS)

		I17197		10/14/25		15:00		10/14/25		I have just received a phone call regarding this patient`s appointment letter. The lady who called said she has received an appointment letter for this patient for a scan scheduled for the 23rd of October. The lady said that the address on the letter is totally different to the one we have for the patient, and that it is her address which is an M11 Postal address, where as the patient`s is M18. The lady is NOT a patient of the Christie.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Health Records				Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		10/24/25		I asked the lady to destroy the letter, and apologized for the inconvenience, and that we will contact the patient to let them know about their appointment. I also contacted the secretary, and I have messaged the department where the patient is attending their appointment on CWP.				Clinical Support and Specialist Surgery (CSSS)

		I17198		10/14/25		11:20		10/14/25		The patients pump was alarming as infusion had finished. 
I administered the treatment with Super nummary nurse.  I over estimated however I assumed that there was 100mls in the bag rather than 50mls (which was what the treatment was re-constituted in). Super nummary nurse inputted the volume in pump and I thought I had seen 30 minutes on the duration however as the over estimate was wrong, it was administered over 15 minutes instead of  30. Supervised by myself and I did not check correctly.		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		The Christie NHS Foundation Trust / Network Services / Ward 3						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/27/25		I completed observations. 
Informed the patient and explained the error. 
ACP Informed and she reviewed patient. 
Patient felt well- and discharged safely and safety-netted to hotline. 
Documentation completed on CWP		Patient reviewed by ACP, no concerns noted, no further concerns from patient. Patient safety netted with hotline advice.		Network Services

		I17188		10/14/25		11:15		10/14/25		Extravasation of 50 mls of iomeron 350 contrast agent for a CTPA scan.
The patient did not report express that there was any  pain during the injection				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/15/25		attempted to withdraw the contrast with a syringe, canula removed  and applied cool pack. Medical illustration took photo		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17189		10/14/25		10:10		10/14/25		Contacted by paediatric medical team - experiencing increased no of high creatinine results for paediatric patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						identified all samples run on line 1 - shut down enzymatic creatinine on line 1. 
Samples rerun on Line 2 and amended reports issued.				Christie Pathology Partnership

		I17190		10/14/25		13:00		10/14/25		Patient attended for PBT planning scans. Christie profile obtained to check creat prior to IV contrast for planning scan. CWP blood result showed creat result to high for IV contrast so not able to have planning scan. High creat result highlighted to biomedical scientist as didn't fit patient's clinical status. Patient was rebled, creat rechecked, now in normal range. Patient has to reattend for a new appointment for cannula and scans.
5 other paed patient creats high , re analysed, now  normal				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Thirkettle,  Sally		Incident being managed locally		No Harm						Patient was assessed to check if creatinine result reflected clinical status. 
High creatinine highlighted to biomedical scientist as querying validity of results.
Patient was rebled via cannula to see if creatinine result was accurate.
Cannula was removed as we were unable to continue with PBT planning scans as IV contrast could not be administered.
Apology given to parents and paediatric patient.
Patients planning scans were rearranged.
Other paediatric patients with higher than expected creatinines also highlighted to biomedical scientist. 
Samples reanalysed and new creatinine results acknowledged on CWP.				Christie Pathology Partnership

		I17192		10/14/25		09:00		10/14/25		2 new Gynae Clinical Oncology patients triaged on Thursday 9th October.  On Friday 10th October patients phoned by booking and left a voicemail message for patient to call back for details of Tuesday 14th October new patient appointment.  Patients did not receive message and did not call back.  Bookings team did not chase this, nor did they inform the Gynae team.  Patients did not turn up for appointment.  One category one patient contacted on the day and got a taxi to clinic.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/16/25		Tuesday 14th October - patients phoned by Gynae team, urgent category 1 patient encouraged patient to attend clinic and team accommodated late arrival.  Other patients appointment rearranged.

RP - Apologised to consultant and investigated with the team.  Will update the incident review with further actions and findings.		The clinical supervisor has addressed this with the individual and I have shared a reminder to the team 'attempting to contact patients' process.		Network Services

		I17193		10/14/25		10:50		10/14/25		The correct consent form was present explaining what the patient were booked for on CWP. The paper consent form was correct but instead of stating 'brachytherapy' it had 'radiotherapy' in small print on the form, which weren't picked up until the WHO Time out.		Escalated on day, DATIX completed.
Ensure correct consent processes followed.
Scrub nurse to be present at sign in in anaesthetic room.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Wilson,  Kay		Finally approved		No Harm		No harm		10/28/25		the entire team involved confirmed against the consent form on CWP to ensure it correlates with the paper copy. We all agreed the form provided was the radiotherapy consent form instead of the brachytherapy consent form. 

Correct Consent form was present in CWP (signed back in August)  need to ensure have correct consent form to hand at check in.		Process for brachy theatre patients needs paper consent form. Must be provided on transfer from ward.
Consent form needs to be confirmed and signed each treatment.
Scrub team did not do sign in in anaesthetic room with anaesthetic team - asked to do this in future. 
Correct consent checked in theatre by team but patient spinal and sedation already started.		Clinical Support and Specialist Surgery (CSSS)

		I17201		10/14/25		15:00		10/14/25		TSRT9
2DkV confirmation image shifts applied and additional 2DkV concomitant exposure taken by B6 without approval from band 7, outside scope of practice.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Dept 38, 39 and PBT						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Member of staff involved contacted and  clarification of scope of practice given.				Network Services

		I17202		10/14/25		12:00		10/14/25		Patient noticed 15minutes after her scan that she felt itchy around her inner right thigh. She called the attention of a Radiographer aide who called me to assess the patient. 
She consented for me to view the area, where I noted some hives. She also said that she felt flush and noted a possible rash on her left side too. Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		Chlorphenamine was administered and contraindications/effects discussed. Aftercare form and instructions given to patient in case of any further reaction. Reaction form filled and alarms put on CWP and CRIS.				Clinical Support and Specialist Surgery (CSSS)

		I17213		10/14/25		09:28		10/15/25		TSRT9 / EL4 / 13GG / CF1c / MoD13HH / SB13CC 13HH
Noted on #2 that a treatment history check (CLOCK) had not been completed after #1.
Team treating chose to read through all of the treatment/machine data as protocol on #1 without the treatment history checked being completed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13GG Recording of additional information		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Band 7 was informed.
Treatment history check was completed after #2. All data was correct.

Uncertain which B7 was informed however have discussed with the treatment team who acknowledged they should have completed the CLOCK prior to treating #2 rather than after as the patient was not in pain & the delay would have been minimal. Reminded staff of importance of checking fractionation & if #2 checking prior to taking the patient in for treatment that CLOCK has been completed on QCL & assessments tab.				Network Services

		I17422		10/14/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Nil		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Technician 
Datix completed where applicable
Pharmacy Homecare team has checked CWP for any relevant background and CMM to establish if patient has had their medicines re-dispensed.
Team aware and further supply has been made ready for collection.		nil		Network Services

		I17318		10/14/25		12:00		10/17/25		TSRT9

S2 patient - Patient activity  was in as lung for Oesophagus patient - IRMER site states diagnosis Oesophagus and site as mediastinum/scf. 
Preset fast lung M10 was used, noticed after patient was scanned #10 by s11.  Discussed with B7 who advised chest M10 should have been used,  resulting in more exposure than intended by protocol.  4mGy total over 10 #'s.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Feedback to s2 staff				Network Services

		I17675		10/14/25		15:30		10/30/25		INCIDENT REPORTED BY TCPC : 1 unit of platelet was requested on the 13/10/2025 @ 09 :57 AM, and it reflected on the laboratory result as pending, meaning request was received by the laboratory. On duty resumption today(14/10/2025), a call was placed to the blood bank via the ward intercom to inquire about the time when platelet would be issued. The laboratory personnel, stated on phone, that it would be ready by 15 :30hours because they were low in stock. (CONT)				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						@ Exactly 15:30hours, I rang the blood bank requesting to know when it would be issued as its still not reflected on the system as issued, then I was informed that a request form wasn't sent which was quite unusual as the RMO on shift stated he did send a request form. He however prepared another form, which I sent to the laboratory. I called for the third time to inquire when it would be ready and a staff confirmed that the previous form might be somewhere.

The above however caused a lot of distress and anxiety to my patient including the team.  Platelet was however issued late, and patient left late with partner who is to drive long distance to Scotland				Christie Pathology Partnership

		I17645		10/14/25		13:20		10/29/25		TSRT9 
During data input it was noticed that immobilisation devices used at RTP were missing from site set up, B7 alerted, able to determine no civco mattress used and nothing under knees, any poly can be used depending on patient preference. Note added to Navigator, this information was added to Site Set Up following confirmation of appropriate position on #1 CBCT scan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT Sim 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						Able to determine immobilisation used.
Note added to Nav.
Site set up amended following CBCT confirmation of appropriate position.				Network Services

		I17329		10/15/25		15:30		10/17/25		IQemo prescription for 15/10 Carboplatin and oral Etoposide C2 D1.
- Carboplatin given as prescribed.
- Etoposide missed. PO tablets were supplied by pharmacy that day- pharmacist handed over to NIC that the SACT tablets were present on the ward.
- Etoposide not prescribed on CWP. Was supposed to be given at the same time as Carboplatin. One dose on Day 1, 2 and 3.
- Missed Day 1 and Day 2 of Etoposide.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Issue raised by ward pharmacist. Team doctor informed. Ward doctor informed team registrar as was unsure. Reg advised to re-prescribe for today to start day 1 and continue regime. Filgrastim to be prescribed 24 hours after last PO SACT. 
Team doctor informed patient for duty of candour.				Clinical Support and Specialist Surgery (CSSS)

		I17320		10/15/25		15:30		10/17/25		TSRT9

Incorrect image preset used #1-3. Small FOV preset used despite isocentre being greater than 13.5 cm away from lateral aspect of GTV/CTV.

Identified on #3 online image as unable to visualise full GTV/CTV - escalate to B7.

Additional dose to pt = 3.2mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Escalated to B7 online #3.

B7 justified additional image using Medium FOV preset to ensure GTV/CTV captured within XVI reconstruction.

Images not escalated previously (#1/#2) - unable to retrospectively assess coverage as image acquisition not adequate.

Preset changed offline for future #s.				Network Services

		I17301		10/15/25		16:05		10/17/25		Unit of platelets was collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.		Discussed incident with individual concerned who advised that there were no issues with the computer and they were adamant that they used CWP to collect.		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering						Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/17/25		Able to confirm traceability using the corresponding laboratory compatibility form.
Collected on 15/10/25 at 16:05.				Capital, Estates and Facilities

		I17295		10/15/25		22:40		10/17/25		Patient received a unit of RBC’s and the pre transfusion vital signs completed one hour and 25 minutes prior to its commencement.
NEWS not completed within the timeframe for transfusion vital signs.		Staff reminded to ensure		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Transfusion practitioners informed		Staff to ensure observations taken within 60 minutes of starting a transfusion and that this is documented in CWP prescription.		Clinical Support and Specialist Surgery (CSSS)

		I17296		10/15/25		14:50		10/17/25		Patient received a unit of RBC’s and no end vital signs recorded. 
NEWS not completed.		OE to speak to transfusion team re thematic review and trends. 
Ward managers to raise vital signs and NEWS completion at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.		Staff are to complete vital signs and NEWS after transfusion.		Network Services

		I17413		10/15/25		22:30		10/22/25		Transfusion Practitioner - Patient received 1 x RBC and the pack number was documented incorrectly as G095 562 542 313 7 on the electronic prescription by the receiving nurse. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 423 137 *				Clinical Support and Specialist Surgery (CSSS)

		I17263		10/15/25		12:21		10/16/25		Crossmatch sample mislabelled.		Scan for safety to help ensure proper documentation
Ward managers to documentation of crossmatch at ward meeting		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		New sample requested via Alertive.		To  accurately document cross matched sample for the benefit of patient safety.		Network Services

		I17255		10/15/25		21:00		10/16/25		Insufficient sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		Tried to request new samples, no answer from the ward.				Clinical Support and Specialist Surgery (CSSS)

		I17270		10/15/25		13:00		10/16/25		set opened, set checked, on the instrument checklist 6 hiess, 7 heiss in the tray, tray used, note made  on the checklist, counts correct, set sent back with 7 heiss
CHR00000020, 299377237,		Issue reported to Steris.
Discussions had with team and at the staff meeting on process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Equipment incident		Medical		User error		Wilson,  Kay		Finally approved		No Harm		No harm		10/27/25		tssu staff informed coordinator the next day, coordinator escalated to TSSU band 7 and TSSU lead, datix completed		ensure that all instrumentation matches tray sheet before use as part of operation count.		Clinical Support and Specialist Surgery (CSSS)

		I17272		10/15/25		12:23		10/16/25		Patient was admitted to the CRF Unit, completed C1D1 on 14th of October. Patient still an inpatient for C1D2 trial procedures. As per protocol, patient is to skip the morning dose of trial treatment and to not be dosed until after 36hr post-dose assessments completed. Reviewing Dr notified that patient had been incorrectly dosed at the 24hr point with trial drug. This occurred prior to 24hr post-dose assessments were completed. As a result, the 24hr and 36hr post-dose assessments will be invalid				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Donovan,  Helen		Finally approved		No Harm		No harm		10/23/25		PI of the trial informed, patient reviewed by the doctors to assess if any AEs had occurred. Sponsor informed via email. Dosing at the 36hr mark had been withheld so that patient only dosed the once on C1D2. Patient informed of error as part of duty of candour. DATIX completed. To be escalated in monthly RISK meeting.				Research and Innovation

		I17273		10/15/25		12:00		10/16/25		TSRT 9

Picked up at #1/20 during cross check of iso move directions in the room that CMA move had been input into site setup incorrectly. Post move so should have been +2.2 but input as -2.2.		- Corrected error. 
- Discussion with staff involved. 
- Documented.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Ensum,  Hannah		Finally approved		No Harm		No harm		10/30/25		- Band 7 informed. 
- Cross checked plan and amended CMA moves. 
- Patient aligned to tattoos again and CMA moves reapplied. 
- Cross checked move directions against plan and correct. 
- Proceeded to image which was acceptable. 
- Treatment completed as planned.
- DATIX submitted.				Network Services

		I17220		10/15/25		09:05		10/15/25		There are 2 consent forms in the patient notes. The latest date is the correct consent form which matches the list. This was used at check in by  the waiting area A/R prac. and the anaesthetic practitioner for T1. However, in the anaesthetic room the old consent was shown to the scrub nurse and signed by the anaesthetic prac. The patient had correctly verbally consented, on checking in.  It was identified in time out that the old consent form had been used in the anaesthetic room check.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Surgical dressing clinic						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Jones,  Tracey		Incident being managed locally		No Harm						Spoke to the surgeon at the table and queried removing the old form however he said to retain it as a record of conversation.  Carried on the time out using the correct consent form. Asked line manager how to proceed,  who checked the check-in consent , which established the patient had verbally consented as per the correct form. NB Team commented that It did not help that the list order changed last minute, as the scrub  team were already prepped to carry out SLNB on the original first patient, so may have had that foremost in mind. SLNB was the procedure on the incorrect consent form.				Clinical Support and Specialist Surgery (CSSS)

		I17221		10/15/25		00:00		10/15/25		I have on two recent occasions (details below) identified radiology reports that show my name as one of the reporters on a scan when I have had nothing whatsoever to do with that scan or its report. This is a result of a setting in SECTRA PACS that auto-populates additional names on reports unintentionally. It is hard to detect the scans that have inaccurate author details. This represents a risk to the patients, reporters and to the trust - insufficient character allowance to explain				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		10/20/25		PACS manager and consultant PACS experts within department informed. Raised issue at consultant meeting with departmental leads present. Requested that reports be corrected - at time of writing my name is still erroneously recorded against the affected reports.
 
The functionality that introduces the risk is built into our computer systems and as such is very difficult to eliminate. It is also very hard to detect when it has happened - both the reporter and the person erroneously named as reporter can be unaware. I have only detected these cases by chance and we have no way of telling how many patients are affected across the department.

There is risk to patients because referrers can be falsely led to believe there has been consultant review of scans when there has not. 
There is risk to consultants who could be falsely held responsible for errors in radiology reports that they have had absolutely no input in.
There is risk to trust as this false documentation of reporters undermines their ability to investigate incidents and patients complaints involving radiology reports.

Scan reports that I know to have been affected (and still have inaccurate author details) are:
RBV202107068 FDG PET-CT dated 6/9/25
RBV202310044 XR Chest dated 30/9/25
RBV202502082 XR Chest dated 30/9/25
RBV202502185 XR Chest dated 30/9/25
RBV201914656 XR Chest dated 30/9/25				Clinical Support and Specialist Surgery (CSSS)

		I17222		10/15/25		10:40		10/15/25		Multiple interlocks including Layer switch error, Generator time out, emergency stop etc )during the middle of second beam of SUP isocentre. Lost couch compensation. Informed MCR and Superintendent.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/16/25		Compensated couch and additional 2D taken.				Network Services

		I17216		10/15/25		10:10		10/15/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Team took the image, proceeded to open the 2D online image review workspace which opened behind tabs on a different computer screen. Engineers were called and refreshed each individual screen to try and open the workspace on the correct computer. Engineers restarted the CCP and Band 7 authorised another image.  2nd Image taken and matched well.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Band 7 and engineers informed. Patient wanted to sit up so radiographers went into the rooms to help. Engineers restarted the CCP and Band 7 authorised another image.		2D image review window was opening behind integrity screen. Tried turning monitors on and off, but made no change
restarted CCP management PC and issue resolved.
Radiographers had already taken an image and patient had to come out of mask, so additional image was required.		Network Services

		I17217		10/15/25		11:05		10/15/25		HCAs found a DTI on pt's buttocks. Have made nurse in charge and nurse aware.		HCA Away Day in December focus on pressure area prevention and care		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Spooner,  Jennie		Finally approved		No Harm		No harm		10/22/25		Medical illustration came up for her but she declined. 
TVN referral done. 
To update SSKIN bundle. On regular turns. 
Datix done.		All correct actions at time of finding DTI 
Ensure consistent and regular pressure area care given prior to DTI		Clinical Support and Specialist Surgery (CSSS)

		I17225		10/15/25		12:45		10/15/25		patient bone marrow request scanned onto wrong patient on cwp		scan removed
discussed with staff member to check correct patient record identified.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Broomhead,  Jan		Finally approved		No Harm		No harm		10/31/25		bone marrow request scanned onto correct document				Network Services

		I17235		10/15/25		00:00		10/15/25		Hospital letter scanned on incorrect date 24.10.2025				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/17/25		Scanned on correct to correct date 24.09.25				Clinical Support and Specialist Surgery (CSSS)

		I17230		10/15/25		10:03		10/15/25		Patient  had Paclitaxel in 3 hours but by mistake I started it at 1 hour. after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		Low harm		10/20/25		after 40 mins she had reaction but after few mins after having hydrocortizone she was ok and restart the Paclitaxel on slow rate and she was ok.		dealt with reaction in correct manner then realised error in infusion rates.

SEIPs model completed with staff member for drug discussion record.

team updated via email.		Network Services

		I17231		10/15/25		14:20		10/15/25		Transport failed to collect patient for her treatment. Was arranged with transport managers with less than 24 hours notice due to the patient being treated at a different site and reassured this was ok. Transport failed to collect patient resulting in the patient missing RT. Transport contacted and mentioned that it is not possible to arrange with less than 24 hours noticed and that this should never have been booked in.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		18B Transport issues		Scott,  Andrea		Incident being managed locally		No Harm						Patients radiotherapy was cancelled for today. Patient contacted via phone and informed that an appointment will be added on to the end. As a result of this transport failed, this additional appointment has cause issues with capacity.				Network Services

		I17232		10/15/25		11:00		10/15/25		IPU outpatient plastic clinic lead by SHCA who had patients ready to be seen at 08.50 (start time 09.00). Delayed start with the surgical team not seeing patients until 09.20am. Clinic delayed through the morning as a result. At 11.00am, 4 x (1 new, 3 f/up) patients. 24 pts in total experienced a delay ranging from 20minutes to 90mins.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Smith,  Lydia		Incident being managed locally		No Harm						IPU co-ordinator apologised and informed patient of delay on behalf of the plastic surgeons and clinical nurse specialists as clinic progressed. Refreshments offered with explanation. Datix submitted.				Clinical Support and Specialist Surgery (CSSS)

		I17240		10/15/25		14:00		10/15/25		I have noticed that paclitaxel infusing through a filter line that was not changed after pembrolizumab upon administration by my colleague.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Johnson,  Rhona		Finally approved		No Harm		No harm		10/16/25		Infusion paused. 
Advise sought from CPEF who advised me to attach another line on the 3-way tap and re-start the paclitaxel that way without disconnecting the line to prevent leakage of chemotherapy. Pt aware that 17mls in the line of the treatment will be lost as we are not able to give treatment through the line used for pembrolizumab. Pt upset about it. Pt tells me that ''I had no problems in blue team last time, my son doctor is not going to be happy about this''. Conversation witnessed by Sister on ORTC. Re-assurance and apologies made again to the pt.		Appropriate action taken, email sent to ICUMed to clarify rationale for not re-using of filter lines.		Network Services

		I17241		10/15/25		14:50		10/15/25		Patient received a platelet transfusion. End observations not completed. Patient sent home without end observations.		Action created on the action section of this record. 
Incident to be closed		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/20/25		Patient contacted to check that they feel well as has previously reacted to platelets. Discussed with staff member who forgot to complete end observations.				Network Services

		I17242		10/15/25		14:11		10/15/25		Phone call from Salford labs patient AFB positive. Awaiting further sputum samples.
Medical annotation 14/10/25 13:23 'given Quantiferon +ve, will send sputum samples t test fr TB - indicates exposure '.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Perry,  Liz		Incident being managed locally		No Harm		No harm				Alertive sent to nurse in charge on ward 4, ward manager, patient flow and Medical doctor in charge of care. Patient isolated. Patient contacts noted for Surveillance on IPC tracker. On call microbiologist informed. On call microbiologist to contact Salford microbiology due to cover day shift tomorrow. Ward 4 matron and Lead nurse contacted to inform. Ward manager contacted to compile Staff exposure list. Occupational health contacted. Spoke to medical doctor via alertive more samples to be sent and to be reported to UKHSA.				Clinical Support and Specialist Surgery (CSSS)

		I17244		10/15/25		07:30		10/15/25		Patient seen on AACU 14/10/25 for attempted NG tube insertion (head and neck ca). Patient declined to stay overnight for NG insertion 15/10/25 mane. Patient returned to Christies 15/10/25 mane but was unfortunately taken to outpatients instead of IPU, where the staff member sent him home as no o/p appt on system. Bolton Hospice liaised with IR co-ordinator on patient's return and made decision to blue light back to IPU for NG insertion due to low blood sugars and no way of feeding patient.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology		The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Berman,  Danielle		Incident being managed locally		Low Harm						IPU co-ordinator phoned outpatients where member of staff confirmed they turned pt away earlier today. IR team attempted further NG tube insertion on return to Christie - IPU where they were unsuccessful. Patient refused further NG insertion attempt. In line with patient's request and consultant radiologist aware, patient transferred back with same ambulance crew to hospice where he will reattend for an outpatient appointment mane 16.10.25. Parent team consultant messaged on CWP. Attempted to message team/CNS via Alertive, however at this time it was 16.30pm - OOH. Handover given by IR team to hospice.				Network Services

		I17246		10/15/25		08:30		10/15/25		Patient fell off toilet, landed onto knees with zimmer frame holding upper body up. NIL head injury. Emergency buzzer pulled, assisted back from fall to bedside chair via commode. Patients observations recorded and fine, doctors aware and assessed patient for further injury. NIL further treatment needed related to fall		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Dale,  Emma		Finally approved		No Harm		No harm		10/21/25		see above				Clinical Support and Specialist Surgery (CSSS)

		I17247		10/15/25		19:00		10/15/25		Patient went off ward. 
Came back with porter and seemed unconscious. 
Porter reported she was found on side of road. 
Taken back to bed. 
Patient not making sense. 
Not able to communicate. 
Observations taken. BP low. Asked Dr to prescribe stat dose of fluids. 
Bms stable. 
When helping patient to bed found substance in a packet. Looked green and brown and finely chopped. 
Gave to NIC. Locked in DC cupboard. 
Patient safe in bed. 
Will continue to monitor.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Illicit use by patient		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/24/25		Observations taken. 
Bms taken. 
Reported to NIC and Doctor. 
 [incident I17251 has been linked to this record as it involves the same patient - MSO]				Clinical Support and Specialist Surgery (CSSS)

		I17484		10/15/25		08:00		10/23/25		Ordercoms numbers 9383243 and 9383241 requested  (3778) - CPW samples sent for virology testing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and comment added in synergy.				Clinical Support and Specialist Surgery (CSSS)

		I17485		10/16/25		08:00		10/23/25		Ordercoms number 9384727 requested by Jessed Oliver Ext 1197 -  MRSA swabs in virology bag. (Please note microbiology samples go in the blue bag and are sent to Salford, Biochem/haem samples go in the clear bag and are processed here, virology samples go in the red bags and are sent to MRI.  This sample could have ended up at Salford due to being in the wrong bag and therefore results either not available or sample returned from there resulting in a delay in processing)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Error logged, booked in and samples sent to Salford.				Clinical Support and Specialist Surgery (CSSS)

		I17457		10/16/25		14:33		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17458		10/16/25		12:00		10/23/25		Addressograph cut off on request form for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17248		10/16/25		01:45		10/16/25		POCT VBG 15/10/25 at 5.45am and POCT VBG at 01.45 16/10/25, patient on 2 litres O2 and FiO2 should be 28% but is 21% on VBG- RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Point of care testing		Analyser not working		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		RN from outreach and Doctor made aware when reviewing VBG that patient on 2 litres O2. 
please note- 'analyser not working' selected as more appropriate option not available at time of datix'				Clinical Support and Specialist Surgery (CSSS)

		I17287		10/16/25		13:00		10/16/25		TSRT9/level 5/ 13i /CF1c/CF2c/MD13i/SB13i

#3 DIBH 3 field breast
Radiographers imaged TP but omitted SCF image. Realised after delivering 80mu.
Paused beam and escalated to B7		reminder to staff to follow protocol		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		As beam had been partially treated decision made to deliver beam.
Daily imaging
SGRT used for monitoring
TP in tol, SCF in tol previous 2 #s
Staff reminded of importance of making sure following protocol.		follow protocol		Network Services

		I17291		10/16/25		15:00		10/16/25		Pt has increasingly become more confused today. Pt was very agitated that she has been flailing and writhing that she had 2x witnessed falls assisted to the ground from her recliner chair, we have used a hoist to get her back in bed. Pt was very frightened and unable to reason with. Emergency buzzer was pulled both times.
On 1:1 supervision. Aw capacity assessment for DOLS.		All correct actions taken at time of incident.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Assisted to sit/ ground		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		10/21/25		Drs made aware and reviewed. 
Needs a capacity assessment
Pt did not hit her head. No evidence of lacerations
Pt currently very confused, Lying and standing blood pressure inappropriate at the moment. 
CSU taken.		Difficult and complex situation, rapid disease progression 
NOK updated regularly throughout last week of life. All MDT involved to best support patient		Clinical Support and Specialist Surgery (CSSS)

		I17274		10/16/25		14:30		10/16/25		Patient referred for PICC line insertion as previous PICC removed due to ?infection.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team stated this would be done.
On arrival to ward, patient states only used eradication wash once and was told by her RN to only wash her arms so full body wash not done and full eradication not completed.		Contact IPU for information/posters regarding eradication treatment and disseminate to the teams. Introduce this to Induction of new staff.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		NIC of ward informed.
Patient informed and advised of reason for eradication therapy and advised to recommence full eradication while IP on ward.		Ensure staff are aware that eradication treatment pre line insertion is for 2 days and full body coverage. In urgent situations staff must speak IPU for clear guidance		Network Services

		I17275		10/16/25		10:00		10/16/25		Patient referred for PICC line insertion.
Ward team advised patient requires 2 days of full eradication therapy as per Trust policy before line can be inserted. Ward team happy to proceed on 1 day eradication only due to urgent clinical need.
On arrival to IPU, patient states only wash his left arm with eradication wash as advised by his RN that morning.		Discuss the procedure of pre line insertion eradication treatment on induction of new staff. Ask IPU for information or poster they may have for the clinical areas		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Other		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		10/29/25		Patient's right arm washed on IPU with Octenisan wipes, as PICC line was due to be inserted on right arm. Advised patient of importance and reason behind eradication therapy and advised to continue with full body wash whilst remains an IP.
NIC of ward informed.		Increase awareness within the clinical areas of the pre line insertion eradication process.		Network Services

		I17276		10/16/25		15:15		10/16/25		TSRT9 13CC SB3i MD13CC CF3a
machine fault after XVI review 
patient off the bed and taken to another machine, resulting in an additional image		MLC not ready - Y1 8 not moving - Replaced - Shape test 2x completed - SC completed lightfiled		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13JJ Other		Raisbeck,  James		Finally approved		No Harm		No harm		10/20/25		MLC fault 
engineers called and patient taken off the bed 
moved to another machine with an additional image authorised by band 7 
Additional image 0.8mgy delivered		Leaf key failiure.		Network Services

		I17271		10/16/25		13:30		10/16/25		Patient was due Irinotecan today. It is prescribed over 30 minutes, however she has for awhile required an Atropine injection prior to administration due to cholinergic symptoms. The Irinotecan was administered over 30 minutes rather than 1hr 30 min despite the Atropine being given prior.
Patient complained of further cholinergic symptoms including excess saliva production and mild stomach cramps so a second dose of Atropine was prescribed and administered.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Johnson,  Rhona		Finally approved		Low Harm		Low harm		10/27/25		Senior nurse discovered that the Irinotecan was given over an incorrect time, it was given over 30 minutes instead of 90 minutes. The patient was informed and apologised to. The ANP on unit was informed. Observations taken and patient monitored. Nurse who administered the chemotherapy was informed as well.		Nurse aware of error and SEIPS carried out. Further scripts have now been changed to 90 mins. Patient had brief hospital admission as a result to AACU but resolved quickly.		Network Services

		I17268		10/16/25		10:00		10/16/25		Ptt had robotic total hysterectomy on 9.10.25. Sent home with catheter and TWOC appt for 16.10.25 on IPU. 
Pt called on 15.10.25 and not attending due to travel issues. When asked if a DN referral was sent, as requested by pt on d/c, pt informed no referral was sent. Pt then stated that she would remove it herself. IPU scheduler documented this on CWP, however, did not escalate this verbally to any senior medical team member. Upon calling the pt on 16.10.25, pt has removed it herself.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Hibbert,  Caroline		Finally approved		No Harm		No harm		10/30/25		Called patient to ask if she was okay. No answer. Called mother, who confirmed the patient had "cut out" her catheter. Passed coordinator number to mum to pass to patient. 
DN referral completed in hopes they can go out today she assess patient is well.		1. W10 - discussed in huddle to ensure accurate TWOC discharge process and to ensure all TWOC referrals to IPU are complete. 
2. IPU Escalation Pathway – Reference in scheduling SOP where patient has declined TWOC appropriate escalation to IPU NIC to ensure appropriate safety netting of patient.		Clinical Support and Specialist Surgery (CSSS)

		I17269		10/16/25		00:00		10/16/25		Wrong Oncotype result in notes.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Datix filled in so that I can request IT to remove it. Correct Oncotype report requested.				Network Services

		I17252		10/16/25		08:40		10/16/25		i have scanned documents for the wrong date. 

the 2 documents are:

histopathology -- scanned in on 15/10
mr scan -- scanned in on 14/08

i was informed by the proton mdt team				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Bryan,  Dwain		Finally approved		No Harm		No harm		10/21/25		i called them to clarify which documents they wanted me to remove as it wasn't straight forward. they advised which ones to remove. i have asked techbar to remove these documents				Network Services

		I17265		10/16/25		09:00		10/16/25		TSRT9 / LEvel 5 / 11V / SB11t / CF7a MD12l
Plan not ready in timely manner. Not exported to radiotherapy prep with enough time to ready it for patient				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Whitehurst,  Philip		Finally approved		No Harm		No harm		10/31/25		Pt due #1 @ 10am 15/10/25. Plan had dose verif evening of 15/10/25. Needed final check 16/10/25 am. Finally exported to prep @9am 16/10/25 giving 1 hour for input/check/image prep process to take place. Noted at prep that intent to treat annotation was inadequate so needed to contact Dr to do this further slowing this process.

Further investigation
Late export from treatment planning had been accepted by prep room, owning to the DV requirement it wasn't possible to export any earlier. 
Delay re Intent treat annotation is a separate from treatment planning delay.				Network Services

		I17412		10/16/25		13:35		10/22/25		Patient received 1 x RBC and the pack number was documented incorrectly on the electronic prescription by the receiving nurse. Documented as G095 625 382 732 9
Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / External Other Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/22/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct pack number: G095 625 382 739 K				External Other Trust

		I17297		10/16/25		13:00		10/17/25		Document accidentally uploaded under 'date received' rather than 'clinically relevant date'				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Software Failure		Collier-Dean,  Kayleigh		Finally approved		No Harm		No harm		11/3/25		Put a ticket into techbar requesting the document to be removed, so that it can be re-uploaded under correct date. Request - INC-117849 - document has been removed.				Network Services

		I17293		10/16/25		20:30		10/17/25		MASD to skin under both breasts, lower stomach and groin areas. Present on admission, has been using barrier creams at home, due to perspiration not incontinence.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Clarke,  Catherine		Finally approved		No Harm		No harm		10/17/25		TVN referral, barrier spray applied and given to patient. NIC informed.				Clinical Support and Specialist Surgery (CSSS)

		I17294		10/16/25		21:00		10/17/25		CD was taken out for patient at the right time - no access was available so cd was wasted but EPMA wasn't updated so the reminder was gone. CD ended up not being given as by the time I realised it was too late and would have disrupted future doses - dr made aware - pt states no pain but will monitor				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		10/19/25		Informed dr, wrote datix and will inform ward manager when on ward				Clinical Support and Specialist Surgery (CSSS)

		I17282		10/16/25		15:40		10/16/25		patient had an extravasation while on the scanner, first flush of cannula was fine. pt. confirmed no discomfort then .checked on pt and they confirmed no pain during scan.  however ,  during scan, there was no contrast on image.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		scan was stopped immediately. made sure patient was okay . medical illustrations was contacted . pt. was given an ice pack to apply on area of extravasation and arm was elevated for 5-10mins. 
pt was given follow up instructions on how to manage the extravasation and reassured everything would be okay.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17280		10/16/25		15:43		10/16/25		CT scan was needed to be done of this patient's thorax, abdomen and pelvis. Test bolus injection  of 10mls of Saline given at 2mls/sec. This went through fine. Patient injected with iomeron iodinated contrast agent. 19.7mls went in but the patient said she was feeling pain so the injection and the scan was stopped. I went in to check and the contrast has extravasated into the skin. 8 CM X 6CM LUMP - SWOLLEN AREA. RED AND TIGHT SKIN. MASSAGED AREA, ELEVATED WRIST AND ASPIRATED AS MUCH AS POSSIBLE				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		No Harm		No harm		10/20/25		Aspirated as much contrast out of wound as possible. - approx 6mls. Massaged skin, cold compress applied. Limb elevated. Checked with patient that pain had subsided and she said it had.		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17321		10/16/25		18:30		10/17/25		I came on to my shift on the morning of the 17/10/25 and noticed that the patient had a bag of saline with 4% glucose running, I queried this with the nurse who had been looking after them overnight and he said he wasn't the one who put it up, looked at the prescription and noticed it was meant to be hartmans running. informed doctors, checked pt blood sugar which was fine. 

had to select diabetic medication as option for saline wasn't available		spoke to nurse who had put up incorrect fluid - asked her to complete a reflection		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		drs informed, bag of fluid taken down, blood sugar checked		importance of checking correct fluid being administered		Clinical Support and Specialist Surgery (CSSS)

		I17313		10/16/25		16:20		10/17/25		Immunotherapy  attached to A line rather than B line in error. Immunotherapy then removed from A line and reattached to B line in blue tray. When attaching B line to pump the clamp was not on and caused a spillage of about 5ml before line was attached to pump. The Spillage went on pump and small amount on the floor. 
None went near the patient.		Spillage discussion had with reporter on the day of incident.  Minimal spillage ? saline ? treatment - reported approx 5mls spilt in try and droplet on floor.  Advised re following spillage policy.  Discussed with NIC.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ingham, Mrs Andrea		Finally approved		No Harm		Low harm		11/5/25		Spillage kit used. Floor cleaned, pump cleaned and domestic was to be made aware to clean floor. 
Pump isolated.
Medical team made aware. 
Ward manager made aware. 
Once first administration was finished new IV line was used. Was deemed correct from medical team to continue with infusion rather than wasting drug		Ensure staff know how to utilise the infusion devices and know how to trouble shoot when something untoward occurs. 
The patient and the nurse remained safe and were supported by other appropriate staff during the incident.
Always ask another treating nurse to supervise / talk through your intended process when dealing with important clinical aspects such as this to ensure safety at all times.		Research and Innovation

		I17335		10/16/25		22:00		10/18/25		Pt was being cleaned and repositioned and a DTI was found on pt buttock which the daughter hadn't noticed before.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		Low Harm						Barrier cream applied and pt repositioned - explained to pt family about pressure areas being relieved.				Clinical Support and Specialist Surgery (CSSS)

		I17357		10/17/25		14:00		10/20/25		TSRT 9
Pregnancy check not completed prior to treatment #1 as per XRT guidelines.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13E Confirmation of pregnancy/fertility status		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Completed prior to #2 exposure. 
Datix submitted and recorded in pt notes.				Network Services

		I17358		10/17/25		17:30		10/20/25		TSRT9
Single fraction T spine patient. Image review carried out by a competent Radiographer (A), independent review carried out by none competent Radiographer (B). After treatment had been delivered B told A that they hadn't carried out their 2D imaging training (training currently on hold waiting for new training package). Radiographer A escalated to treatment band 7.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Retrospective independent review of 2dkV carried out. Online match acceptable.
Radiographer B reminded to let colleague know prior to treating a patient if they are not competent for technique/image review.
Memo sent out to staff group to remind them to discuss with colleagues if they are not competent for technique/image review.				Network Services

		I17347		10/17/25		14:00		10/20/25		TSRT9/level 3/ 13CC/SB3i/ MoD 13CC/ CF3A
RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch. MCR called resetting systems .				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Called superintendent who was in contact with MCR throughout. Superintendent approved additional imaging for when Patient back on bed				Network Services

		I17349		10/17/25		13:00		10/20/25		Lab request number 2664844 & (rejected sample 2664764)  Samples for patient initially rejected as incorrect hospital number on the request form - Does not comply with laboratory accetance policy where samples and forms require 3 patient identifiers.  Nurse Cletus ONERHIME came up and asked us to process sample as patient elderly and waiting for treatment.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception				Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Whelehan,  Sarah		Finally approved		No Harm		No harm		10/20/25		Error logged.  Explained to nurse why sample was rejected.  Spoke to Head of blood sciences who agreed to process this sample on this occasion only as it failed to comply with the acceptance policy but that we would raise a datix.   Sample re-labelled, hospital number on form and sample amended in presence of Deputy reception manager and sample booked in under new lab number and sample processed according to laboratory protocol				Clinical Support and Specialist Surgery (CSSS)

		I17352		10/17/25		15:00		10/20/25		Lab request numbers 2663371 & 2665288:  Blood tests booked in under the incorrect patient and results went over to CWP.		The incident has been discussed with the reception team regarding incidents relating to tests booked in under the wrong patient.  Suggestions have been made of what to do when they are distracted to avoid mistakes which includes double checking before completing work.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Finally approved		No Harm		No harm		10/27/25		Error logged.  Brought to the attention of Duty biochemist.  Results redacted from incorrect patient and inputted into correct patient.  Clinical heads of Haematology and Biochemistry informed.		There are a number of distractions within the pathology reception area which can lead to errors as booking in is a manual process.  Staff should ensure they concentrate when booking in requests and if they are interrupted to start from the beginning or double check to avoid mistakes being made. Staff member associated with booking in this test has now left the organisation.		Christie Pathology Partnership

		I17355		10/17/25		17:10		10/20/25		TSRT9

Clock not completed after #1, error picked up prior to #3. 
Clock ran #1 and #2 verify beam parameters were correct.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Clock check done, Datix completed and recorded in pt notes.				Network Services

		I17330		10/17/25		20:00		10/18/25		A treat and return patient was not happy with her experience.
She states that she arrived from MRI Hospital very early in the morning and then waited around for 2 hours without being informed why.
She was then on W12 awaiting transfer back to MRI which had not been booked by them, they then booked it at approx 19:36 which meant the transport was going to be a 3-4 hour wait.
The patient eventually got collected at 04;30AM on 18.10.25.		W12 manager have sent out Process for Admission Direct to the ward, shared this on our private group and let staff know this is on our MSTeams channel for reference if unsure. Reminded ward staff to contact the parent team when patient arrives for treat and return.

Note from MSCC team- no one had contacted the MSCC team that the patient had arrived.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in treatment		Mcgough,  Sophia		Incident being managed locally		No Harm		No harm				I was called to speak to the patient at 23:45 as she was in pain and also not very happy about the wait.
I first spoke with the RN at MRI as she was on the phone when I got to the ward- She informed me that the ambulance had not yet been allocated. 
I was given the reference number.
I spoke with the patient to apologise for the delay and explained how the treat and return process usually works.
I apologised on behalf of the trust and explained the complaints procedure to her and advised that we would appreciate any feedback.
She was then clerked by the Dr so that we could administer some pain relief. She also said that she had waited a long time when pressing the call bell, she needed assistance to the toilet.				Clinical Support and Specialist Surgery (CSSS)

		I17323		10/17/25		15:15		10/17/25		TSRT9/ Level 3/ 13CC/ SB3i/ MoD 13CC/ CF3A

RF issues resulting in 45 minutes of downtime- MCR needed access to the Bunker, so patient removed from couch.  Patient needed to be re-set up, this resulted in an addition CBCT and 2DkV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Superintendent in contact with MCR throughout-  informed needed a minimum of 30 mins after 15 mins of downtime- patient removed from couch. Superintendent authorised additional imaging. Incident reported.				Network Services

		I17326		10/17/25		18:15		10/17/25		Patient had a CT Abdomenpelvis Scan
At the point of bolus tracking no contrast was seen on the monitoring images
Scan was stopped and patient was immediately accessed with the cannula site swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/20/25		The patient was reassure and informed of the situation
Cannula was taken out after trying to pull back for the content
Image of the affected arm was taken with the patients consent
Cold pack was given to the patient and asked to elevate arm
Another cannula was inserted and scan done		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17328		10/17/25		17:00		10/17/25		Patient attended for Zoledronic acid, protocol states that patient's should be consented for this treatment. Escalated to reg and advised she was verbally consented over the phone in March. This was not clearly documented and patient had gone through clinic multiple times since then and had not been consented properly.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Bradburn,  Anne-Marie		Incident being managed locally		No Harm						On call came to unit to consent patient				Network Services

		I17304		10/17/25		00:00		10/17/25		Consultant noticed that per CWP Outcome form 28/08/25, 2 month fup has not been booked.		- Highlighted to secretary to book next available.
- Datix submitted		The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Emailed sec to book patient to next available fup.		- Book FU's as per EOF's.
- If this is not possible then query with relevant team.		Network Services

		I17305		10/17/25		09:58		10/17/25		MR request for patient with a pacemaker - referrer had selected no to implant. Upon investigation, this was the third request for a MR scan for this patient. The team were informed each time that the patient cannot be scanned at the Christie as the patient's pacemaker does not fit our safety guidelines. There is no alert on CWP to inform any staff member that this patient has a pacemaker.		Mr Grecu has added an alert to CWP for this particular patient. I will have a wider conversation in the plastics diary meting regarding the importance of adding alerts to CWP for pt safety		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)						Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Smith,  Lydia		Finally approved		No Harm		No harm		11/3/25		A message was sent to the referrer to explain that we cannot scan the patient here and could they please put an alert on CWP to prevent another request being placed. 

17/10 - CSSS Governance; A plastics patient. The plastics team don't seem to be grasping that Pt intelligible for MRI within the Trust.				Clinical Support and Specialist Surgery (CSSS)

		I17409		10/17/25		14:00		10/22/25		Patient received a unit of RBC's and the 15 minute vital signs not recorded. 

NEWS not completed.		Transfusion practitioner completed prescription on CWP and provided evidence for traceability. Staff reminded to complete and record NEWS within timescale for transfusion vital signs.		The Christie NHS Foundation Trust / Network Services / Haematology Ambulatory Care / Haematology  Ambulatory Care- Adult						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Martinspitacas,  Irina		Finally approved		No Harm		No harm		10/26/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.		Staff Nurse competent in blood transfusion to follow the policy and complete end observations .		Network Services

		I17445		10/17/25		17:00		10/22/25		TSRT9 5k level 3 SB 13aa, MD 13GG, CF 1b,1c,2c
Patient imaged #1-#5 due to images being out of tolerances. Additional 2 images not authorised by superintendent radiographer in imaging notes, was authorised retrospectively				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		N/A				Network Services

		I17292		10/17/25		01:00		10/17/25		Patient has been found outside by security over the past couple of nights. Security confirm they witnessed her smoking/inhaling something ?illicit substances. Her behaviour is then subsequently altered in line with some sort of drug abuse. 
I have sensitively approach this issue with her overnight but she denies taking any substances. She does however seem very impaired, drowsy, altered gait, slurred speech. She needed escorting back to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Finally approved		No Harm		No harm		11/4/25		Security escorted her back, I have spoken to her and raised my concerns about her well being. I am concerned that this will escalate as her treatment will last for weeks. We need a plan to manage this behaviour and understand the expectation of the clinical staff, in hours and out of hours. 
Stage 1 written warning issued
Verbal conversation with WM on breach of hospital policy and documented in notes				Clinical Support and Specialist Surgery (CSSS)

		I17521		10/17/25		14:00		10/24/25		BB7611: Bone marrow CD34 cell dose calculated incorrectly initially due to multiplying the WBC by 10, as is standard practice. Bone Marrow samples are neat and do not require a dilution. The initial CD34 cell dose reported was 10 x higher than the actual value. Emailed Consultants with the incorrect cell dose. There was no Collection report available from the Centre (NMDP donor).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Wilson,  Sarah		Incident being managed locally		No Harm						Double checked all calculations in Synergy by performing manual calculations. Sought advice from Lab Manager who advised check the dilution factor. Once results were rectified and verified, emailed the Consultant with apologies and informed them of the correct cell dose. 4 bags of marrow were transplanted 1.8L with no incident.				Christie Pathology Partnership

		I17711		10/17/25		12:00		10/31/25		Ordercoms number 9385329  two Fluid electrolyte samples received for the same patient - one in a microbiology bag. Requested by Claire Edwards ext 7519  (Please note that Biochem/haem samples go in the clear bag and are processed here. Microbiology samples go in the blue bag and are processed at Salford.  Virology samples go in the red bag and are processed at MRI.) One of these samples could have gone to Salford in error as it was in the wrong bag.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Labelling		Dale,  Emma		Incident being managed locally		No Harm						Error logged, booked in and both samples processed here				Clinical Support and Specialist Surgery (CSSS)

		I17712		10/17/25		12:00		10/31/25		Ordercoms number 9386141- Christie profile and magnesium, 9386144 - CRP - Two labels on 1 sample.  Requested by  ext 1081.   Please note that two labels on one sample cannot be read by the analyser.		To escalate to IT 
The Haematology team will visit the lab on Pathology day to understand the process of the lab and how error affect the workflow of the lab.		The Christie NHS Foundation Trust / Network Services / Haematology Withington Ward						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/31/25		Error logged, booked in and Christie profile and magnesium were added to lab number 9386144		To always use one label for one sample as analyser will not be able to read 2 labels on one sample		Network Services

		I17713		10/17/25		12:00		10/31/25		Ordercoms number 9386016 Requested by Leah Parrott ext 1557.  2 x Samples received (1 Serum and 1 EDTA) with the same lab number for Christie profile.		All HCA's		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Spooner,  Jennie		Finally approved		No Harm		No harm		11/5/25		Error logged, booked in, the serum sample was booked in and processed.  The EDTA sample was put in the spares rack.		Nurse involved informed of mistake for learning		Clinical Support and Specialist Surgery (CSSS)

		I17582		10/17/25		10:11		10/27/25		Staphylococcus aureus, Klebsiella pneumoniae and Enterococcus faecalis  in peripheral blood culture 17/10/25.  previous overnight stay on AAU, discharged 19/9/25. Within 28 days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				reported to HCAI DCS, medical team aware, 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17381		10/18/25		10:00		10/21/25		Pt attended for Goserelin injection on 18/10/25- pt was administered ward stock 3.6 mg instead of the named and labelled 10.8mg from main pharmacy.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Team informed via email.
Tried to call pt to inform her of the error- unable to get through.		iQemo script not checked properly, nurse aware of error. SEIPS discussion carried out,		Network Services

		I17366		10/18/25		06:45		10/20/25		Reviewed patient on Monday after being cared for by an agency nurse over the weekend. Noticed that patient spiked a temperature on 18/10/2025 6:45 am. No documentation of escalation. No cultures were taken or paracetamol given at the time. Patient was not seen by a doctor and thus not assessed for infection.				The Christie NHS Foundation Trust / Corporate / Workforce		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Doherty,  Nicola		Incident being managed locally		No Harm						Reviewed patient, obs and infection markers over the weekend. Fortunately no harm was caused to patient and clinically remained stable. No infection developed				Corporate

		I17332		10/18/25		12:00		10/18/25		HCAs assisting patient with a wash this morning. Noticed broken skin ?C2 to patients inner thigh.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Friction damage		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral sent. Datix completed. PurT completed. 
Added to the handover for medical illustration to be completed Monday. (Found on a saturday and med illustration do not work weekends.)

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for ?pressure damage to inner thigh.  

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own clothing, and hospital incontinence pad. Needed assistance x1-2 to move in bed and remove/replace clothing in order to enable examination.

Superficial area of healing skin damage 0.6cm x 0.8cm to inner area of her R thigh. Wound bed is almost entirely epithelializing tissue with small area of red granulating tissue to centre. Surrounding skin normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage – all skin and surrounding skin is blanching, and no mechanism can be identified through which pressure would have been present to this particular area.

Patient and family unsure how wound occurred, neither do nursing staff know aetiology of the wound.

Medical illustration obtained during consultation, please also refer to photographs. 

Plan of care:

To small healing wound on inner R thigh:

Clean with normal saline

Apply Kliniderm foam border dressing

Change each 3-4 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17333		10/18/25		18:50		10/18/25		Absconded patient. 
Patient transferred to W14 17/10 1700pm. Left ward around 1815pm. Informed HCA staff was returning books and would return to ward. Has not returned still, now 18:55 18/10.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Discharge		Self discharge/ against advice		Caporn,  Alice		Incident being managed locally		No Harm						Duty manager and security contacted and made aware by day and night staff. 
Night nurse rang pt - no answer. Rang partner around 22:10 - 'she said she had been discharged, at the bus stop now bringing her back'. 
Night nurse tried partner again 1am - no answer. 
Escalated again day of 18/10 as pt still not back. Duty managers have being ringing pt and partner today - no answer and no sign of patient. 
DM rang police on 101 (LOG NUMBER: 1391 of the 18.10.25): 'who advised that they will not attend Michaela's property as we cannot confirm if she is going to be there. They advised that we go to the property to see if she is there and if she isn't then we can report her as missing to 101 or via the GMP website. I explained that we cannot leave the hospital to attend her house as there is a safety issue for the staff and we are busy caring for our current in-patients.'

DM advised that she still cannot get in contact with pt/partner. To pack up patients belongings and place them in a locked office (in Educators office on w14). 
If she is to come back she is to go through hotline.				Clinical Support and Specialist Surgery (CSSS)

		I17334		10/18/25		08:55		10/18/25		Patient admitted to AACU for repeat bloods.
On arrival blood sugar 18.1.  Patient had not brought his regular insulin with him, so prescribed a stat dose on EMPA of Trurapi 8units at 08:55.
Nursing staff contacted on call pharmacist as unable to source from wards.
At 12:00 insulin still not received from pharmacy.  Phoned and informed that vials had been requested and only stock pens, so awaiting this to be changed by pharmacist.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay (late, but before next dose was due)		Stent,  Sue		Finally approved		No Harm		No harm		10/31/25		Had to prescribe pen on an outpatient prescription in order to source for stat dose.  Received on unit at 1pm, and dose given.  Delay of 4hrs

TCP - dispensed the OP Rx as above. No stock of vials as requested on EPMA and waited for ward pharmacist advice as mentioned in datix above to amend the Rx to insulin pen. Ended up dispensing the OP Rx and the EPMA Rx was still waiting to be changed.				Network Services

		I17336		10/18/25		20:30		10/18/25		Patient admitted to ward skin checked and found MASD to buttocks and Cat 3 to sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/20/25		Skin cleaned dressing applied to sacrum skin bundle completed informed patient Datix informed sister in charge of the ward

TVN assessment on the 20/10/25- found to have Moisture lesion to the natal cleft .No evidence of pressure damage.  ward manager to be informed and incident requires changing.				Clinical Support and Specialist Surgery (CSSS)

		I17337		10/18/25		22:00		10/19/25		Pt presented with Grade 2 to the sacral area.		Pressure ulcer present on admission. Nil action required		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		10/24/25		Air mattress
Drssing
Regular Turns
TVN referal
Datix

20/10/2025 Tissue viability service assessment 

Referral received due to query cat 2/MASD  to sacral area Present on admission.

On assessment there is an area of 2 cm x 1.4 cm,  Category 2 pressure ulcer to the natal cleft, He has originally started as MASD to the natal cleft due to location and now appears to be a combination of moisture and pressure which Allan informed, he had not been moving around as much,  He has had this at home.

No sign of infection to the area

Allan can mobilise but due to feeling poorly is also resting on the bed.

Mattress in place with Hybrid pump now switched on.

Plan of care.

1) Put a pressure relieving cushion on the armchair.

2) ensure mattress and pump are checked and working correctly.

3) Dressing advice

Cleanse with Medi derma s PH Cleansing spray

apply Flaminal forte to the area, apply a thick layer, this can be applied following personal care or episodes of incontinence.( ensure applied at least twice a day  morning and evening)

4) 2 hourly repositioning advised and discuss with Allan 

5) update wound care plan and wound care chart

6) update purpose T and Nutritional assessment.

7) Referral to the dietician

Ensure the area is monitored for signs of infection or deterioration, if this occurs escalate to medical team and swab the area for c and s.

8) On discharge home, please ensure, medical illustrations is taken and referral to district nurses for wound care- pressure area management.

Refer back to tvn team if any concerns.		Pressure ulcer present on admission
Assessment complete in a timely manner and appropriate care delivered.		Clinical Support and Specialist Surgery (CSSS)

		I17338		10/18/25		22:00		10/19/25		Checked patient's skin and on checking, MASD was on the patient's buttocks. Barrier ointment applied and encouraged the patient to reposition regularly. TVN referral sent and awaiting Medical illustrations. DATIX completed within 48 hours.		All correct actions taken at time of incident.
Staff reminded to check that bed pumps are insitu and working		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/21/25		Barrier ointment applied.
TVN referral sent.
A/W medical illustrations
Datix done within 48 hours.  

20/10/2025 Tissue Viability Nurse

Referral received for MASD to buttocks.

Visited Ward 12 to review patient. TVN Helen Meakin also present during review. Handed over verbally to W12 RN India. 

On examination: 

In bed on her back, mattress pump in situ though switched off. Pillow beneath her bottom. Wearing her own clothing. Not able to roll onto her side for examination due to discomfort from abdo drain, but was able to get out of bed easily and stand at bedside for assessment. Has pressure cushion on bedside chair for when she sits out. 

Patient reports mattress pump not working therefore had been switched off. She dislikes mattress and prefers to sit on the pillow because this feels softer to her. Explained that mattress is intended to be in contact with the patient and it will not work to redistribute pressure effectively if pillow etc is placed between patient and mattress. Discussed that the most effective way to protect from pressure damage is regular movement, if she is not able to lie side to side she can elevate each hip in turn using pillow beneath sheet to a 30deg tilt, and also she needs to regularly spend time out of the bed either walking around or sitting out in chair on pressure cushion.  

To the inside of both buttocks, she has red excoriated skin with some superficial areas of skin loss, appearance of MASD. Surrounding skin is normal in appearance and texture. No signs of infection. 

Patient reports when she was unwell in previous few weeks she had problems with urinary incontinence where she was unable to reach bathroom quickly enough. Not a current issue for her, she is continent and has been able to get to the bathroom. Using barrier cream currently and applying each day. 

Plan of care: 

To MASD at buttocks: 

Apply Mediderma barrier ointment each day after washing and drying skin

Reapply after cleaning and drying skin following any episode of incontinence. 

Nursing care:

Please obtain working mattress and pump for her bed and utilise these

Continue with regular skin checks and repositioning and document on SSKIN bundle

Please refer to DN on discharge for ongoing skin assessment and care		Staff to check and ensure that bed pumps are working.		Clinical Support and Specialist Surgery (CSSS)

		I17339		10/18/25		14:00		10/19/25		On attempt to disconnect TPN line from PICC - Component of IVI line A broken within lumen - preventing further access and sterile appliance of a green chlorhexidine bung				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		out of hours services - unable to contact procedures team 
Unable to manipulate component out of lumen 
Secured lumen within sterile pack 
Cannulation for ivi access 
Request team to step down TPN management to reduce risk of infection 
For removal of PIcc 
? disconnection technique		staff reminded to ensure PICC line is accessed correctly		Clinical Support and Specialist Surgery (CSSS)

		I17340		10/18/25		15:00		10/19/25		Medical bank nurse supporting ward on early shift
Whilst by the bedside I overheard the patient's family report concerns of new oxygen demand, confusion and RR to nurse, Who was unsure the reason for this. Est time 15:00pm
I escalated this to clinical fellow and review of News - 11:00am observations not escalated ( News 5 / 3 - in one parameter)		action was taken at the time by the nurse in charge who spoke to the nurse - reminded her of the correct escalation process		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		Asked individual why this was not escalated - expressed that they thought escalation was only required if a news of 6 
reminded staff of correct escalation 
- review of bloods / fluid balance / bladder scan/ CBG/ medications ? opioids / confusion screen				Clinical Support and Specialist Surgery (CSSS)

		I17341		10/18/25		13:00		10/19/25		Pt admitted to AAU by ANP, no senior review completed (or documented), discharged same day, no discharge summary				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Finally approved		No Harm		No harm		10/29/25		Discussion with treating consultant

20/10 - CSSS Governance; A Med-Onc Pancreatic patient. Incident referred to NWS HPB service manager ?why Pt didn't get a senior review.

Im closing this incident as patient was a self discharge with the agreement that they returned the following day, this was overseen by Consultant on call as it was a weekend admission.  Patient would not at this stage require a discharge summary as patient returned as agreed and is still an inpatient receiving treatment.		None identified		Network Services

		I17360		10/18/25		05:30		10/20/25		INCIDENT REPORTED BY MFT: - Patient was for emergency radiotherapy on 17/10/2025 in Christies hospital for the 1st slot 
- Patient booked for transport early in the morning and left unit with CSW staff escort at 06:30 in the morning. 
- She was transferred to a ward after reaching Christies
- The radiotherapy has taken place only around 17:00 and throughout the day patient had to wait in Christies during this time. 
- At 19:00 CSW staff called ward to say Christies will not book transport				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hawkes,  Iain		Finally approved		No Harm		Low harm		10/21/25		- Transport booked by ward staff promptly in the morning and for return
- Delay in treatment and transport has caused severe distress for patient and family and when returned on ward had to have PRN medications for symptom management				Network Services

		I17565		10/18/25		09:00		10/27/25		Platelet unit ordered for the patient, not used and wasted.

Donation number: G072 425 046 769 K		to monitor incidents for any other issues		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Unit discarded.		Alertive to always be used between the lab and ward team		Network Services

		I17676		10/18/25		00:00		10/30/25		INCIDENT REPORTED BY TCPC : 
Patient returned from CCU without any clinical handover doctor to doctor.
Information pieced together from drug chart, nursing handover.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Seth,  Rajan		Incident being managed locally		No Harm						datix submitted				Clinical Support and Specialist Surgery (CSSS)

		I17342		10/19/25		00:00		10/19/25		it was handed over thar pt has C2 from old soft set which has been removed and there is dressing on it.  family member showed me the picture 0f it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		Other skin condition		Caporn,  Alice		Incident being managed locally		No Harm						TVN referral done and is for 20/10/2025. is for MEDD ILL for tomorrow. 

20/10/2025 Tissue Viability Nurse

Referral received to TVN service for wound to abdomen following removal of SoftSet for routine replacement.

Attended Ward 14 where I reviewed patient. TVN Helen Meakin also present during consultation, as well as patients family member who was present throughout at her request.

On examination:

Lying in bed on her back, on an air mattress with pump in situ. Wearing her own nightwear. Needed minimal assistance to move in bed and remove/replace clothing in order to enable examination.

1cm x 0.5cm irregular shaped wound to her lower L abdomen. Wound bed is entirely white/yellow slough. Surrounding skin is normal in appearance and texture. No signs of infection. No pain at the area. Does not appear to be pressure damage.

Plan of care:

To sloughy wound on lower L abdo:

Clean with normal saline

Apply Flaminal Forte to sloughy area

Apply Kliniderm foam border dressing

Change each 2-3 days, or if becomes dislodged or soiled.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17343		10/19/25		12:06		10/19/25		request placed for mscc treat and return, if pt not able to be transferred before 12pm could come following day.
pt arrived in xrt dept just before 12pm, bed on w10.
pt has arrived with no handover from AMU at MRI hospital, no escort and unsure if pt has return journey booked.
W10 will get handover from paramedic crew and ask about a reference number.
tried to call bed manager for repats and tertiaries and also amu at mri but no reply/response.
DMOC informed.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Safety,  Patient		Incident being managed locally		No Harm						Christie staff creating transfer request for this patient did specify that the patient should attend with an escort and handover, and stating that transport should be booked by the ward the patient attends from.				Network Services

		I17344		10/19/25		11:21		10/19/25		Due cytarabine BD, no SACT delivered for 20/10 6am dose from trials; changed on IQemo from 'accepted' to 'shipped at 11.21', attempted to ring baxters and trials pharmacy to see if someone present who could help with the issue,  haem reg aware, on call pharmacist contacted for guidance, unable to give cytarabine in accordance to Iqemo prescription, patient aware of large gap between doses,		20/10 - Staff escalated to relevant medical team, pharmacy team made aware so chemos arrival could be prioritised for Monday morning. Ward manager spoke to trial pharmacist and an agreement was made with ward pharmacist that baxters would be asked to provide the Monday morning chemo on a Friday evening in future.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Frequency - wrong		Brennan,  Naomi		Incident being managed locally		No Harm		No harm		10/20/25		On call pharmacist contacted for advice, haem reg and patient made aware				Network Services

		I17345		10/19/25		23:00		10/20/25		At 23:00. Skin assessment conducted. Suspected Deep Tissue Injury (DTI) noted on the bottom.
Assessment: This appears to be a new development; no prior documentation or observation of this condition noted.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Skin condition		End of life skin change		Caporn,  Alice		Incident being managed locally		No Harm						Escalated to the Senior Nurse in Charge on Ward 14. Patient repositioned safely in line with care plan. Pillow placed under affected area to offload pressure and prevent further skin damage. Patient's pressure-relieving bed pump is being monitored to ensure optimal function.
TVN comment: Not appropriate to review as she is too unwell and on end of life pathway.				Clinical Support and Specialist Surgery (CSSS)

		I17427		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		as per reporter		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if their medicine has been re-dispensed.
Emailed the team and received a reply to say they will contact the patient to review.		Patients do not collect medicines from royal mail collection centre		Network Services

		I17429		10/19/25		09:00		10/22/25		Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.

PostedMeds (added to enable identification of similar incidents)		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy		The Christie NHS Foundation Trust / Network Services / Pharmacy / Outpatient dispensary				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Nolan,  Russell		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP 
Medicine return log reviewed by Pharmacy Homecare Team 
Datix completed 
Pharmacy Homecare team to check CWP for any relevant background and CMM to establish if the patient has had their medication re-dispensed.
Patient has picked up a further 3 cycles since.  Team made aware		Nil		Network Services

		I17380		10/20/25		12:00		10/21/25		A tumour block transferred to central lab for a clinical trial was not returned and, investigation revealed, has been 'discarded'. There is no evidence available to say that we gave permission for this to occur (at this time).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I						Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Wheeler,  Chelsey		Finally approved		No Harm		No harm		10/21/25		Originating hospital were informed. Internal records updated.				Research and Innovation

		I17391		10/20/25		18:30		10/21/25		TSRT9 level 5 4k cf1d md12i
Radiotherapy prescription dose/# different to that on referral form and OP annotation with no updated information as to rationale of change/confirmation of change in dose/#
Patient attended for treatment (target patient) but no treatment delivered as clarification from clinician could not be sought.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4K Other (previously 4i)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Clinician was contacted at time of data prep when discrepancy between px and referral found and asked for annotation/clarification via email with no response
Patient attended department for first # of radiotherapy. B7 and B8 alerted 
B8 discussed with clinician via switch the issue and to seek clarification of whether to proceed on current plan however unable to confirm. 
B8 updated patient and apologised for delay and to attend the next day following confirmation of treatment plan 10# or 15#				Network Services

		I17368		10/20/25		19:00		10/20/25		**extravasation - no option to choose this
Patient had iv thiamine running through cannula to right hand - patient buzzed and reported some pain. Infusion stopped, hand appeared to be swollen around cannula site.		learning identified and to be added to next LFI newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Infiltration		Infiltration		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Tried to aspirate with 10ml syringe but unable to aspirate anything. Got extravasation kit and followed protocol. informed NIC, removed cannula. applied cold pack following guidelines, drew around the swelling site. explained to patient what had happened and elevated hand. Informed doctor on call for advise and to come and review.		to maintain good IV access, make sure careplans are being updated to ensure IV access is not being used post 7 days and following extravation protocol.		Clinical Support and Specialist Surgery (CSSS)

		I17369		10/20/25		18:00		10/20/25		2x oxycodone instant release capsules found in a cup on a epma trolley. Notified NIC. Spoke to nurse who had patient taking oxycodone IR capsules, confirmed that was what the capsules were. 
Wasted alongside nurse. Marked in CD book. Count remained correct despite drugs found. Concerned that a) CD drug discovered on ward, b) that potentially patient missed a dose, as count was correct, so drug was signed out and needed to be given to patient but wasn't				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Medication incident		Controlled drugs (regulation/process errors)		Expiry date - passed/omitted/wrong		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/28/25		Escalated to NIC. Checked that it definitely was the drug. Safely wasted the drug.				Clinical Support and Specialist Surgery (CSSS)

		I17370		10/20/25		19:00		10/20/25		TSRT 9 level 3 13L, SB 13hh, MD13AA, CF1a,1b,1c,2c
Patient was initially set up (brain) with extension on harmony bed, origin position set but then realised after CMA moves loaded but before sent that the patient needed to be set up without extension on bed, patient reset up without extension on bed however the Harmony workflow screen was not reset so when the CMA moves were sent this resulted in an incorrect start position on the software resulting in the scan being taken at an incorrect isocentre position.

This was picked up on XVI scan as notable discrepancy in the sup/inf (longitudinal) direction

Patient reset up and rescanned.Apologised to patient and explained the set up was incorrect. Patient was very understanding				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Staff informed B7.
Repeat image authorised.
Apologised to patient.
Reset up and treated accurately.				Network Services

		I17371		10/20/25		16:30		10/20/25		Verbal abuse to nursing student by patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		No Harm		Security incident		Abuse to staff from patient		Verbal		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		NIC witnessed end of situation, patient flung sats probe towards the student, mouthed 'stupid b****' at her. Student said the patient asked her to throw away rubbish from his table then became upset and asked for it back.
NIC asked patient to stop speaking inappropriately and took student away from the situation, immediate debrief and support provided by supervisor and ward team.
Discussed again later on with patient to reiterate this was unacceptable - he apologised and asked to pass the apology on to the student, he stated he felt unwell today.				Clinical Support and Specialist Surgery (CSSS)

		I17372		10/20/25		12:10		10/20/25		Unwitnessed fall, patient fell out of bed, landed on knees. No footwear or socks on. Patient reports to have hit head. Pt safely got up out of bed with assistance of staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Caporn,  Alice		Learning response required		No Harm		Death				CBG checked 
NEWS2 checked 
1:1 nursing care put in place 
CBG checked
Medical team notified 
Family aware				Clinical Support and Specialist Surgery (CSSS)

		I17373		10/20/25		22:00		10/21/25		Stat oxycodone prescribed for pain as could not yet a subcutaneous PRN (prescribed 6 hourly). 
Stat oxycodone prescribed as oral, administered the same dose as subcutaneous in error.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Doctor made aware. 
Subsequent doses prescribed as subcutaneous. 
Datixed				Network Services

		I17374		10/20/25		00:00		10/21/25		TSRT 9 

Table compensation loss occurred due to other interlocks. 
Additional 2DkV pair imaging required.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/21/25		MCR aware, B7 informed and additional imaging authorised prior to exposure.				Network Services

		I17375		10/20/25		13:45		10/21/25		TSRT9 / EL3 / 13Z / CF1C / MoD 13I / SB 12C 13HH
Upon CBCT acquisition, radiographers realised that the incorrect pre-set had been prepped and used for acquisition.
4D M20 Abdo pre-set was used instead of a 3D.
The dose difference between the presets is an additional 0.1mGy. This is non-reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Radiographers escalated to band 7 during acquisition.
Band 7 reviewed image as it was still clinically useable.
The pre-set was immediately corrected afterwards in the imaging field.

Discussed with the treatment radiographers the importance of pausing & checking the image preset prior to initiating acquisition.
Also discussed with the radiographer that completed the image prep, had not intentionally chosen 4D preset & knew standard 3D was correct.				Network Services

		I17376		10/20/25		16:00		10/21/25		Patient due 1 pool plts. Arrived on ward checked with porter nil issues noted. Went to do bedside check with second checker and when we went to hang the bag noted ?small blood clots in bottom of  plt bag. Did not start transfusion (although on CWP care plan could not override this section).				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Transfusion incident		Contamination		Component/product contaminated		Stansfield,  Emma		Incident being managed locally		No Harm						Returned pool to lab. Lab did not think any issues but re issued a new pool. Pool transfused with nil issues. Traceability completed on CWP and datix completed. Nil harm to patient and nil products wasted.				Christie Pathology Partnership

		I17346		10/20/25		06:50		10/20/25		Patient expressed discomfort at sacral area upon examination C2 formed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Incident being managed locally		No Harm						dressing applied Purpose T updated

20/10/2025 Tissue Viability Nurse

TVN service review following DATIX submitted reporting PU to buttocks.

Attended Ward 15 to review patient. TVN Helen Meakin also present during consultation, as well as patients spouse who was present throughout at his request.

On examination:

Lying in bed on his back, on a dynaform pro mattress with pump in situ. Wearing his own nightwear. Noted that he was sitting on several folded towels and a stack of dry patient conti wipes – wife explained that this was due to pain in his bottom and they were using these to make it softer for him to sit. Myself and Helen explained that the mattress surface is intended to be in contact with the patient and explained how it works, demonstrated the alternating air cells. Mattress pump switched from ‘firm’ to ‘medium’ which improved his comfort level. They agreed not to put towels etc underneath pressure areas.

NS report that he is continent at present, using urinal bottles/bedpan with assistance.

Initially he had declined an assessment of his skin as he wished only males to do this – escalated to WM Alice who will speak to other wards to facilitate male staff for personal care, skin checks, repositioning throughout today, and will also look at night staffing. Medical Illustration contacted by TVN and will send a male photographer later today as Mr Kamran not happy for female photographer who attended this morning.

As he was uncomfortable and sheets were creased, myself and TVN H Meakin asked if we could reposition him in the bed, which he agreed to. Sheets changed and moved up the bed using a slide sheet. After this, he said that he would be happy for us to see the wound on his bottom, which we examined in presence of his wife.

At the top of his inner buttocks, areas of irregularly shaped superficial skin damage to R and L side, in ‘kissing’ pattern. Appearance of Moisture Associated Skin Damage. No pressure damage visible at buttocks or sacral area. Did not consent to further skin checks at this time so other areas not visualised.

 

Plan of care:

To MASD on buttocks:

After washing and drying skin, apply barrier ointment to area of damage, and to surrounding skin at risk of MASD.

Following any episode of incontinence or if any other additional moisture, clean and dry skin and reapply barrier ointment.

Please obtain medical illustration when possible today, and repeat each 7 days.

Continue to use air pro plus mattress.

Continue with 2-hourly skin checks and repositioning.

No requirement for TVN follow up, can be managed at ward level and discharged from TVN service. To re-refer if TVN review required.				Clinical Support and Specialist Surgery (CSSS)

		I17361		10/20/25		15:45		10/20/25		Noticed patient had cuts beneath their chin prior to fitting. 3 point beam directional shell used for treatment. Once shell had been fitted, it was identified that it was the mask potentially causing these cuts. Confirmed this with patient also as they stated they did not harm themselves outside of department. Shell made at Salford				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Shardlow,  Jemma		Finally approved		Low Harm		Low harm		10/28/25		Confirmed with treatment superintendent radiographer that mask was cause of the cuts beneath patients chin. Patient was happy to receive treatment at this time with mask in current shape and form and agreed to have mask reshaped and smoothed near affected area of chin to avoid this issue with future treatments.				Network Services

		I17359		10/20/25		08:30		10/20/25		tsrt9 level 5 5a cf1d md11a
Discrepancy noted at radiotherapy planning checks between 3 documents on CWP dated 3.10.25. Incorrect laterality had been highlighted and corrected at a previous stage. However, previous SACT, treatment history and staging were inconsistent with prior CWP entries. Incorrect laterality and treatment history duplicated on Patient Letter entry of the same date. Correct treatment history and laterality for the right breast documented correctly on Outpatient Clinic Outcome note.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5A Completion of referral for treatment (including incomplete referral or insufficient data or failure to communicate referral)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Highlighted the discrepancy to consultant's secretary via email and asked for correct documentation to  added to CWP - Outpatient annotation and Patient Letter entry to be updated. Christie Clinic patient.				Network Services

		I17363		10/20/25		14:25		10/20/25		Enteral tube type confusion - nil (medical) annotation of xray review.
Ward staff advised treating NGT as NJT - nil indication of Xray or medical review to support this - unclear where or by whom this was communicated.
No NJT monitoring chart at the bedside - NGT monitoring chart has only X1 record documented from 17/10/2025 - despite reference to checking aspirates
Nil evidence in medical notes of review of xray carried out 17/10. No evidence therefore that the tube tip is gastric vs jejunal				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						High risk ward staff have been using a NGT as NJT, not gaining or monitoring aspirates and therefore not monitoring safe gastric position. Could have precipitated a never event.

Patient declining feed, but nurse annotations on 18th/19th/20th clearly state NGT administration of medications - this does not correspond to verbal advice and handover annotation that tube was reviewed as NJT. Nil supporting documentation of aspirate monitoring to state safe to use NGT.

Discussed with PA agreed to treat and manage tube as NGT today, if on going issues to then reconsider need for formal NJT tomorrow.

Ward staff aware of need for bedside NGT monitoring chart and to record every aspirate both failed and successful.

Ward manager has removed reference to NJT in nursing handover.				Clinical Support and Specialist Surgery (CSSS)

		I17364		10/20/25		13:30		10/20/25		Contacted patient to pre-asses prior to chemotherapy tomorrow and she informed me she did not received her desensitising medications that she has to start today prior to her chemotherapy tomorrow. She is unable to collect them and does not have anyone else to do so either. She was told last week on the unit that they had not arrived from pharmacy and they would be posted out to her but they were not. 

PostedMeds (added to enable identification of similar incidents)		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Omitted medicine/ingredient (at least one dose missed)		Johnson,  Rhona		Finally approved		No Harm		No harm		11/3/25		I apologised to the patient for not receiving them and informed her that unfortunately she would not be able to have her treatment tomorrow without having taken these medications. 
I consulted with pharmacy and a PEF on the unit and the plan was to defer the treatment until the patient had received the medication and had time to take them. The patient has asked to be deferred by 1 week so coincide with a clinic appointment with her team next week. 
I have deferred the script, asked pharmacy to post out the medications using our cost code and emailed the schedulers to give her a new treatment appointment

Pharmacy - as per the attached prescription, the patient was due for treatment on the 14/10, on ward 3. The medication was collected by a member of staff (see attached sign out sheet), at 10.44am (3 hours and 16mins before the patient was due treatment), along with medication for other patients who were due to receive medication on ward 3. 
Was there a reason the patient was not handed the medication then, instead of needing it posted out? Also, the prescription came back down to TCP on the 21/10, to then be posted out. However, the patient should have been given the pre-meds when they attended for treatment on the 14/10, as the were on the ward at the time. Transferred over to handlers at ORTC/W3		Patient was not due to be treated on ward 3 on 14th Oct and had a chair on the main unit, hence treating nurse did not know that TTO's were already on ward 3. TTO's had been collected by a HCA who was collecting multiple patient TTO's at once.		Network Services

		I17365		10/20/25		15:00		10/20/25		Patient on AACU booked for nephrostomy insertion, blue radiology care plan sent up to ward specifying IV access required for procedure.
Patient brought down to IPU radiology by radiology nurse as no porters available- blue radiology careplan had been left completely blank by ward staff and patient not cannulated. Caused significant delay to start of procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Scott,  Sabrina		Incident being managed locally		No Harm						Pre-procedure checklist completed by radiology nursing staff and US Guided cannula inserted by radiology nurse to allow sedation to be administered during the procedure.				Clinical Support and Specialist Surgery (CSSS)

		I17356		10/20/25		10:30		10/20/25		Wrong Details put onto CWP		Staff member realised this at booking in and re-requested, they asked IT to amend the report.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Stem cell lab						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Wilson,  Sarah		Finally approved		No Harm		No harm		10/30/25		Asked IT for redaction.				Christie Pathology Partnership

		I17353		10/20/25		12:00		10/20/25		Patient arrived with hickman line not being flushed or bloods taken 3 weeks from the date of today according to him. I rang day unit to ask for advice and manager coordinator Ruth told me to proceed using the line, After following the guidelines and cleaning the area, when took out the dressing I noticed the line was bend so was decided and consent to not put a plaster as it needed to be straight, as I draw back first nothing was coming. However, when I tried to flush the line popped.		HCA referred to OH
Line removed from IPU		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		No Harm		Clinical incident		Virology incident		Virology incident		Safety,  Patient		Incident being managed locally		No Harm		No harm				Escalated to Manager Hanna and was told to ring IPU in which I did and they ask to one of the nurses to fill a form so the line could come off. IPU came and clamp the line and after taking bloods peripherally patient went to IPU to get the line removed.
I am not sure if I should get bloods done immediately, I took a shower straight after it happened, it didnt came in my eyes but was in my face slightly, I washed straightaway		30/10 - appropriate steps and precautions taken  IPC measures were in line with policy, and to refer to stoke (Royal Stoke University Hospital) to haem outpatients to review incident and their practice in assessing lines.		Network Services

		I17354		10/20/25		13:05		10/20/25		Telephone call received from a gentleman (not a patient) who has received a letter for a patient regarding an appointment here. He has lived there for a couple of months and prior to that his daughter lived there for the past 10 years. They do not know who the patient is.
The address the letter was sent to is the address held for the patient however on CWP there is a recent letter from patient GP with a different address that was not updated when received.
Gentleman will shred letter.				The Christie NHS Foundation Trust / Capital, Estates and Facilities						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)				Incident awaiting allocation		No Harm						Email sent to consultants secretary to confirm correct address with patient, update and reissue the letter to correct address.				Capital, Estates and Facilities

		I17351		10/20/25		09:59		10/20/25		The patient attended outpatients for their appointment. No Request for a BSL Signer was sent to the interpreters email to request a BSL signer for the appointment. Received a call from the consultant in the department to say that the patient is in the department and awaiting a signer. I checked on Care flow to check whoever made the appointment should have sent a request for a BSL Signer. The member of staff who booked the appointment no longer works at the trust		- Unable to address error as staff member no longer at the trust.
- Reporter acted urgently to arrange a last minute BSL via teams.		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Interpretation issues		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/21/25		The consultant asked if we could do it over a video link. I sent a request to our Interpreter providers who came back with a linguist over teams. I let the consultant know in the department, and gave him the link.		- All interpreter request are shown in the outpatient outcomes. It is vital to be vigilant and book as requested for the next appointment to avoid situations such as this.
- Patients have active alerts on Careflow to highlight communication issues.		Network Services

		I17348		10/20/25		05:30		10/20/25		Attended to a noise heard from Janet's room. Found Janet sitting on the floor stating that she had slipped while trying to go to the bathroom. Pt had taken off anti slip socks, these were at the end of her bed. Observations recorded, Blood glucose taken 6.8mmols, GCS 15/15.Medics made aware and attended to bedside within minutes. Janet denies that she had not hit her had and had just slid on to her bottom. Patient denies any issues or pain just wanted to get back bed.		72 hours review completed.
Staff followed SLIPS, TRIPS AND FALLS POLICY. 
Medical reviewed: no head or any injury. 
Actions to come out of falls thematic review.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/21/25		Observations and blood glucose recorded. 
Medical team notified and reviewed.
GCS monitored.
Reassured patient.		Staff followed SLIPS, TRIPS AND FALLS POLICY.  Reviewed by medical team; GCS and NEWS performed; datix completed; care plans including falls and bed rails done.		Network Services

		I17503		10/20/25		17:07		10/24/25		Patient received a unit of RBC’s and the pre transfusion vital signs were completed one hour and 12 minutes prior to its commencement
On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.
NEWS not completed within the timeframe for transfusion vital signs.		To escalate with ward manager
To follow up with transfusion thematic review		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/29/25		Reported to transfusion practitioners		NEWS and vital signs are to be completed accurately and on time		Network Services

		I17504		10/20/25		15:15		10/24/25		Patient received a x bottle of Albumin and the request number was documented instead of the batch number. 

Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		10/24/25		Transfusion Practitioner confirmed traceability with the corresponding laboratory compatibility form.
Correct batch number G04K049411				Clinical Support and Specialist Surgery (CSSS)

		I17459		10/20/25		16:50		10/23/25		Received a referral in the inbox on Monday 20th October from secretary. the email stated "Hi Gerben
This letter was on my desk on my return.  I’m not sure if you’ve already seen it or not, it does not seem to have been Christie registered yet it is a referral.
Please advise what you would like me to do with it."
Letter was dated 11th August and was not added on. Not sure if referrer sent it late or if was seen late.		- Secretary queried with consultant.
- Referral team processed urgently due to delay.
- Datix was submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		10/28/25		Registered and actioned the referral as urgent and confrimed to the secretary that it has been added on and a DATIX has been done.		- Do not send referrals to the Christie via post.
- All external referrals should be sent via email to the-christie.new.referrals@nhs.net		Network Services

		I17456		10/20/25		12:51		10/23/25		Incorrect DOB on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Anderson,  Rebecca		Finally approved		No Harm		No harm		10/27/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Network Services

		I17470		10/20/25		08:42		10/23/25		This patient's referral was triaged to a consultant in May 2025, and this patient's referral was then discharged from that consultant, and re-directed to another consultant, and this patient referral had still not been accepted, or appointed, nor had their referral been discharged in October 2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Cox,  Margaret		Incident being managed locally		Moderate Harm						Forwarded email from Support Manager to my Deputy Service Manager to investigate and respond

RP - SM for DG1 to review -  It looks like this patient remains unaccepted so in a received state which would mean the patient has been sat on the consultant list without action. Bookings would have only seen this if it was accepted with comments added.
Please can you review ASAP and action. Then a plan on how these are managed going forward.

New Referrals raised datix as requested.				Network Services

		I17721		10/20/25		00:00		10/31/25		TSRT 9 
#8/10 electron
Picked up during switch on that only 1/3 calculations had been completed by a B6+, should be 2 as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11U Identification of responsible staff (appropriate training, competency, entitlement)		Shardlow,  Jemma		Incident being managed locally		No Harm						- B7 informed. 
- Calculation checked and correct.
- Proceeded to treat. 
- PDF document amended. 
- Discussion with staff involved. 
- DATIX submitted.				Network Services

		I17599		10/20/25		11:00		10/28/25		tsrt9 level 5 4i sb4b cf1d
paediatric patient from Ireland referred for CSI radiotherapy. Patient and family asked to attend the christie hospital for pbt planning asap prior to MDT meeting. At consultation family where informed that there was a query regarding weather patient was standard risk or high risk prognostic group. Depending on the grouping this would change treatment pathway. Family consented to pbt prior to MDT. MDT decision high risk so indicated chemotherapy not pbt.				The Christie NHS Foundation Trust / Network Services / Proton Beam Centre 3rd Floor / Oesophagogastric Research Team						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		4I Choice of other concurrent treatment or interventions and their sequencing or timing (including patient selection criteria or referral criteria not met)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dad informed via phone call in Ireland by consultant after mdt. Arranged to have a meeting with consultant, Irish consultant and Family following day to discuss. Second radiology opinion sought from RMCH who did not agree with MDT decision and on balance of probability patient was to be treated as standard risk. Communicated this to family and planning scans delayed by 1 day.				Network Services

		I17486		10/21/25		10:30		10/23/25		Asked to speak to patients friend /NOK on the phone by IPU admin as she was concerned that patient  hadn’t showed up for her booked pre assessment appointment at 3 pm today to prep for her booked Nephrostomy Procedure on 23.10.2025.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Delayed escalation of AKI		Cox,  Margaret		Incident being managed locally		No Harm						Patient  was unable to come to the phone. Her friend described her as semi responsive and too unwell to come to hospital anymore. I reassured her friend I will try to get a plan in place and ensure patient  was reviewed. My concern was to establish urgently if this was because of her Hydronephrosis( moderate on discharge 2 days ago) or was she now approaching EOL? I noted Macmillan had tried to speak to Med reg earlier today.

16:47-Rang Consultant to discuss case and ask for advice was asked to ring Med onc Reg on call.
16:48- Allertive sent to Med onc on call -Message sent outlining concern re non attendance of appointment and unresponsiveness. Explained she hasn’t seen her Gp this week has severely deteriorated plus her bloods are trending severely downwards. I asked for advice.
17:30- I then called the GP practice to ask for an urgent visit to establish if we needed to expedite her appointment as the GP hasn’t been to review in approximately one week so I called the practice to request an urgent visit to establish if she needs to come in sooner or indeed focus on comfort measures. I left my mobile number, and they agreed to call me back.
17:39-Telephone call to DN team who know patient well. They said she is now approaching her final hours of life and is no longer appropriate to come to the Christie. Macmillan have called the Christie to discuss pain relief increase. The DN team also agreed to call her GP. DN team attend daily for syringe driver oxycodone. Carers QDS and her friend was staying 24/7.

17:44-Subject: Nephrostomy request message 
Sent To:  to Consultant re all of the above asking if we should cancel her request or not?
17:57-Response from med reg on allertive -explained she had to attend to a poorly patient. Explained she  had spoke to Macmillan this am and that she planned to  review her when she came in today at 3 pm. I then suggested we speak in person as it was urgent. Call initiated – I explained the above situation and the fact I needed to know what to do and unfortunately cwp had no plan outlined re 3pm assessment and nothing was communicated to Radiology. The Doctor explained patient  was not semi-responsive earlier today and she was concerned about her and stated she really needs to come in asap.I was then asked to ring the hotline to arrange admission but I asked if the Doctor could take over at this point. She agreed to ring the hotline to arrange blue light ambulance and admission.
 
18:18 HOTLINE call -called NOK due to altertive from MED onc to say patient needed urgent blue light ambulance arranging for nephrostomy ? ureamic encephalopathy patient semi conscious spoke to GP who was in attendance with Patient doing palliative care home team visit patient deteriorated ? app EOL GP feels comfort measurements are the priority at present GCSF 15 doesn't feel she has ureamic encephalopathy, feels not appropriate for her to come to the Christie patient has community teams in place, macmillan team and DN involved in ensuring comfort goals are met GP is going to discuss with patient and NOK goals for comfort SPR informed and happy with the plan
18:20-Still no reply from her GP at this point.

22.10.2025-7.58-Message response from  Consultant-Subject: RE: Nephrostomy request 
Sent To: Radiology Nurse
 It is very sad to hear of her decline. I believe the procedure should be cancelled for now though I think this query should be redirected to the medical oncology team  since patient  was being considered for 2nd line chemotherapy.
22.10.2025-7:58-Hi Dr ,
 I have been messaged about patients  decline. She was due to come in for nephrostomy change but is too unwell.
Based on this I believe she will not have second line treatment . She was supposed to be going back to med onc clinic on 28th for consideration of this.				Network Services

		I17455		10/21/25		12:34		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.		To monitor transfusion incidents in Apheresis		The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/28/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.		Samples should be properly labelled before sending to the lab		Network Services

		I17465		10/21/25		12:00		10/23/25		TSRT9/level 5/13F/CF1c/SB13F/ MD 13f

Left Breast #4/5
Pt for cardiac monitoring.
Radiographers did not wait for Medical team to arrive to monitor pt prior to switching on beam.
1 XRT beam delivered prior to starting monitoring.		monitroing in place for second beam
no harm to patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Pt checked by medical team and monitoring switched on for 2nd beam.
Pt medical review following XRT.
Pt clinically well, no concerns regarding pacemaker.
Medium risk on cardiac risk categorisation 
Radiographers educated on importance of following departmental procedures.		follow policy		Network Services

		I17514		10/21/25		15:36		10/24/25		Incorrect patient letter attached to an overseas patients email to request the immigration share code. I have attached the email and attachment to this datix.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Surgery / Gynae Surgery		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Bryan,  Dwain		Finally approved		No Harm		No harm		11/5/25		Raised to management and completed Datix.		To be more careful when attaching files to emails.		Network Services

		I17394		10/21/25		15:40		10/21/25		TSRT9/ EL3 / 13I / CF1a CF1c / MoD13BB / SB13aa SB13ii

Offline review #1-3 stated to repeat imaging for remaining 2#'s.

Resetup required #4.
B7 did not realise resetup #1 meant that more than 2 additional KV images had been acquired over the 4#'s treated currently.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Whilst annotating additional image note B7 realised additional imaging exceeded 2.
Clinician emailed for authorisation.
Ensured annotation input from clinician before next treatment/image due.

Spoke to radiographer that completed offline review. It should have been escalated at the time of offline review that additional imaging due to resetup #1 would exceed 2 over the course of treatment.				Network Services

		I17396		10/21/25		15:50		10/21/25		TVN review - classed C2 pressure damage				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 2		Langstaff,  Alexandra		Incident being managed locally		Low Harm		Low harm				Nursing staff referred to TVN on identification of damage blister/C2 to left heel
TVN reviewed and classed as C2 and advised ward staff to datix. 
L heel blister was present on admission - NS state has burst during admission.
Also has blister to R heel and C1 marking to thigh ?from catheter.
Currently hoisted astx3, nursed in bed majority of the time, high BMI, lymphoedema. 
Added to turns chart and nursing handover, heel pro boots in situ, added to SSKIN bundle, medical illustration taken yesterday.				Clinical Support and Specialist Surgery (CSSS)

		I17397		10/21/25		08:20		10/21/25		Patient had a fall by M&S this morning, as I just happened to arrive a nurse was already helping her. I fetched a wheelchair and when the patient felt ready the nurse and I helped her into the chair and I brought her up to radiotherapy. She informed me her legs 'just went' and this has happened before.				The Christie NHS Foundation Trust / Other / Hospital Grounds						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Jones,  Gemma		Finally approved		No Harm		No harm		11/4/25		I passed this information onto the treatment staff on suite 2 and they agreed she needs obs and review as she knocked her head when she fell. The patient was happy with this plan				Other

		I17399		10/21/25		17:30		10/21/25		evidence of contrast on bolus tracking, scan triggered. Patient did not complain of pain during scan. PV scan suboptimal to checked patients arm after scan and there was evidence of extravasation				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/29/25		apologised to patient, drawn around, cold compress given, picture taken, attempt was made to aspirate but very little came out. Checked images with HULA as patient was anxious over the diagnostic quality of the images. HULA assured repeat imaging with a new cannula was not required. 
Camera will be sent to medical illustration tomorrow, and will call patient tomorrow to check on status of swelling. No immediate concerns		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17402		10/21/25		19:00		10/21/25		TSRT9 Level 10J 5 SB10l 10J CF1c
Bladder pressure for abdomen belt not provided on scan sheet, assessment tab or patient site set up by pre-treatment staff. The ant Tattoo to belt measurement of 1cm that was provided did not match the 4cm difference on the acetate.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		Issues raised to superintendent.  Clinical judgment used to set bladder pressure with help from partial picture of pressure gauge from pre-treat on site setup.  B7 present for set up after and CBCT.				Network Services

		I17403		10/21/25		20:05		10/21/25		Incorrect Christie number entered on blood gas machine (patient KM). Unable to change number as machine had locked in result. Patient name deleted from test on gas machine- consequently test has not currently appeared on CWP.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Digital Services / Transformation				Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Harris,  Andy		Finally approved		No Harm		No harm		10/30/25		Sample re-entered with correct Christie number (patient MW).

Out-of-Hours labs called. Confirmed they could also not see result on CWP. Not possible to add comment to result as it has nt appeared on CWP.

IRF submitted				Clinical Support and Specialist Surgery (CSSS)

		I17390		10/21/25		13:30		10/21/25		Cannula causing pain, 10 ml flush showed swelling when pushed slowly.		Extravasation managed appropriately, follow up call made, no further issues reported.		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Exposure to harmful agent		Chemical		Johnson,  Rhona		Finally approved		No Harm		Low harm		10/27/25		Infusion stopped 
Checked for flashback and flashback seen 
10 Ml flush used to check cannula, small swelling noted
Treatment clamped off and disconnected 
Aspirated cannula, blood seen.
Area marked and photographed with patient consent 
Flow chat D followed 
Heat pack applied for 20 min 
No swelling seen and area not red and patient expressed no pain. 
safety netted patient to contact Hotline A+E  if develops pain/ swelling or is concerned. 
Arranged to contact patient tomorrow AM to check on patient status.		Extravasation managed appropriately, follow up call made, no further issues reported.		Network Services

		I17405		10/21/25		14:00		10/22/25		94 year old admitted to IPU at 14:00 for excision of lesion of forehead under LA Plastics list. Known Type 2 on insulin. BM on admission unrecordable - high. Bloods (VBG) taken by IPU nursing team. Escalated to diabetic team (serum osmolarity, Christie Profile HBA1c requested) . Escalated to Plastics team and theatres. Reviewed by Plastics Registrar and 8 units of Novarapid prescribed. 
Second VBG taken - awaiting result. Plastics reg instructed IPU B6 to discharge patient as he "was stable".		Wider work ongoing regarding: who takes responsibility for surgical pts when their presenting issue is medical. Mr Oudit is in communication with Eva and Sekar regarding this. New SOP to be created in regards to the management of surgical patients going to medical.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Smith,  Lydia		Finally approved		No Harm		No harm		11/4/25		IPU B6 team disagreed with management plan and stated they were not discharging the pt.  

No results obtained from 1st VBG - results failure on machine. Escalated to IPU B7 (interviewing at time). 2nd VBG  - lactate 2.2 K+6.2  Glucose recorded as ?. Capillary BM recorded now at 32mmols. Ketones 0.6 on AAU machine. Plastics Reg stated he had consulted Surgical Reg on call and he would review these results. Plastics Reg left duty. Surgical Reg on call unaware of pt after being consulted by IPU B6. Management plan obtained from Surgical Reg on call - escalated to Consultant, escalated to CCU and patient transferred to AAU at 19:45 following further novarapid, calcium gluconate and IV fluids. BM 29.7 on transfer.				Clinical Support and Specialist Surgery (CSSS)

		I17377		10/21/25		08:44		10/21/25		TSRT9/ 13AA/ Level 5/ SB12G/ MoD 13I/ CF1c/
Systematic review not scheduled for after Ph2 #1 as per PR3.69.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Redfern,  Matthew		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 regarding no anno, proceeded to use 2D as per B7 authorisation
Systematic reviews scheduled correctly apart from missing post #1 as Same ISO as Ph1- incorrect process.				Network Services

		I17383		10/21/25		10:45		10/21/25		TSRT9 / EL3 / 13I / CF1B / MoD 13BB / SB12C 13HH
Incorrect image preset selected at treatment prep stage.
Head and neck S20 should have been used, M20 selected.

1.7mGy dose from H+N M20 compared to 0.8mGy for S20, additional dose of 0.9mGy.
This is not reportable		The radiographer that completed the image prep has been involved in a similar incident regarding another image prep. They have been undertaking a lot of treatment preps recently & therefore this should be closely monitored. I have spoken with them about both incidents & educated them on the selection of appropriate image preset selection.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Holt,  Daniel		Finally approved		No Harm		No harm		10/21/25		Escalated to B7 after #1
Image preset changed in imaging field after assessing treatment volume on CBCT.

Discussed with treatment radiographer the importance of pause & check that appropriate imaging preset selected prior to initiating exposure.
Discussed with radiographer that had completed image prep, they believed an M20 would be better for TV visualisation inferiorly. Reviewed CBCT & discussed that S20 would still have been sufficient. We would standardly select S20 & then review if not sufficient to escalate for consideration of M20.				Network Services

		I17384		10/21/25		11:48		10/21/25		Patient had a rate increase retuxamab infusion. 
Second rate was given @ 692ml/hr instead of 112ml/hr due to human error, I incorrectly put the time in the pump and after correcting this did not double check the rate (which had been changed due to the automotive system on the pump). 
Communicated this to the pt who reported feeling well in self, he was understanding of the situation and was incredibly understanding.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)						Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Donovan,  Helen		Incident being managed locally		No Harm						Started treatment at increased rate @ 11:30, noticed incorrect rate @ 11:48. 
Stopped treatment and communicated to pt what happened and apologised. Checked if pt was feeling ok, which he reported he was.  Spoke to NIC TP who advised me to call the research team. Called CRN Joanna who said for me to keep an eye on the pt and repeat obs. Obs repeated and all ok, so go ahead with treatment.
Recorded timings and will record on SACT careplan and IQEMO				Research and Innovation

		I17386		10/21/25		10:00		10/21/25		tsrt9 level 5i cf1d md12a sb5i
PPM not acknowledged on booking form				The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices						Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5I Recording of patient specific requirements (includes communication/handover/documentation of patient specific information etc)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Email to cardiac devices for more information
Phone call to Bolton cardiology for further information and highlight end of treatment check
Pacing dependent therefore treatment site switched to allow for monitoring

Patient Safety - please reassign not for R&B - is for DG1 as clinician would have completed radiothx form?				Network Services

		I17379		10/21/25		09:30		10/21/25		2 x surgical patients discharged from inpatient ward. Both required TWOC appointments on IPU. No booking requests sent and patients just arrived onto IPU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Dale,  Emma		Incident being managed locally		No Harm						Patients clinically required TWOC on the day of arrival onto the Unit and therefore patients had to be added onto the TCI for IPU despite already high activity for that day. TWOCS performed.				Clinical Support and Specialist Surgery (CSSS)

		I17411		10/21/25		16:44		10/22/25		Lab number 2666298. Incorrect hospital number on form. Sample rejected on synergy  accidently put -1 in CEA field.  -1 result wasn't realised until a day later.  Consequence result went over to CWP patient record.   Training error.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Reception						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Abbas,  Madihah		Incident being managed locally		No Harm						Error logged.  Fbc already on analyser so results remove from analyser - hadn't gone over to CWP. Serum removed before it went on analyser. Duty biochemist informed.  Results redacted from CWP.				Christie Pathology Partnership

		I17424		10/21/25		12:00		10/22/25		TSRT9/level 3/ 13L/ CF 1C/2C;/MD 13i/ SB 13i

*Patient set up to isocentre using SGRT then moves to isocentre applied again via CMA
*Geographical miss requiring repeat XVI
*Additional dose to pt =5.3mGy
*Non-reportable		corrected prior to treatment

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13L Movements to isocentre (including from reference marks)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		*B7 called to review XVI
*Treatment radiographer realised error from imaging
*Repeat XVI approved
*Pt set up again
*Picked up due to daily imaging		staff to be aware and folllow protocol		Network Services

		I17417		10/21/25		13:30		10/22/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Come out of the room to image the patient. Patient in breath hold for CBCT and needed a break mid-scan. Interrupted the beam as normal at 14.6 degrees gantry angle. XVI returned a treatment error and give us the option to review the image as though the entire scan had been acquired (image due to end at 20 degrees). Patient therefore needed another CBCT.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level 3/TS/13CC/sb3i/MD13cc/CF3a

Band 7 and engineers contacted. Engineers photographed error message and closed out of XVI. Chose to do a test scan to see if the same issue happened again. Patient was able to get  back on the bed and had treatment without any further issues.		Error "Can't access the Dicom Dir file" popped up when tried to dicom import 3D.
Managed to import it after retrying couple of times. Continued ok.		Network Services

		I17616		10/21/25		14:30		10/28/25		Had appointment booked on 21/10 14:30 at Macclesfield, was phoned the day before and given the appointment details. Arrived at Macclesfield and there was no appointment on the system to book into as this had been cancelled by the team at main site who had phoned the patient the day before with the appointment but the patient had not since been told this was cancelled.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield				The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Incident being managed locally		Low Harm						Macclesfield reception team spoke with the clinical team and the secretaries, explained the situation and they agreed to see the patient in clinic. The patient was very distressed to find out the appointment was not on the system at first so appreciated the Macclesfield team being able to solve the problem and be seen.				Network Services

		I17575		10/21/25		12:00		10/27/25		Endoscopy report had to be edited after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report on CWP- one is correct and one is incorrect and needs redacting. Completing datix for tach bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						Endoscopy manager aware.				Clinical Support and Specialist Surgery (CSSS)

		I17444		10/22/25		17:50		10/22/25		TSRT9 level 5 SB10l10J CF1c
civco matress omitted from RTP site setup information				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Thomas,  Helen		Finally approved		No Harm		No harm		10/24/25		b7 asked to attend setup for patient. #2/10 right knee. Discrepancy in table height from planned height and had to adjust ~1.8cm to set ANT FSD. On review of RTP information and plan it was noted that patient should have been on a civco matress. patient resetup with matress in place and civco added to site setup				Network Services

		I17428		10/22/25		14:30		10/22/25		Seen pt at 15 min checks. Obs stable.  PVC area checked and intact. Pt buzzed around 10 mins later that arm was hurting. Saw pt had a big lump from where it has extravasated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Patient identification (non medication/ tranfusion incident)		Patient identification (non medication/ transfusion incident)		Scott,  Sabrina		Incident being managed locally		Low Harm						Blood stopped. Senior nurse and dr made aware. Area drawn round. Dr reviewed. Blood aspirated by colleague. Transfusions nurses made aware. Advised not to put heat on. Labs and blood bank made aware due to needing another unit.  PVC was inserted by ultrasound guide. IPU called for urgent picc line. Pt being admitted for monitoring. Extravastation careplan completed.				Clinical Support and Specialist Surgery (CSSS)

		I17446		10/22/25		17:45		10/22/25		Dressing around cannula noticed to be wet whilst IV SACT running. IV SACT paused. Slight swelling noticed to round cannula site.		All appropriate actions taken once incident was identified		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		10/28/25		IV SACT paused. Informed NIC & ward dr. Extravasation flowchart for specific chemotherapy obtained & followed. On call Dr informed. Attempts to withdraw from cannula with nil output.  Cannula removed and sterile gauze applied and surgical marker pen used to circle area. Cold pack applied as per protocol and will.		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17447		10/22/25		16:00		10/22/25		TSRT9 level 5 19a sb19a cf2d md13a
Noticed #1 IRMER dose/# not christie protocol. Dr informed us that the CL3 07 document is just not updated yet and it will soon be protocol, however for now old IRMER voided and new IRMER completed by consultant. This was missed during prep checks. Patient was in the department for 3 hours before getting treated although this was mostly due to waiting for her consent.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1				Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Band 7 informed. Doctor had just consented patient. therefore, amended IRMER appropriately.				Network Services

		I17448		10/22/25		19:00		10/22/25		pt had MASD- unfortunately now developed to c1. doesn't often mobilise as feels ++dizzy when walking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Langstaff,  Alexandra		Incident being managed locally		Low Harm						dressing applied. informed NIC. assisted pt to lie on side. informed patient				Clinical Support and Specialist Surgery (CSSS)

		I17449		10/22/25		20:00		10/23/25		Admitted with cat 1 pressure sore x3 2 on left buttock and 1 on right buttock with red sacrum				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/23/25		Informed sister in charge
On an air mattress
Patient declined dressing to be put on
Referred to TVN
Datix				Clinical Support and Specialist Surgery (CSSS)

		I17450		10/22/25		20:30		10/23/25		Patient found on floor in side room, had an unwitnessed fall. Large haematoma to forehead, fractured nose, bleeding from nose, forehead and ex cannula site - cannula fell out during fall. 
Patient reported she had tripped from the bathroom and crawled out to the bedspace. On the floor for approximately 15 minutes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Perry,  Liz		Learning response required		Moderate Harm						Fast bleeped on call doctor for review. Applied pressure to patient's nose and bleeding settled. Observations taken, NEWS2 score 8 at time of fall. Clinical Night Practitioner, On call Dr and nursing staff assisted patient into bed. Neuro obs completed as per policy. CT head and facial bones completed. Confirmed nasal bones fracture. Bloods taken as requested.				Clinical Support and Specialist Surgery (CSSS)

		I17430		10/22/25		12:00		10/22/25		TSRT9/level 3/13R/CF1d/SB13i/MD13i

#18/20 VMAT Prostate M10 filter
Additional dose to pt = 7.9mGy
Blue triangle immobilisation cushion used under knees for XRT set up instead of Orange knee bolster.
Radiographers realised during Image review due to poor XVI match (large corrections)
Escalated to B7

Additional dose to pt = 7.9mGy
First Occurrance - Non-reportable		correct immobilsation used 

patient treated correctly		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Davies,  Julie		Finally approved		No Harm		No harm		10/30/25		Unable to achieve satisfactory PTV coverage
Site Set up checked - immobilisation incorrect.
Pt re-set up & re-imaged.
Additional XVI approved under protocol.
Treatment delivered correctly.		staff to ensure they use and communicate the use of th ecorrect immobilisation		Network Services

		I17434		10/22/25		11:00		10/22/25		Discovered DTI located to left heel.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Spooner,  Jennie		Learning response required		No Harm						TVN referral, pressure relief provided. Elevated heels. Patient requires a pump for mattress. Medical illustration done. 
TVN review 22/10/2025
On assessment, she has a small DTI to her left heel, approximately around 1cm circumferential. She herself was positioned on her side during assessment.

Management plan

Elevate the heel on repose wedges/if no repose wedges to use pillows to elevate the heel.

Attach the mattress pump to the mattress 

Medical illustration photo today

Datix the incident as DTI.
29/10/2025: TVN update
Reviewed Photo on PACS from the 27th prior to discharge.
DTI is resolved and downgraded to Cat 1.				Clinical Support and Specialist Surgery (CSSS)

		I17437		10/22/25		15:45		10/22/25		Contacted by patients sister who claimed her brother had requested pain relief at 9am this morning and had not received any until 1430pm.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient (at least one dose missed)		Scott,  Sabrina		Finally approved		No Harm		No harm		10/23/25		Spoke with nurse who was caring for the patient, who explained that regular medications had not been prescribed, hence why he had waited so long, she had asked for the medications to be prescribed and had asked 3 times before an ANP had prescribed some.				Clinical Support and Specialist Surgery (CSSS)

		I17439		10/22/25		11:30		10/22/25		Called ward at 08:00am  to notify patient’s platelet count was 43 (FBC at 4:54 am). Informed them that patient urgently needs platelet transfusion before procedure and to recheck platelets, as consultant agreed procedure only if platelets >50. Ward confirmed platelet transfusion expected at 10:30 and was advised to start immediately. Later called ward again; patient was being transfused 11:30 but bloods still needed checking. Consultant cancelled procedure as platelets was not stable.		Reallocate to JR		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Robertson,  Jane		Incident being managed locally		No Harm						The ward was contacted to inform them that the procedure was cancelled because the patient was not ready on time and the consultant was occupied during the afternoon session. It was explained that the clinical decision to cancel was made by the consultant and had been previously discussed with the haematology consultant a week earlier regarding platelet requirements. 
The endoscopy manager, nurse, and consultant had all repeatedly emphasised to the ward the importance of completing the platelet transfusion as early as possible on the morning of the procedure day and was consistently following up with the ward throughout the morning of the procedure. 

The ward was advised to speak to the on-call consultant if they wished to proceed with the procedure on the same day, as there was an afternoon list available; however, it was managed by a different endoscopist with other commitments. The on-call consultant later confirmed that no endoscopist was available that afternoon and instructed the ward to submit a new request using the endoscopy booking form.
The ward was reminded of the importance of timely platelet transfusions to avoid similar issues for future scheduled endoscopy lists.		Recommendation - if a specific threshold is required, they not only need to prescribe/hand over to the nursing team, but they need to communicate with blood bank to assure they have the required blood products available on site.		Network Services

		I17441		10/22/25		17:30		10/22/25		TSRT9 / EL3 / 13Z / CF1B CF1C / MoD13I / SB13AA
#3 it was noticed M15 would have been sufficient but image was prepped with M20.
Additional dose of 2.4mGy over 3 CBCTs. Not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Holt,  Daniel		Finally approved		No Harm		No harm		10/23/25		Image prep changed to M15.

Feedback provided to radiographer that had completed image prep & staff that had treated/imaged #1-3.				Network Services

		I17419		10/22/25		13:00		10/22/25		TSRT9 / EL 2 / 13AA / CF 1C / MoD 13BB / SB 13AA
Escalated to B7, during offline review #1-3, disagreement with match applied #1.
#1 match applied +0.4 on Y.
Offline match -1.7 on Y.
This is a difference of 2cm compared to the correct match.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2						Incident affecting Patient		Near Miss		Radiotherapy incident		XR - Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Holt,  Daniel		Incident being managed locally		No Harm						Escalated to physics who advised that as the difference is less than 2.5 times this is not classed as a geographical miss. Therefore not reportable.
Asked radiographer to rematch image and discussed offline.

Clinician informed. Likely to have some clinical impact as the treatment was planned with tight margins, therefore the inf aspect of the TV will not have been included in the treatment field #1.
Clinician will follow-up with the patient as per standard follow-up post treatment. Clinician will inform the patient of error at this appointment as per Duty of Candour.				Network Services

		I17420		10/22/25		08:00		10/22/25		tsrt9 level 5 4j md13a sb4j cf2d
Patient was consented in clinic for radiotherapy on 7/10/25 as annotated in CWP but consent form had not been scanned in. This was noted during treatment prep process and				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Patient was contacted to ask him to bring his copy in. The patient advised that he probably wouldn't be able to find it. Message was sent to the consultant and attempt made to call the secretary who to see if form could be retrieved with no success. Clinical team were contacted on patient arrival and patient was re-consented before #1 commenced				Network Services

		I17425		10/22/25		10:00		10/22/25		tsrt9 level 5 5k md12 sb5k cf1d
During the data input for the patient it was noticed that the annotations on CWP stated 5 fractions of radiotherapy when this was cross referenced with the IRMER there was a mismatch. The IRMER stated 15 fractions this was later clarified with the Dr who confirmed the patient was for 5 fractions however this caused a delay to the patient as they were originally planned for 15 fractions so the treatment had to be replanned.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		5K  Authorisation of exposure (including referrals not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		Dr was notified of the mismatch between fractionations, pt plan was replanned for correct dose and fractionation.				Network Services

		I17423		10/22/25		13:00		10/22/25		Fall at lunchtime today, mechanical fall, says he slipped on slippers and lost balance. assisted back onto chair by x3 nursing staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Scott,  Sabrina		Incident being managed locally		Moderate Harm		Low harm				Observations taken. Dr has reviewed. No visible trauma to head or bleeding. Slight bump to R side of head. Alert and orientated, no loss of consciousness, GCS 15/15 PEARL. Attending CT head. To transfuse platelets later this afternoon.				Clinical Support and Specialist Surgery (CSSS)

		I17414		10/22/25		11:42		10/22/25		TSRT9 LEVEL 5 19A sb19a md12g cf2a
At treatment prep- clinical treatment protocol "Wilms"  not evident on HIVE.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Hawkes,  Iain		Finally approved		No Harm		No harm		11/5/25		PX, RTQA forms, annotations are accurate, therefore proceeded to treat.				Network Services

		I17410		10/22/25		10:30		10/22/25		TSRT9

Patient setup on D-Max couch top (should have been KVUE couch top).

Identified partway through XVI acquisition - scan manually interrupted.

Additional dose to pt = 0.7mGy. 46/650 frames delivered.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/24/25		Image acquisition manually interrupted by treating rads.

Escalated to B7.

Pt resetup.

Additional image justified in MOSAIQ. Pt reimaged + treated correctly.				Network Services

		I17407		10/22/25		03:00		10/22/25		At approximately 03:00, patient was found on the floor beside the bed attached to IV pump, no dislodgment observed  The patient was alert and conscious and seen in a seated position on the floor.  I asked what happened and the patient reported that she had attempted to go to the toilet and had slipped. I accessed and asked patient if in any pain, patient denies pain, observation taken. a commode pan was provided passed urine and patient was assisted back to bed and made comfortable.		learning identified and will be updated on the next LFI.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Finally approved		No Harm		No harm		10/29/25		A full set of observations was taken and recorded,  NEWS score of 1. The patient denied any pain when questioned. I accessed for signs of bruising or swelling and non observed.  NIC informed of incident. Patient was reminded to use call bell for assistance when needing the toilet.		follow post falls protocol accurately. 
document footwear
check CBG post fall 
Alert medical team for review asap		Clinical Support and Specialist Surgery (CSSS)

		I17408		10/22/25		09:21		10/22/25		I received a phone call from a patient which contained questions that needed to be passed onto the team. I included them correctly as recipients but the patient was also querying his radiotherapy treatment. I CC'ed in the radiotherapy bookings team but accidently miss selected the correct email address and so I CC'ed the radiotherapy bookings team from Royal Marsden rather than the Christie.		I have advised the staff member to help reduce the risk of sending emails to the wrong recipient, staff are encouraged to change their default address book in Outlook from the Global Address List to The Christie. The details of how to do this is on HIVE and i have signposted her to these instructions.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Medical Oncology / Melanoma (Medical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I resent the email including the correct radiotherapy bookings team and urgently emailed the team at Royal Marsden to advise that the email had been sent to them in error and to please disregard it immediately.		to check all email addresses when sending an email.		Network Services

		I17404		10/22/25		03:30		10/22/25		Patient AX1 due to being unsteady on feet. On the way back from the bathroom he held onto the door handle, making the door open quickly, which made him loose his balance. He was assisted the the floor with member of staff assisting him. He landed on his bum, did not hit his head.		Importance of repeating Moving, Handling and Falls risk assessment post fall and completing lying and standing blood pressure on admission to be fed back to all staff on AAU.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		AX3 to get him standing up from the floor, walked back to bed with assistance. 
Skin on back/bum checked, no new damage to skin (Has existing C2)
Drs informed, not concerned - to recheck L/S BP in mane. 
Pt knows to use call bell if he needs assistance.		From findings appears a mechanical fall (accidentally leaning on unlocked door handle) occurs. The patient risk assessment is completed with 6 hours of admission and is deemed a significant falls risk. Previous falls, low sodium, visual impairment, fatigue+++. Patient is nursed in highly visible bed space. Patient required assistance to mobilise across admission and uses the call bell. The patient is supervised at time of incident, no harm to patient. Patient does not hit head and receives a medical review within 12 hours as per Management of an Inpatient following a fall algorithm.  

Learning to be disseminated to AAU staff regarding repeating Moving, Handling and Falls risk assessment post fall. Lying and Standing blood pressure not taken on admission due to fatigue+++ and mobility issues.		Clinical Support and Specialist Surgery (CSSS)

		I17512		10/22/25		15:04		10/24/25		Patient received a transfusion and no 1st or 2nd independent checks, starting information or outcome completed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Second check not completed		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/24/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

Transfusion Practitioner completed prescription on CWP and provided evidence for traceability.				Clinical Support and Specialist Surgery (CSSS)

		I17466		10/22/25		17:45		10/23/25		tsrt9
Mechanical error with the machine. Patient was lying on the bed waiting for the beam for a long period of time, pt was struggling and asked to come off the bed while engineers were sorting error within the machine. Once the error had been fixed patient resumed remaining treatment but this required an additional image. Additional image was authorised by band 7 and image review form was completed - pt completed remaining treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Patient was taken off the bed and allowed to sit up and have pain relief. Once fault was fixed pt resumed remaining treatment with extra imaging authorisation from band 7.				Network Services

		I17467		10/22/25		09:00		10/23/25		Donor letter not completed on 21/10 which was the clearance deadline for the anthony nolan paper work (including letter) to be returned to the registry.
Clinic letter not authorised on 22/10
Clinic letter not ready on CWP until 23/10

NM 27/10/25 this was a medical delay, doctor refusing to complete it when it needed to be done, which requires review.				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Robertson,  Jane		Incident being managed locally		No Harm						Apologised to anthony nolan for the delay				Network Services

		I17468		10/22/25		16:00		10/23/25		TSRT9
mechanical issues with the machine, multiple interlocks and no beam available resulting in patient coming off the bed and requiring additional imaging 
(2 x 2D pairs)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		called MCR and requested estimate of timings to resolve the issue, large amount of time provided, B7 informed and patient informed and decision made to get patient off the bed				Network Services

		I17452		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		Low harm		10/23/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17453		10/22/25		11:18		10/23/25		Incorrect name on sample for transfusion sample. 
Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		11/3/25		Patient re-bled. Delay to patient care. 

Sample rejected new sample requested via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17460		10/22/25		18:00		10/23/25		tsrt9
Breakdown across all gantries - problems with energy? 
Pt off bed as ++time in mask, paed, #3. Had already had CBCT and 2D pair. 2 beams out of 6 delivered.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		10/24/25		Assessed need for CBCT as due to be on weekly pathway after #3 however sinus filling etc issues present, opted to repeat both CBCT and 2D w/superintendent. Auth'd by band 7.				Network Services

		I17461		10/22/25		10:35		10/23/25		TSRT9 / Level 3 / 11j / MD13jj / SB11t / CF1b / CF1c
Due to a large lateral shift; the gantry doesn't have clearance to get to the G195 beam. 
Additional 2DkV will be taken each fraction as treatment couch will need to be move to achieve clearance.		Email sent to team on 24/10/25 and to be discussed in physics meeting on 31/10/25 highlighting the importance of considering gantry rotation in isocentre placement.		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Planning room (second floor)						Incident affecting Patient		No Harm		Radiotherapy incident		PTP - Proton Planning		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Lowe,  Matthew		Finally approved		No Harm		No harm		10/24/25		Superintendent/ planning informed. Plan of action formed to continue treatment,		Treatment planning staff should be vigilant about gantry rotation when planning treatments with isocentres away form the centre of the patient.		Network Services

		I17462		10/22/25		13:20		10/23/25		TSRT9
Transcribing error on PTP scan record, measurements for setup do not match the patient setup photos. Noted and updated prior to any imaging. #1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Parry,  Catherine		Finally approved		No Harm		No harm		10/29/25		B7 informed, both documents checked and correction made on PTP scan record to match the setup photos, when setting up patient the measurements from the setup photos were used.				Network Services

		I17463		10/22/25		09:00		10/23/25		Clinic letter not ready to send with DKMS donor clearance on 17/10/2025. 
Clinic letter was not available on CWP to send until 22/10/2025				The Christie NHS Foundation Trust / Network Services / Haematology Transplant Unit / Apheresis						Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Robertson,  Jane		Incident being managed locally		No Harm						Consultant asked to complete the letter ASAP
Apologised to DKMS for the delay				Network Services

		I17487		10/22/25		20:20		10/23/25		When calculating Pregabalin dosage this morning for patient (should be 170mg in 8.5ml) I noticed that the previous dose written in the controlled drug book was incorrect and it was written 170mg in 7.5ml. 
Concentration of Pregabalin is 20mg in 1ml hence patient has been given an incorrect dose (less than prescribed).		learning identified and added onto next LFI to ensure RN double check when doing CDs.
conversation carried on with RN who previously gave incorrect dose.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		10/28/25		Duty of candour completed. 
Correct dose of Pregabalin administered this morning. 
Spoke to CPE on the ward regarding the medication error.		x2 RN to check dosage properly and to do calculations together.		Clinical Support and Specialist Surgery (CSSS)

		I17489		10/22/25		15:36		10/23/25		Treatment expired prior to administration to patient
Patient reviewed in clinic 09:10
Green hand completed on iqemo @ 09:50
Go ahead given 11:02
Patient handed over to CRF 11:30
Treatment ready at aseptics 12:00
Research team called CRF to highlight treatment ready and 4 hour expiry at 14:45
Call from CRF that treatment had reached expiry 15:36				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Pearson,  Sally		Incident being managed locally		No Harm						Discussed with aseptics to enquire about capacity to make same day - no time available - added to Thursday PM list
Spoke with patient to apologise and arrange rebooking appointment.
New treatment chair and transport arranged. Requested new prescription.
Patient attended 23/10/25 for treatement.
PI notified.				Research and Innovation

		I17471		10/22/25		13:00		10/23/25		Dysphagic patient was discharged from SALT after he opted to 'Eat & Drink at risk'. AAU 
22/10/25 Nurse attempts to re-refer patient to SALT but this was rejected so I emailed SALT team to request they give guidance to ward team on safest textures/feeding strategies & swallow exercises to aid patient's rehabilitation .
SALT declined further input this week & highlight that AAU Doctor is making decisions about Pt's oral intake believing his swallow is safe following his own assessments				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Nutrition		Delay/ failure		Bushell,  Lyn		Incident being managed locally		Moderate Harm		No harm				Lead AAU consultant noted on 22/10/25 CWP:I note SALT team feel little further they can add but support with optimal consistencies and exercise would be beneficial to his care.
SO ongoing review is needed form SALT but their email to me states: Having two separate teams independently completing swallow assessments for a patient and giving contradictory advice does not feel like good (or safe) management for the patient, for the family, or for us as a team when correct processes are not being followed. 
For that reason we made a decision to discharge the patient in order that the AAU doctor can continue to manage his dysphagia. 
We have significant staffing issues in SLT this week with more than half of the team not in work therefore are unable to get back to John until after the weekend. AAU lead Dr has given his advice about oral intake for this patient but if the team wish to follow SLT advice, please see SALT's last entry from 20/10:

23/10 - CSSS Governance; This is not a Moderate Harm incident as no harm has come to the Pt yet; Hence not sent to DPSIG & needs to be downgraded when finalised.				Clinical Support and Specialist Surgery (CSSS)

		I17472		10/22/25		08:54		10/23/25		On fraction 11, a cable was treated through from the general anaesthetic monitoring equipment. 
This was identified at the weekly checks after treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Superintendent and treating radiographers notified.				Network Services

		I17476		10/22/25		10:00		10/23/25		TSRT9 13CC SB3i MD13CC CF3a
XVI scan faulted (partial scan). Escalated to engineers. Patient taken off bed, test scan performed. Test scan OK. Machine handed back over to treating radiographers. Additional image authorised by B7.		Completed 2 x test scan - Tested accidental 'Done' button press theory and found it replicated fault - Handed back - User error determined as fault.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Patient taken off bed, test scan performed.		XVI scan stopped midway through - No error message - Checked logs and found 'Scan terminated by user' - Suspect rads clicked 'Done' button on pop-up when scan is acquiring by mistake		Network Services

		I17554		10/22/25		15:52		10/27/25		Concerns raised by district nurse team.
Patient has TB.
District nursing team requested patient remain a inpatient until they could ensure they had enough staff fit tested and trained to replace the syringe driver.
Patient stayed a additional night.
MDT arranged to discuss discharge.
Ward staff did not attend MDT.
District nursing team still could not facilitate discharge and asked to stay a additional night. Information relayed to IPCT matron.
Despite this ward discharged patient.
cont.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Discharge		Inappropriate		Langstaff,  Alexandra		Incident being managed locally		Low Harm						District nursing team were not aware pt had been discharged.
Therefore they did not attend patient until pts wife contacted the dn team. This resulted in the syringe driver being 6 hours late in being replenished.
Syringe driver contained metoclopramide				Clinical Support and Specialist Surgery (CSSS)

		I17581		10/22/25		13:28		10/27/25		E.coli in peripheral blood culture 22/10/25. Recent discharge from ward 12 29/9/25, COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DVCS, 72 hour review requested. Medical team aware.				Clinical Support and Specialist Surgery (CSSS)

		I17478		10/23/25		11:30		10/23/25		Abdul attended for C2 rechallenge oxaliplatin.
Had 67mls and started c/o of feeling hot,sick and chest pain.
He also presented with red patches and itchy feeling all over his upper body.
Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV met given also due to feeling sick.
Observations taken, see news 2 chart.
ECG completed and scanned in, dr sue advised patient to go to his GP and ecg shown signs of hypertension.
Treatment discontinued.		Treatment stopped, IV chlorphenamine given and 200mg hydrocortisone.
IV metoclopamide given also due to feeling sick.
Observations taken, see news 2 chart. NEWS2 score between 0-1.
ECG completed and scanned in, doctor on unit advised patient to go to his GP and ECG shown signs of hypertension.
Treatment discontinued as already on a rechallenge regime.
Symptoms resolved
Patient sent home and safety netted.

Clinic appointment on the 12/22/25		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		SACT reaction		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Treatment stopped.
Iv reaction medications given alongside antiemetics.
ECG done for chest pain.
R.V by Doctors.
Monitored until back to baseline.
Sent home and safety netted.		Situation dealt with swiftly and follow up booked.		Network Services

		I17479		10/23/25		09:37		10/23/25		Incorrect date on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		10/23/25		New sample requested from department at 09:48 via phone.				Clinical Support and Specialist Surgery (CSSS)

		I17490		10/23/25		11:08		10/23/25		Patient due Polatuzumab vedotin on Portal trial on 24/10/25. 
When picking vials it was discovered all vials expired at the end of 09/25.
New drug hadn't been ordered as September end of month IV expiry check hadn't been done.		Discussion with lead technicians about planning end of month checks. Days are now blocked out on the calendar from monitoring visits to enable multiple staff to concentrate on the expiry check. Re-training will take place and a new checklist for staff undertaking the check to ensure all tasks are completed. Incident and outcome will be highlighted in next departmental meeting.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials						Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Expiry date - passed/omitted/wrong		Foden,  Gillian		Finally approved		No Harm		No harm		10/30/25		New supply of drug ordered from the trial sponsor.
Research team informed that patient couldn't be treated on 24/10/25 as drug takes 3-5 working days to arrive.		Expiry checking is a critical task and must be completed on a monthly basis as per SOP without fail. In this instance, human error in a pressurised environment led to a miscommunication and the task being overlooked. The importance of the task needs to be re-iterated to the team and ensure that rotas are completed correctly and staff allocated enough time to complete the task.		Network Services

		I17491		10/23/25		15:45		10/23/25		Gantry unable to all-axis, MCR in room and table lost compensation due to necessary fix by engineers. bed re-compensated and additional 2DKv taken to confirm bed position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Finally approved		No Harm		No harm		10/29/25		Datix submitted				Network Services

		I17492		10/23/25		12:20		10/23/25		Informed by staff nurse that she had found sweets containing marijuana. It was a full packet of four.		correct process followed		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Finally approved		No Harm		No harm		10/30/25		We locked them in the controlled drug cupboard. 
Explained to the patient that he is not allowed to bring illegal drugs into the hospital and he also must not take any himself. Asked if he had anymore on him which he denied. He asked if his mum could take them home for him however, I told him that they would need to be destroyed.
Duty manager and matron informed. They advised me to contact pharmacy to have them destroyed and complete a datix. This has now taken place and the datix has been completed.				Clinical Support and Specialist Surgery (CSSS)

		I17469		10/23/25		10:45		10/23/25		Patient due to start Nivolumab and Relatlimab on 24/10/25 request submitted on 09/10/25 for patient to start at macclesfield "The Christie at Macclesfield
Treatment appt requested by prescriber 23-Oct-2025 24-Oct-2025 Group".
The patient had been booking in however had not been consented. Our schedulers had arranged a blood test and SACT chair and informed the patient who attended today for bloods. I had emailed the consultant regarding consent, not due to be consented until 29/10/25.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		No Harm						Whilst prepping it was picked up, informed consultant and asked when they would be consented. The patient is not booked in until 29/10/25 for consent therefore had to be deferred to 03/11/25 due to capacity.  Patient attended for blood test as he had an early app. Explained to patient what had happened, apologised and provided with new appointments. He became anxious worrying the impact waiting for treatment might have and if there was something wrong that's why he wasn't having it tomorrow. Reassured from our perspective we cannot go ahead without consent.				Network Services

		I17528		10/23/25		13:15		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17494		10/23/25		17:20		10/23/25		Patient noted after scan that there was a swelling on their left arm just above the cannula area.
Kim assessed the area and noted that it was most likely an extravasation of about 15mls of contrast. The contrast enhancement in the scan was optimal and triggered as normal.
Kim followed the extravasation protocol, tried to aspirate but nothing came out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		10/28/25		Area photographed, cannula removed, cold pack placed and skin marked. Aftercare and post care leaflet given to patient		Close monitoring during contrast administration.		Clinical Support and Specialist Surgery (CSSS)

		I17495		10/23/25		08:30		10/23/25		TPE requires 6 units of blood ordering as standard. Only 2 were crossmatched.
2nd group and save sample not sent on time. Nurse from dosa came to theatre for a signature at 08:30. the patient is supposed to be in the anaesthetic room by 08:30. delay to start of list				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Incident affecting Patient		Near Miss		Transfusion incident		Delay		Delay by clinical team		Ryan,  Kathryn		Learning response required		No Harm						requested the additional units of blood be cross matched and informed blood bank that they were required.				Christie Pathology Partnership

		I17506		10/23/25		19:00		10/24/25		TSRT9 Sb3i 13CC CF3a
Incomplete scan acquired. kV long fault after 155/348 frames. Approximate dose 3.0mGy. Additional scan acquired. Total additional dose 3.0mGy.		email shared to engineering team		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Contacted engineers and treatment b7
Fault investigated
Additional scan approved
Complete scan acquired 
Treatment delivered without issue				Network Services

		I17507		10/23/25		00:00		10/24/25		virology results not reported onto CWP causing a delay in donor clearance		To follow up actions re virology risk assessment.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		10/27/25		emailed virology at MRI to chase results		Risk assessment action plans are ongoing with virology results.		Christie Pathology Partnership

		I17508		10/23/25		19:00		10/24/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a

XVI image taken but image did not reconstruct and accept/review image window did not appear.
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		10/28/25		TSRT9/Level3/TS/13cc/SB3i/MD13cc/CF3a
Engineers called, investigated, image manually reconstructed, adjustments made and moves sent. Patient moved therefore reimaged patient and patient treated successfully		XVI image failed to reconstruct  - no fault apparent - re constructed manually but patient had moved Radiographers re-imaged DATIX - further imaging completed without problem		Network Services

		I17509		10/23/25		09:00		10/24/25		PostedMeds 
Postal return of High Cost Medicine which can not be used and will be disposed of.  Unknown at this point if patient still requires re-dispensing of this medicine or if any harm came from not receiving their medicine.		Reporters actions sufficient		The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy						Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		McCaughey,  Joanne		Finally approved		No Harm		No harm		10/25/25		Medicine return logged by TCP
Medicine return log reviewed by Pharmacy Homecare Team
Datix completed
Pharmacy Homecare team have checked for any relevant background and CMM to establish if patient had their medication re-dispensed.
Record of datix will be sent to the team to make them aware that cycle 15 was returned by Royal Mail		Nil		Network Services

		I17533		10/23/25		15:00		10/24/25		Incorrect results released		To follow up feedback from NC from lab
Incident grading to be review re feedback		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Finally approved		No Harm		No harm		10/27/25		Results amended and clinical staff informed of result changes.		To identify learning re feedback from NC		Christie Pathology Partnership

		I17569		10/23/25		13:17		10/27/25		TSRT9 LEVEL 3 13AA  
Operator error, mismatch of vertebral level discovered in retrospect on acquired CBCT. 

Initial CBCT acquired, match/ set up appeared not a planned, reset up and reimaged as per superintendent. Second CBCT acquired and mismatch of vertebral level detected, correction applied, treatment delivered as planned. 

Retrospective review of initial CBCT highlighted mistake.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13AA  On-set imaging: approval process (including image review not completed, image review inaccurate, image matched to wrong reference image, incorrect prioritisation of structures for matching)		Booth,  Adam		Incident being managed locally		No Harm						Review of set up and processes taken. 
Governance contacted for clarity in regards to additional imaging.   
Decision amongst governance, principal radiographer, superintendent regarding number of images and CQC reportability.
Due to definitions of datasets, and some images were additional for clinical reasons- decision that this is not reportable				Network Services

		I17563		10/23/25		12:09		10/27/25		Transfusion sample not dated.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17579		10/23/25		11:25		10/27/25		TSRT9 -
 Bed lateral 16.4. Clearance not checked prior to leaving room, scan interrupted when treatment radiographers realised gantry clearance not possible. B7 bleeped. Reset up, record lateral origin, check clearance, additional image approved by B7.

Additional concomitant exposure of approx 0.2mGy 39/200 slices (Fast H&N S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Q Setting of couch position, angle (including incorrect setting of couch following movement to allow gantry clearance)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/29/25		Reset up.
Record lateral origin at which adequate clearance could be achieved - added to yellow box in attempt to avoid this happening again.
B7 approved additional image.
Treating radiographers realised and said they know to check clearance.				Network Services

		I17580		10/23/25		05:55		10/27/25		C.diff PCR positive, toxin positive 23.10.25. Previous overnight stay on AAU, discharged 13/10/25. Within 28 day window COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Clarke,  Catherine		Incident referred to DPSIG		Low Harm		Low harm				requested 72 hour review. Medical team aware. Reported to HCAI DCS.				Clinical Support and Specialist Surgery (CSSS)

		I17604		10/23/25		12:50		10/28/25		TSRT 9/level 5/9C/
Patient immobilization shell made with large hole over nose when this is the location of primary tumour.  Needed bolus making for area where shell has hole, therefore making process harder and attachment of bolus to shell less secure.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						Width of lower part of bolus slightly increased to increase attachment area / allow marks on shell for bolus placement				Network Services

		I17537		10/24/25		14:00		10/24/25		Told about blanching redness to sacrum- checked skin and skin is broken to sacrum, red but blanching.		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Millington,  Kerry		Finally approved		Low Harm		No harm		10/28/25		Applied barrier cream. Told patient. Rang Medical illustrations to photograph. 

Tissue Viability Nurse 27/10/25

Referred to TVN service for ?PU to sacrum. I visited CCU to review Ian, alongside RN Viliya.  

On examination:

Sitting out in armchair, propped by pillows. Wearing hospital gown. Able to stand with minimal assistance to facilitate examination. Profiling bed in use with hybrid mattress and pump.

To his sacral area and within natal fold, an area of discoloured skin, irregular edges, spanning approx. 6cm x 8cm. Skin is unbroken, no exudate, no signs of infection. Patient reports discomfort at the area. At home he was using a ‘doughnut’ type cushion to alleviate pain/pressure at the area as this has been an ongoing issue – advised that we do not use these within the Trust due to potential for friction/shear damage.

Plan of care:

Continue to nurse on profiling bed with hybrid mattress and pump in situ.

Utilise pressure cushion whilst sitting in chair please – should be available on all ward areas. Viliya will kindly request Tara to locate.

Regular skin checks and positional changes at least each 2 hours, with the aim of completely removing pressure from at-risk area where possible.

Apply barrier cream to MASD at natal cleft daily after washing and drying area, and reapply throughout the day if needed after each 3rd episode of washing/cleaning the area if this is required due to incontinence or other factors.

Please repeat medical illustration each 7 days, plus on day of discharge.				Clinical Support and Specialist Surgery (CSSS)

		I17538		10/24/25		09:00		10/24/25		C1/MASD deteriorated to DTI - L heel and coccyx during admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Langstaff,  Alexandra		Incident being managed locally		Low Harm						RN assessed, had MASD natal cleft 23/10, referral to TVN and medical illustration taken 24/10/25.
Patient high risk for pressure damage/deterioration, oedema, limited mobility due to dizziness and low mood, for fast-track discharge prognosis less than 3months, previously declined pump on mattress due to dizziness.
TVN plan actioned, patient now agreed to improved mattress, added to handover for 2 hourly repositioning. 
CDT updated DN referral and ordered improved pressure relieving mattress for use at home post discharge. 
TVN review 25/10/2025:
On assessment, there are 2 areas of DTI to the base of coccyx top of natal cleft area, 1 cm x 0.4 cm and 1 cm x 1 cm area- purple discolouration none blanching, a small slit to natal cleft in keeping with MASD.

New DTI to the right heel 1 cm x 0.5 cm dark purple discolouration. Please Datix

No issues with continence , has nephrostomy bag and informs nurses should he require a bowel movement.

Paula nurse informs David is reluctant to have a hybrid mattress with the pump, Rediscussed with David and will try the pump on the mattress .

Pressure relieving cushion applied to chair today.

I have discussed with David the risk of pressure damage and getting a pressure ulcer which can deteriorate if pressure is not relieved, 2 hourly repositioning discussed and rolling onto the side off the area with 30 degree tilt.

1) Datix new pressure damage DTI to heel and coccyx/natal Cleft area.

2) medical illustrations

3) Monitor the Coccyx and right heel DTI, if the areas breaks down apply a dressing such as kliniderm silicone border dressing review daily and contact TVN team for review if breaks down or concerns.

4) Monitor for signs of infection Escalate to medical team if this occurs and wound swab.

5) Offload pressure to the heel using a pillow to offload.

6) Pressure area management guidelines to be followed- 2 hourly repositioning,  sitting in the chair ensure cushion is in place and stand regularly 1-2 hourly and return to bed to offload pressure to the area.

Ensure skin bundles are updated, Risk Assessment purpose T and updated and wound care plan , wound care chart.

TVN review in 1 week.				Clinical Support and Specialist Surgery (CSSS)

		I17510		10/24/25		09:30		10/24/25		The pre-procedure call took place on 17th October. The patient had already requested an in-person interpreter prior to this call. During the call, the colorectal secretary was notified that the patient would require an in-person interpreter. This was reiterated in a CWP message, emphasising that the interpreter would be needed to assist with signing the consent form.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Finally approved		No Harm		No harm		10/27/25		The Endoscopy Manager spoke with the receptionist to explore arranging an interpreter; however, the interpreting service requires at least 24 hours’ notice, and no interpreter was available on the day. Fortunately, a colorectal registrar who spoke a similar language was able to communicate effectively with the patient and complete consent. Otherwise, this would have been a cancellation. 

An email has been sent to the Endoscopy Booking Service Manager, who oversees the secretarial team, requesting that this issue be raised and discussed at the next team meeting to prevent recurrence.
Moving forward, all patients attending for procedures must have an in-person interpreter present to ensure the consent form is signed appropriately and that the risks and benefits of the procedure are fully explained. This is essential for patients to have a clear understanding of what the procedure entails.				Clinical Support and Specialist Surgery (CSSS)

		I17502		10/24/25		00:20		10/24/25		Patient had cannula to Left forearm with Dex and Saline Fluids running, this had caused swelling to her arm, she used her buzzer to inform us		Patient buzzed just after midnight to inform us of swelling Left forearm when fluids running (IVI running - Dex and Saline). Stopped infusion, Informed Dr and Resited cannula to other arm. Elivated arm to help swelling.
Blue cannula now in Rarm (ACF)

All correct actions taken at time of incident. Reviewed by the doctor and for continuing monitoring of site whilst on the ward. Staff have drawn around site to monitor		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Spooner,  Jennie		Finally approved		Low Harm		No harm		10/24/25		Stopped infusion, removed cannula, elevated the arm, Informed the Dr, provided verbal information to patient. Added to SKIN bundle and safety huddle. Re cannulated on other arm to recommence infusion safely		Nil lessons to learn		Clinical Support and Specialist Surgery (CSSS)

		I17529		10/24/25		13:10		10/24/25		tsrt9
Bed load function stopped, Gantry and table motion not possible once GA patient had completed treatment. Patient had to be manually transferred off the bed at high bed position and at an angle. Engineers in room to fix interlock. 				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Booth,  Adam		Incident being managed locally		No Harm						MCR informed of fault				Network Services

		I17530		10/24/25		11:00		10/24/25		Endoscopist edited endoscopy report after it had already been automatically sent from solus to CWP. This meant there were two copies of the endoscopy report of CWP- one is correct and one is incorrect and needs redacting. Completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						New report completed by endoscopist with correct information. Recovery nurses aware of correct report and provided to patient. Tech bar request completed to remove incorrect report.				Clinical Support and Specialist Surgery (CSSS)

		I17532		10/24/25		15:40		10/24/25		TSRT9 level 1 13i cf1c/cf3a md13aa sb3i/sb13hh
- kV drop during 1st scan (570/694 frames, additional concomittant exposure of ~4.8mGy). Additional image approved and acquired. Patient then had coughing episode part way through Arc1 and sat up, additional image approved and acquired. Upon reviewing 3rd image, large anatomical shift was seen, patient scanned at origin position, CMA moves not applied during set up. Decision made to apply shifts in room and repeat image to confirm treatment position. Practioner approval gained, anno added.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning (including the use of tools such as surface guidance technology)		Triffitt,  Clare		Incident referred to DPSIG		No Harm		No harm		10/27/25		Engineer attended for kV drop, B7 contacted to authorise additional image following kV drop and then another following coughing episode. B7 present for image review of third scan, set up error noted. , large CMA move needed to achieve acceptable isocentre position and had to be applied manually in the room.  Discussion with fellow B7 and principal radiographer
Call to Practitioner prior to acquisition who provided authorisation and added a note to CWP. Shifts applied and fourth scan acquired, position acceptable. Proceeded to deliver remaining treatment. Total of 4 scans (1 of which not completed) acquired during this # - reportable.				Network Services

		I17527		10/24/25		13:00		10/24/25		Patient admitted to Endocrine dept for 2 unit blood transfusion. Cannula sited and initial observations taken by 09.20. Unit of blood showing as ready for collection, requested via teletracking at approx 09.20. On receiving unit of blood, noted prescription required lifelong irradiated blood. Blood being received noted not to be irradiated.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay due to specialised blood required		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Sent porter back to blood bank with unit of non-irradiated blood. Contacted Med onc melanoma reg to inform and seek advice. Informed transfusion practitioner by phone. Spoke to bloodbank  to inform of reason for returning blood. Spoke to blood bank again approx half hour later and was advised that irradiated blood would be ready for collection. Teletracked again, this time another unit of non-irradiated blood was delivered. Sent back to blood bank again. Unit of irradiated blood ready at approx 12.45. Vital signs retaken and blood requested. Commenced transfusion at 13.00, 3.5 hours later than initially planned. Apologised to patient and his wife who were also due to go on holiday later today.				Christie Pathology Partnership

		I17513		10/24/25		12:00		10/24/25		Received a forwarded email from the secretary to add a referral on. the referral letter is dated 09/05/2025. We received the referral on 22/10/2025. The patient was already registered and the referral letter we received was scanned on 14/05/2025, I'm not sure who scanned this. 

I also investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.

The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		-Referral sent to sec to add on on the 09/05/2025 but this wasn't actioned.
-The New Referral team received this on the 22/10/2025.
-Patients referral was originally sent directly to Dr Colaco (with attachment) and then sent to his secretary for 'filing' and ask to pencil the patient in for Wed 11/06.
-Investigated if we received this referral before in the emails. The patient's NHS number was used in a subject line but no mention of a referral letter or an attachment.
-The clinical team from Salford did not amend the email subject line and continued to use the patients NHS number when it was regarding other patients.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		11/4/25		I have added the referral on as urgent for the consultant and included the email trail. I will also get in touch with the secretary and ask if she has previously received this.		- All referrals should be sent to the main new referrals inbox.
- All external mail should be stamped/scanned and processed within 24hours of receipt.		Network Services

		I17516		10/24/25		12:00		10/24/25		Patient attended medical clinic pre cycle 1 yesterday. Remembers being consented and signing consent form in clinic but did not receive a copy and no digital copy uploaded to CWP. Significant delays to treatment today as patient has waited over 2hours over original appointment time whilst nursing staff attempted to find where the original consent form ended up.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Berman,  Danielle		Incident being managed locally		No Harm						Staff visited clinic area (Main OPD) and spoke to staff present who also could not find the consent form and not present in 'scanning in' folder. Secretary for disease group had also not received a copy to be scanned in.
A member of staff from main OPD found the consent form in the confidential waste bin and brought it back to Oak road treatment centre. 
Patient now treated but extremely frustrated at delays				Network Services

		I17517		10/24/25		08:40		10/24/25		Patient arrived to theatre with an escort nurse from BMRU without a complete consent form. The WHO preoperative  checklist is completed  stating that the consent concurs with operating list. The anaesthetist and anaesthetic practitioner noticed that the patient signature not present on the consent form , the clinician who had assessed/listed  the patient for the procedure has stated that the procedure is explained to the patient over the phone and written consent will be obtained on admission.		relevant action has been taken in terms of raising with the  ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Morgan,  Karen		Finally approved		No Harm		No harm		11/3/25		Advised the ward/escort nurse to go through the preoperative checklist according to policy and protocol and not use as a tick box exercise. Informed physics team and the radiologist . The radiologist arrived promptly and used the same consent form and obtained the patient's consent. Procedure performed accordingly.		preoperative checklist should be preformed according to policy and protocol and not used as a tick box exercise		Network Services

		I17518		10/24/25		13:30		10/24/25		TSRT9

Band 7 bleeped to review image, SC position out of PRV, opted to reset up, Upon entering the room it was noted that civco was overlapping 5 point board, not abutting as planned, causing shift in SC. Reset up with civco in correct position, additional concomitant exposure approved, rescanned, position now acceptable and proceeded with treatment.

Additional dose of 0.8mGy (Head and Neck S20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 11						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Approved additional concomitant exposure.
Reset up patient with civco positioned correctly.
Spoke to radiographers treating patient and reminded them civco should be abutting and not on top of civco, unless stated otherwise in site set up.				Network Services

		I17524		10/24/25		12:21		10/24/25		Pt came to Tameside very breathless, and upset, sat her in the chair. Observations done: Resps 29 oxygen saturations 87%.				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT						Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Ohara,  Natalie		Finally approved		No Harm		No harm		11/3/25		Put on oxygen 15L NRB mask. When stable reduced down to 2 litres nasal got the acute oncology nurses at Tameside to review. Discussed with team at christies recommended a and e, Porter transferred over to A and E with oxygen. Will update team. Treatment deferred				Network Services

		I17525		10/24/25		15:55		10/24/25		Patient had reaction to paclitaxel slow rate. Chemo team documented correctly and informed parent team (UGI).
Patient attended for clinic to consent for nab-paxlitaxel. Dr attempted to change prescription but cannot as DTC form needed to be completed. Dr asked tech bar for access.
The following day, form still hadn't been completed. I emailed doctors to complete. Pharmacy team sent over form. All whilst alertive going on between chemo prep, myself (CNS) and team pharmacy trying to sort (cont).				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pabial,  Suneil		Incident being managed locally		No Harm						(cont) Still not sorted at 2pm (Baxter's cut off time for on hold treatments on a Friday). Script deferred a week.
Call to patient to explain and apologise, extremely unhappy and wanting to complain.
Dr completing form ready for next week, needing a pharmacist's telephone support to do so and taking a considerable time.
Schedulers emailed to contact patient with chemo time for next week.				Network Services

		I17595		10/24/25		15:32		10/28/25		TSRT9 / Level 4 / 13M / SB 13M / MD 13M / CF 3a
Moving from G70 T330 beam parameters to G290 T30 parameters. Using a Go To workflow to move gantry to zero before applying floor twist (Go To method should prevent floor movement) but floor also started moving unexpectedly. Occurred at 15:32 on Gantry 2 on the PTC, for purposes of checking logs.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13M Setting of treatment machine parameters (including overrides)		Booth,  Adam		Incident being managed locally		No Harm						Paused all motion. Cancelled Go To and re-started using all the same parameters: motion enable only moved gantry, as expected, the second time. No additional imaging for bed movement, as imaging required as per protocol after floor twist anyway.				Network Services

		I17574		10/24/25		15:00		10/27/25		TSRT9

Pt mask taken off in error following delivery of first treatment beam (1 arc still remaining).

Additional scan required following resetup.

Additional dose to pt = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13FF Recording of delivered treatment data		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Escalated to B7.

Pt resetup; reimaged (additional XVI justified in MOSAIQ) + treatment completed.				Network Services

		I17566		10/24/25		09:00		10/27/25		A platelet unit ordered for the patient, not used and wasted.

Donation number: G095 625 053 577 0				The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Safety,  Patient		Incident being managed locally		No Harm						Unit discarded.				Network Services

		I17557		10/24/25		07:01		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17558		10/24/25		10:15		10/27/25		tsrt9
Nozzle fault on PTC before taking 2D GEC. Called MCR, unable to resolve, was instructed to continue until ready for beam and if not cleared by then to call back outside. After initial and re-setup 2D, was about to continue to CBCT but second guessed as interlock was still not cleared, despite being told to continue until beam. Called MCR who ended up needing to go behind the gantry, lost comp. No additional imaging as before CBCT but near miss as ?instructed incorrectly in the first instance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- MCR						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Spoke to superintendent and reported as near miss				Network Services

		I17559		10/24/25		07:01		10/27/25		No year on date on the second sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed and new sample requested via telephone.				Clinical Support and Specialist Surgery (CSSS)

		I17560		10/24/25		00:32		10/27/25		No year on date on the sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward to request a new sample.				Clinical Support and Specialist Surgery (CSSS)

		I17561		10/24/25		00:32		10/27/25		No year on date on the sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Unable to contact the ward				Clinical Support and Specialist Surgery (CSSS)

		I17562		10/24/25		13:26		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Turner,  James		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Research and Innovation

		I17648		10/24/25		14:00		10/29/25		Consent form in CWP for prostate treatment, patients details on form, however all patient notes indicate patient having Pituitary treatment. 
Patients information printed on consent form in error.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		4J Consent process and documentation		Shardlow,  Jemma		Incident being managed locally		No Harm						IT contacted to remove consent form from CWP.
Patient contacted has a copy of correct consent form brought it for treatment and correct consent scanned into CWP.				Network Services

		I17641		10/24/25		10:07		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.

On investigation x1 Additional 2d image-Mechanical.
Additional imaging dose imparted to patient.
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional AP image (pre-set HEAD)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational manager- feedback to Varian at TIG.				Network Services

		I17674		10/24/25		12:00		10/30/25		Patient referral for 2nd opinion from Stoke surgery received dated 10 August 2025 but  was only received by New Referrals on 22/10/2025
Referrals & Bookings clerical officer contacted the referrer regarding the delay (see documents).				The Christie NHS Foundation Trust / Network Services / Networked Services Administration						Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		Protano-Byrne,  Jordan		Incident being managed locally		Moderate Harm						Urgent triage to Consultant and asked referrer re the delay in our receiving this patient referral.

R&B - RP - 04/11 - Patients referral was received into new referral inbox on 24/10 - the new referrals team queried this with the referrer who noted they have sent this on to the incorrect inbox, when we have asked for evidence of this they have provided an email that was sent directly to the secretary MH - New Referrals have added this on and the patient is for triage under Dr AL. I have escalated it to KCD and JPB to action. KCD/JPB - please can you review and complete a rapid review for next Monday 10/11 as requested by the governance team. No delay from R&Bs behalf on this occasion. Patient is still awaiting triage so please raise with the consultant.				Network Services

		I17542		10/25/25		06:20		10/25/25		Patient found struggling to walk out of bathroom in significant pain. Assisted on to chair experienced vacant unresponsive episode. Patient stated experienced a fall in bathroom - toilet seat found to be broken.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		Low Harm		Moderate harm				Assisted to safe position by staff in chair. Vacant episode passed very quickly. Observations checked and recorded. On call Dr informed. Patient in significant pain and analgesia given.  Patient in too much pain to complete lying and standing observations for moving and handling risk assessment. patient refused ECG due to pain. VBG completed. Neuro observations commenced.				Clinical Support and Specialist Surgery (CSSS)

		I17539		10/25/25		03:00		10/25/25		Patient states ringing hotline for advice regarding capecitabine. States that she did have an hour or so post taking the tablets she felt flushed and nauseous so rang hotline to check she had taken tablets at right time. Upon ringing hotline states her one question was not answered and the hotline advisor began to ask questions to which at the time she did feel a little unwell. She was then advised to come for assessment on AAU. When patient arrived she immediately stated feeling a fraud. cont				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Roberts,  Rebecca		Finally approved		No Harm		No harm		11/5/25		cont. as she expressed feeling back to herself, just a little tired as had had IV chemo yesterday. Patient states her norm temp is approx 35.8 as frequently checks due to having chemo before. Advised we would need to take bloods, and a/w review from Dr which could take approx 1 hour. Patient declined to stay stating she felt fine, she didn't want to wait to see a Dr as she felt fine. She states she did not feel listened to on the phone and she does not want to ring hotline again. Apologised for the way she was feeling and explained protocols do have to be followed however, should feel listened to and patients own parameters taken into account. Hotline advice given +++ and explained she must not feel like she does not want to ring as it may be important. Patient left ward. PALs contact offered but declined.		For the hotline nurse to listen to the recording of the call and discuss the call and the datix with hotline team lead. To identify any areas of learning from the datix.		Clinical Support and Specialist Surgery (CSSS)

		I17540		10/25/25		03:40		10/25/25		Patient was assisted into a designated toilet. The nurse waited outside the toilet to allow privacy and hear a noise .The toilet door was locked  and this was opened  by the nursing staff .The patient was found sat on the toilet .
The patient stated that she slipped on on PJ leg which was underfoot on the floor over her left foot she states that she slipped back onto the toilet catching her fungating anal tumour on  the back rim of the toilet .		All appropriate actions taken post fall, no harm		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		10/28/25		Patient taken back to her bed .Observations were recorded and the area was examined .Blood was noted on the pad but the area was not observed to be actively bleeding .Medical staff informed to review  the patient and the patient was given prn analgesia on returning to her bed .Refused to have lying and standing blood pressure falls risk assessment		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17552		10/25/25		21:00		10/26/25		Pt was admitted at 6pm with pain++ ?SABO no pain relief prescribed. Pt was in 10/10 pain and this was not escalated or acted upon in a timely manner - medication oxycodone was prescribed as an under dose when pt was meant to have 10mg/1ml s/c but was px 2.5mg then  5 mg and pt was in pain this whole time. very distressed and uncomfortable and not happy with the care - medication was then pxd in am and I administered this at start of shift at 0800. and continued strict 4hourly and this settled pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Roberts,  Caroline		Finally approved		No Harm		Low harm		11/3/25		Administered the correct dose once drug available when dr px this after a full shift				Clinical Support and Specialist Surgery (CSSS)

		I17545		10/25/25		14:15		10/25/25		Category 2 discovered by RN to right upper arm. Presented with category 2 on admission, patient reports he had this pressure ulcer in community for weeks and community RN's were aware of this. Patient himself put a plaster over the category 2 in community. 
Category 2 has developed from previous subcutaneous line.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Drgas,  Wiktoria		Incident being managed locally		No Harm						Site inspected, cleaned and dressed appropriately- flaminol forte applied and acquacel dressing applied over the top. 
Medical illustrations to be ordered first thing on Monday morning. 
TVN referral completed. 
Handover and huddle updated to reflect category 2 and for RN's to routinely check this site and inspect if pressure damage is healing. 
Duty of candour completed for community nurses. 

Tissue Viability Nurse

Referral received to TVN service for ?pressure ulcer to R arm.  Attended Ward 15 where I reviewed Mr Minshall alongside RN Alfi & Student Nurse Shauna. Patient consented to consultation.

On examination:

Sat out in chair at bedside, wearing his own clothing. Able to remove/replace clothing and move around independently in order to enable examination.

Syringe driver running via soft-set to top of his L arm, and a second soft-set just below this to be used for PRN meds. Currently resited each 72hours, or more frequently if sore/dislodged, as per Christie policy. Per patient, at home his subcut infusion sets were resited each 7 days.

To the top of his R arm, covered by a Kliniderm foam silicone border dressing (removed for examination), a small wound measuring 1cm x0.7cm with irregular edges. No depth. Wound bed is dried slough. Surrounding skin is normal in colour and temperature. No exudate. No pain. A lump is palpable beneath the area, and across both arms there are multiple of these lumps, with appearance of lipohypertrophy associated with subcut injection sites, some have associated surface discolouration. Per patient, these are at areas where previous subcut ports were used. Wound does not appear to be pressure damage.

Plan of care:

To wound at top of R arm:
Clean wound and peri-wound area with normal saline & gauze and allow to dry

Apply Flaminal Forte to dry slough area of wound

Apply Kliniderm Foam Silicone border 5x5 or 7.5x7.5 dressing

Change each 3-4 days, or more frequently if dictated by clinical judgement

2. Medical illustration today please for his clinical record

3.To avoid any areas with lumps or discolouration when inserting subcutaneous infusion/injection sets. Monitor these closely and resite at first signs of any pain/lumps/discolouration etc. Continue to change each 72 hours as per Christie protocol, as this has been working well for him so far. Can discuss with Supportive Care Team if issue continues, TVN happy to support with this if needed – please re-refer if further support required.				Clinical Support and Specialist Surgery (CSSS)

		I17547		10/25/25		10:00		10/25/25		Due SACT today, noted alert and CWP anno regarding contact with TB, staying the pt potentially contracting TB. Requiring isolation and maybe medical review				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Other		Outbreak - other		Jones,  Sophie		Incident being managed locally		No Harm						I rang the pt in the morning to see if they were symptomatic of TB, the pt was very confused that I was asking, as no one has mentioned this to them. They were not symptomatic and felt well. 
I contacted the duty manager about this who advised to raise it with the on call. I also messaged the IPC nurse who annotated on CWP asking if this is the correct pt as there has been no mention of this to the pt. 
Informed ACP on the unit who looked and discovered there was contact with someone who is TB positive when on AAU . Explaining where the contact came from. 
I alerted oncall who came and reviewed the pt, confirming okay to go ahead with SACT today as not symptomatic. On call informed pt of the contact on AAU, they understood the information and will let their family know who they has been in contact with.				Corporate

		I17548		10/25/25		11:00		10/25/25		Patient SCSD found to not be infusing at the beginning of the day shift and no checks or documentation to show it was infusing overnight.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Patient SCSD found to not be infusing at the 10am with first driver check. Patient voiced that she dropped SCSD in bathroom previous night at approx 8pm and had buzzed and let nurse know.
Patient was left without SCSD infusing overnight, no checks completed for driver on EPMA or driver form overnight so therefore was not picked up by nursing staff. SCT team aware regarding driver not running overnight and pain 7/10 this morning without any analgesia for 16 hours. 
SCSD replenished this AM and PRN given to ensure pain is controlled until SCSD takes affect.				Network Services

		I17549		10/25/25		17:00		10/25/25		Patient being discharged, therefore medication pod in room opened to check if any of their drugs in there. 1 medication in pod but belonged to previous room occupant, meaning drawer had not been emptied and cleaned after prior patient discharged.		27/10 m- unable to ascertain of patient before had transmissible infection, however all levels of cleaning process on palatine ward require the cleaning and emptying of medication draws, this case will be fed back to the housekeepers and nursing team, 

Band 6 development day scheduled for Thursday 30th and 6th November, during which the band 6 team will create a check list with info to hand over including the cleanliness and reediness of rooms.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Medication incident		Storage		Storage - wrong		Brennan,  Naomi		Finally approved		No Harm		No harm		10/27/25		Drug removed and disposed of.				Network Services

		I17555		10/25/25		14:56		10/27/25		Transfusion sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/27/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17556		10/25/25		14:56		10/27/25		Transfusion second sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17553		10/26/25		15:00		10/26/25		Right ear scab, right heel ungradable DTI, sacrum grade 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/27/25		cream applied, dressing to heel, cream on sacrum.				Clinical Support and Specialist Surgery (CSSS)

		I17551		10/26/25		15:00		10/26/25		Unwitnessed fall. Was alerted to fall by another patient who heard a loud noise. The patient who had fallen was on the floor next to his bed sat upright. He had been on the commode and stood up by himself. He was attached to 2 IV infusions, reports getting tangled in these and then slipping to the floor, landing on his buttocks. Had non slip socks on at time of fall.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Incident being managed locally		Low Harm						Attended with another RN and NIC. Ascertained details of fall. Assisted with hygiene needs and helped back into bed. Observations completed. Reports no LOC and did not hit head. Assessed for visible injury (a patch of redness to back visible at the time of fall, has now formed to a bruise), patient reported some pain upon impact of fall to buttocks and back but non ongoing. Medical team informed, reviewed by ANP. Wife updated over phone. Falls risk assessment repeated including sitting and standing bp. Fall incident form on CWP completed.  Reiterated use of call bell.				Clinical Support and Specialist Surgery (CSSS)

		I17567		10/27/25		08:50		10/27/25		Delivery to Moya Cole hospice of chemotherapy. Cisplatin found in fridge box when the treatment is a room temp.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Patient Safety and Risk Team		The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Incident affecting Patient		No Harm		Medication incident		Waste		Avoidable waste of medication		Safety,  Patient		Incident being managed locally		No Harm						Treatment removed from box. Contacted pharmacy who where unsure if it can be used. Contacted Baxter's who where also unsure. Discussed with pharmacy and asked to re-order to be safe. 

Re-ordered treatment and disposed of original. 

Datix completed.				Corporate

		I17571		10/27/25		11:50		10/27/25		J. Kiely is a vulnerable adult who was admitted to Palatine Ward. A family member who has not seen John for 20 years was granted access to the ward and allowed to go into Johns room and sit alone with him. Mum has now found this out as the family member contacted her via facebook to let her know that he had visited John on the ward. Noreen (mum) concerned that he was allowed in the room and he was not a named visitor.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult				The Christie NHS Foundation Trust / Clinical Haematology		Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Eboiyehi,  Oseyaede		Incident being managed locally		Low Harm						Mum concerned if it was to happen again and John unable to voice concerns as he is vulnerable adult. Is not wanting to take it any further. I have reassured that we will ensure this does not happen again and investigated appropriately. Escalated to Palatine Managers and Matron. Password now in place. Description of visitor given to Palatine Management. Datix.				Network Services

		I17572		10/27/25		11:00		10/27/25		Endoscopist edited report after it had been sent to CWP therefore incorrect report on CWP completing datix for tech bar reference number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Incident being managed locally		No Harm						endoscopy manager aware and correct report sent to CWP				Clinical Support and Specialist Surgery (CSSS)

		I17573		10/27/25		00:00		10/27/25		TSRT9.
Pt having SCF field treated, beam switched on before portal image was acquired. 11 mu delivered, Beam interrupted and B7 called.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Triffitt,  Clare		Finally approved		No Harm		No harm		10/27/25		Beam terminated, 
Image acquired and in tol,
complete partial done with 11mu and 5mu for image taken off beam. 
Treated correctly.
Discussion with staff re vigilance when treating.				Network Services

		I17577		10/27/25		12:50		10/27/25		Referral was delayed over 1 month				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added and reported to Datix				Network Services

		I17578		10/27/25		10:00		10/27/25		I accidentally scanned the wrong patient's CT scan results onto a patient's record. The NHS number provided in the email was incorrect and so I scanned the attached document to the wrong person.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record. The document has been removed and added to the correct record.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		11/4/25		I have asked for Tech Bar to redact the document on CWP to avoid any confusion. I requested this as soon as I realised the mistake.		To check the details on the actual scan report instead of the email trail to ensure that the document is scanned to the correct patient record.		Network Services

		I17596		10/27/25		16:51		10/28/25		New patient to blood transfusion. Both G & S sample s takes at the same time.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shepherd,  Sophie		Incident being managed locally		No Harm						New sample requested.				Network Services

		I17597		10/27/25		11:24		10/28/25		G & S sample mislabelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		New sample requested.				Clinical Support and Specialist Surgery (CSSS)

		I17584		10/27/25		15:30		10/27/25		Incorrect consent form scanned into incorrect patient's CWP.

When scanning in a radiotherapy consent form, the document was scanned into the wrong patient's CWP. 
Consent form was scanned into Patient A in error, consent form is dated 09/10/2025. The consent form was for Patient B; the document was correctly scanned into said patient's CWP immediately afterwards.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Shardlow,  Jemma		Finally approved		No Harm		No harm		10/30/25		IT help desk informed to correct error- for deletion of incorrect consent form
-correct consent form scanned into correct patient in cwp
-Band 7 made aware
-datix completed				Network Services

		I17585		10/27/25		15:33		10/27/25		At 16:10, my colleague queried if patient's treatment had been administrated too fast. I checked iQemo script and according to iQemo script it had not been overtranfused -however, there was a mistake in the script. Irinotecan was prescribed to be administrated over 30 minutes but, patient has had reaction in past and has 0.5mg of atropine to prevent cholinergic reaction from occurring again. Patient said she felt twitchy, flushed and strange taste in mouth.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Medication incident		Storage		Unknown		Johnson,  Rhona		Finally approved		No Harm		Low harm		11/2/25		Stopped transfusion of rest of Folinic Acid  - checked on patient and completed observation - NEWS 0. Reviewed by doctor on the unit and was advised to wait 30 minutes. Waited 30 minutes and patient was feeling better - symptoms had been relieved. Folinic acid has been continued and patient is still feeling well. Safety netted with hotline.		Nurse made aware of error, patient has had previous cycles over 90 mins despite script not being changed by anyone. SEIPS discussion carried out.		Network Services

		I17587		10/27/25		16:00		10/27/25		TSRT9
Administered IV contrast to patient during scan. Patient immediately started sneezing after injection finished.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / CT SIm1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10 Pretreatment activities, imaging (to include CT, MRI, simulation, clinical mark-up, reference image production)		Hudson,  Scott		Incident being managed locally		No Harm						Obs taken and registrar called to review patient.
4mg Chlorphenamine administered via PGD
Patient given hotline number				Network Services

		I17591		10/27/25		16:45		10/27/25		Communication failure - DNAR discussion with patient by medical team, not passed on to ward staff, nurse noted AAND on CWP 2.5hours later				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Near Miss		Non-clinical incident		Breach of policy		Breach of policy		Langstaff,  Alexandra		Finally approved		No Harm		No harm		10/29/25		Updated nursing handover, communicated verbally to ward team.
Unclear if patient had family present for the discussion, ward nurses not made aware to support patient afterwards if needed.				Clinical Support and Specialist Surgery (CSSS)

		I17592		10/27/25		19:00		10/27/25		Emergency call to patient receiving platelets. ? Reaction.				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Learning response required		No Harm						On arrival, platelets just finished. Patient complaining of chest and abdominal pain. Feels like she was struggling to breathe. Temp >38. Bloods taken from PICC. Aspirated from hickman line and flushed afterwards - nil concerns. Not required piriton or hydrocortisone. 

Post transfusion bloods take, Christie profile, FBC and VBG. PLT bag taken down and to be sent back to the labs.

Patient reported afterwards that she felt neglected by the nurse looking after her. Patient does not have a wristband on and patient is aware that she needed one before receiving blood products. When she alerted the nurse to report her symptoms she felt she wasn't taken seriously and her partner had to pull the emergency buzzer.				Network Services

		I17593		10/27/25		12:00		10/27/25		Patient in AKI1 handed over to day team reduced urine output via catheter, increased lac of 5.3, bolus given and IVF running over 6 hour + enhanced fluid balance monitoring
Fluid balance not really filled out during the day except from the first column saying sips and a few numbers on the output side but nothing totalled up
When asking nurse at handover what is the patients fluid balance is she said 'its inaccurate' because she drinks sips, but this was challenged as catheter gives accuracy				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Incident being managed locally		No Harm						cont.. therefore fluid balance had to be totalled up during handover, pt found to be only passing 12mls/ph which is way under target
Informed day nurse to inform doctor straight away, dr reviewed + IVF prescribed 
Repeat bloods taken including VBG and patient now AKI2 and lac 4.7
Doctor informed
Catheter drained 125mls since fluids commenced which is improved (writing this at midnight)				Network Services

		I17594		10/27/25		21:00		10/28/25		Unwitnessed patient fall when she leaned on the bedside table to balance herself, fell backwards query hitting head on cabinet, neighbouring patients say she fell heavily. On arrival there was spilt water, Fortisip and contents of bedside table on the floor with patient on her back				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Outreach nurse visiting another patient responded to calls of help/loud noise, pulled emergency call bell and ward staff responded. 

Obs taken, NEWS 2 with raised tachycardia noted (known tachycardic), CBG taken 4.2mmol/L, assessed head and skin with no obvious signs of injury noted before returning to bed once satisfied Patient was settled

Alertived oncall Dr, ECG taken, VBG taken, peripheral bloods taken

CT Head and Pelvic x-ray taken

encouraged patient to use nurse call bell when needing to stand				Clinical Support and Specialist Surgery (CSSS)

		I17607		10/27/25		00:00		10/28/25		Safeguarding information automatically pulled through to discharge summary. This could have put the patient in danger of further abuse. Ward pharmacist luckily realised this had happened and removed specific detail of the safeguarding concern to prevent any harm to the patient. This is not an incident which I believe is unique to AAU, I understand that it could potentially apply to other ward areas where safeguarding concerns have been raised.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Breslin,  Deirbhle		Incident being managed locally		No Harm						Ward pharmacist raised concern to safeguarding team to alert them that safeguarding information is automatically pulled through onto discharge summaries. 
Ward pharmacist agreed to take steps to remove specific information on this occasion.				Clinical Support and Specialist Surgery (CSSS)

		I17687		10/27/25		14:30		10/30/25		Request received for diagnostic MR scan.  Referrer had clicked 'no' for implant device, however vetting radiographer noticed that CWP referenced a magnetic port for her breast tissue expander in situ.  Referrer was contacted who provided relevant information, however the port was found to not be MR compatible.				The Christie NHS Foundation Trust / Network Services				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Morgan,  Karen		Incident being managed locally		No Harm						Referrer notified and MR request cancelled.				Network Services

		I17613		10/27/25		16:00		10/28/25		TSRT9 

Radiographer noticed treatment prep QCLs had not been appended after mark up stage and acetate and bolus had not been sent over to Macclesfield				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Mould Room						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11V Other		Hudson,  Scott		Incident being managed locally		No Harm						Escalation to B7 who arranged for acetate and bolus to be delivered.				Network Services

		I17614		10/27/25		10:33		10/28/25		No DOB on sample, sample rejected.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Harris,  Andy		Finally approved		No Harm		No harm		10/29/25		Ward informed, repeat sample requested at 11am				Clinical Support and Specialist Surgery (CSSS)

		I17632		10/27/25		11:00		10/29/25		Patient transport not booked for Radiotherapy patient (day 1).

Informed by patient that transport hadn't arrived which led to discovering it was never booked - had been waiting since 9am (approx 11am).

Transport dept contacted multiple times (phone + email). Transport not arranged until approx 2pm.

Pt no longer willing to attend due to impact of issues on mental health (anxiety) - extremely distressed.

Treatment delayed by 1 day due to this.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Scott,  Andrea		Incident being managed locally		No Harm						Escalated to senior members of staff in Radiotherapy and Transport.

Transport 'rebooked' but pt no longer willing to attend.

Treatment had to be delayed. Clinical team informed.				Network Services

		I17634		10/28/25		16:30		10/29/25		TSRT9

Linac MLC fault following XVI acquisition/review.

Resolved while pt was on bed - approx 15mins; repeat image required due to timeframe since initial XVI acquisition.

Additional dose to pt = 5.9mGy.

3rd additional image due to protocol failure/machine fault over total XRT course.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers/B7.

Fault resolved by engineer.

Additional image justified by B7 due to elapsed time since initial image.

Reimaged + treated correctly.				Network Services

		I17636		10/28/25		08:30		10/29/25		TSRT9
Patient scanned for radiotherapy to the testes with no mould care to elevate the scrotum.
Noted at vsim planning there was a 7cm depth difference between the two testes, therefore unable to plan treatment on this dataset.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9C Production of immobilisation devices		Hannelly,  Lisa		Incident being managed locally		No Harm						At vsim planning consultant decided it was best to rescan, with a mould care, to try to achieve a better elevated position of the scrotal sac to give a more even dose to both testes.
Discussed with scanning radiographers, there was no mould care available at Salford at the time.
Patient's rescan booked for Withington site, no delay to patient treatment start date.				Network Services

		I17622		10/28/25		09:35		10/28/25		People involved : patient, myself and supernumerary nurse and physio
Accidental bolus of noradrenaline < 1ml. see below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Millington,  Kerry		Incident being managed locally		No Harm						I+V patient. Patient was cardiovascularly unstable with large fluid shifts upon mobilisation when BP is significantly affected. Patient had to be mobilised in order to insert CXR plate behind them. To do so required 3 people : 2 people to sit them foreward and 1 x to manage airway. As I was the only ALS provider in room I was on airway. Supernumerary nurse (SPN) and physio sat patient forward. However patient started coughing and became not in sync with ventilator due to body manipulation however also at the same time their BP began dropping also due to the reposition, therefore as I was behind bedspace I asked SPN if propofol can be bolused and if the noradrenaline can be increased.  However they misheard me and accidentally began bolusing 4mg/50ml noradrenaline by the time was noticed <1ml had been infused.
Immediate action: noradrenaline paused, Propofol 2ml bolus given, 2ml alfentanil bolus given, atropine brought to bedspace in case of noradrenaline induced bradycardia. clonidine running at 6ml/hr briefly for less hand 60seconds paused however recommenced to help bring BP down. CCU consultant immediately informed as well as ward manager.  Post these measures BP slowly but gradually trended down to acceptable range. Patient continuously monitored and has constant RN present at bedspace.				Clinical Support and Specialist Surgery (CSSS)

		I17623		10/28/25		09:00		10/28/25		Patient was incorrectly booked for endoscopy on 28/11/2025 instead of 28/10/2025. The colorectal secretary admitted she had confused the months when making the booking and did not notify the nursing team of the addition. This additional patient add on was notice by nursing team who attempted to contact the patient but received no response. During clinical work, the consultant confirmed the booking error with the secretary.  patient contacted who confirmed incorrect booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)						Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Edwards,  Kerrisha		Incident being managed locally		No Harm						The endoscopist contacted the colorectal secretary to confirm the booking error. The colorectal secretary acknowledged the mistake and confirmed the incorrect booking. The endoscopist instructed the secretary to rebook the patient onto the his next available list. The patient will be rebooked appropriately to ensure the procedure occurs without delay.
An email was sent to the Endoscopy Booking Service Manager to inform the secretaries of the error and prevent recurrence.				Clinical Support and Specialist Surgery (CSSS)

		I17624		10/28/25		17:00		10/28/25		Pt due C1 mitomycin 27/10/25- pt was not informed of any appnt times so DNA. Pt attended for a blood transfusion on 28/10/25. Spoke to endocrine dept on the phone who agreed to take FBC and christie profile upon cannulation. Later found these bloods had not been taken.
Pt then went to radiotherapy asked for them to bleed pt however they were unable to bleed pt. 
Pt then attended ortc post radio @1800- unable to bleed pt due to poor access.
Bloods from 30/09- show HB of 70. Nil further bloods.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit						Incident affecting Patient		Harm		Medication incident		Waste		Avoidable waste of medication		Bostock,  Louise		Incident being managed locally		Moderate Harm						Treatment wasted 27/10/25 due to short expiry date as pt went home and was not aware of appnt- then was unable to come back. Date changed script to 28/10- treatment re-ordered. Treatment to expire @2200 28/10, so will also be wasted. 
Not able to bleed pt due to poor venous access- therefore unable to give IV and po treatment today.
Team informed via email.
Apologies given to pt for the miscommunication and lack of communication from the team.

CSSS Governance; Unacceptable comm breakdown + moreso the unreasonable attendances expected of Pt, all over the hospital, with no room for error (ie: missed blood appt), however not a 'moderate harm' incident. Can be downgraded to a 'no harm'				Clinical Support and Specialist Surgery (CSSS)

		I17625		10/28/25		12:00		10/28/25		Bloods done on 17/10/2025. Not pending this am . Pt tells me that definitely had bloods yesterday. Bloods pending from 28/10/2025 @08:44. Pt tells me that has not had them done this am.
Spoken to the labs, who have advised me that bloods cannot be processed from 27/10/2025 because they were left out on the side overnight?				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Berman,  Danielle		Incident being managed locally		No Harm						I have called the pt and explained the situation. Pt aware that needs bloods repeating at dep 35 prior to the treatment. Repeat bloods completed and back within range.				Network Services

		I17627		10/28/25		18:16		10/29/25		RN handed over that IV Mero changed to IV Co-amoxiclav and that dose was due shortly after pm handover.
However - IV Co-amoxiclav was signed for at 18:16pm, Pt adamant that she had not received new ABX.
Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed and advice sought, Dr advises pt had both Mero and IV Co-amoxiclav therefore to hold further IV ABX until the am. Pt advised of plan.				Clinical Support and Specialist Surgery (CSSS)

		I17640		10/28/25		21:00		10/29/25		Incident submitted on behalf of patients named nurse today due to time pressures of ward 

Cat 3 pressure ulcer to buttock present on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Clarke,  Catherine		Finally approved		No Harm		No harm		10/29/25		PURPOSE T complete 
Dressing applied
SKINN bundle maintained 
TVN referral sent and reviewed (29/10/25) 
Medical illustration complete (29/10/25)				Clinical Support and Specialist Surgery (CSSS)

		I17638		10/28/25		12:02		10/29/25		TSRT9

Midway through acquiring a 3d CBCT scan of the patient the machine (linear accelerator) unexpectedly finished scan early (roughly halfway through rotation) producing an image with insufficient image quality to be used clinically.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers and superintendent therapeutic radiographer were contacted. Superintendent therapeutic radiographer agreed image was of insufficient image quality to be used clinically. Patient taken off bed and moved to different machine to be treated. Team on this machine made aware of what happened also. Engineers decision to run test scans on machine which faulted. These came up clear with no issues so machine returned to clinical status once this was confirmed.				Network Services

		I17647		10/28/25		17:57		10/29/25		Received a referral on 28/10/2025, the referral letter was dated 1st august.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Actioned the referral as urgent and then responded to referrer to ask about the delay. have not yet received a response.				Network Services

		I17688		10/28/25		02:10		10/30/25		E.coli in CVBC blood culture. Inpatient since 20/10/25  on Ward 12. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, medical team aware. 72 hour review requested.				Clinical Support and Specialist Surgery (CSSS)

		I17663		10/28/25		14:36		10/30/25		Blood Product wasted out of lab. Medically ordered and not used.  Unit not used within the expiry date of product. 

Blood product = IRRAD RBC

Donation number: G095625769289W				The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult						Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Finally approved		No Harm		No harm		11/3/25		Blood product returned to stock and wasted on blood bank system.
Recorded on logs and BSMS				Network Services

		I17601		10/28/25		09:00		10/28/25		Delay with referral being sent. clinic date: 18/03/25
Referral received: 28/10/25

Email from secretary: Please note patient cancelled our outpatient’s appointment and was then admitted for some time in hospital.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				The Christie NHS Foundation Trust / Clinical Oncology / Head and Neck (Clinical Oncology)		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Added referral as urgent and asked secretary if reason for late referral is the one given in email about patient being admitted in hospital for some time (No date given of discharge).				Network Services

		I17602		10/28/25		10:30		10/28/25		Julie reports her eldest daughter has beat her up a few times in the past. Most recently 4-5 years ago, she gave her black eyes. Julie did not report it to anyone.
1 month ago Julie and her eldest daughter had a argument and her daughter told Julie, she wishes she was dead.
Julie tells me her daughter has also askes her for money £30-50 a time every few days to weeks.		Safeguarding referral completed - safeguarding to see patient on 06/11/2025 to offer further assessment and support.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services						Incident affecting Patient		Harm		Clinical incident		Safeguarding		Adults		Latham,  Sarah		Finally approved		Moderate Harm		Low harm		10/29/25		Discussed with Julie, explained this is physical and financial abuse to her when she in vulnerable for her cancer and other health conditions.
Julie thinks she is unlikely to see her daughter any time soon and her daughter does not have access to her flat.
Julie has agreed to safeguarding referral		Safeguarding referral appropriately completed.		Clinical Support and Specialist Surgery (CSSS)

		I17608		10/28/25		10:30		10/28/25		tsrt9
Incorrect immobilisation setup (vacbag) for patient under general anaesthetic, realised after patient had been transferred to treatment couch. No imaging had been taken.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1						Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Booth,  Adam		Incident being managed locally		No Harm						Patient transferred back to trolley and bed re-setup with correct vacbag/immobilisation. Setup and RBV number crosschecked with PTP scan record to ensure correct vacbag/position used. Proceeded to imaging and treatment.				Network Services

		I17605		10/28/25		08:10		10/28/25		TSRT9 13CC SB3i MD13CC CF3a
MLC leaf stuck prior to treatment delivery. Patient already imaged. Escalated to engineers. Unable to reset in service mode. Patient taken off bed and to another suite for treatment. Additional image authorised by B7 Radiographer.		Confirmed error BMDM all leaves apart form one moved to position, entered service mode and tried driving Y2 76 no movement. patient taken off the bed, identified leaf in Y2 Iso decided to replace bank for speed, leaf had shaved the leaf key and jumped the key. cleaned out bits of the leaf key from the DLG and checked leaf all good. bank fitted, shape test ran both DLG's hunting for several seconds by a couple of mm, DLG drive board replaced, training provided to RK, shape tests re ran and passed, Lightfield QC completed by JW,		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		10/30/25		Escalated to engineers. Got patient off bed.  Patient treated as soon as possible on another treatment machine.		natural faliure		Network Services

		I17617		10/28/25		08:00		10/28/25		Patient attended IPU for PORT insertion .Clinical information -haemophilia B . Has been review in the clinic last thursday but unfortunately nothing been arranged for this patient for PORT insertion . Patient need facter IX infusion 30 min before procedure.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Clinical Oncology / Lower GI (Clinical Oncology)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Team not prepared this patient for line insertion . Took me 5.5 h for organising one of the doctor from the team to wright request and prescription , checking with the blood bank that the product available and arrange blood transfusion team to administer . 

29/10 - CSSS Governance; A Clin-Onc Colorectal patient; Parent Team should be mitigating the issues above, it is not the responsibility of the radiology/ procedure team to organise, resulting to delays on Endoscopy lists.				Network Services

		I17618		10/28/25		14:00		10/28/25		Cycle 8 TTOs Cabozantinib :
contacted main pharmacy, satellite pharmacy and porter - tablets nowhere to be found  , alertive primary team for a separate stand alone script for this cycle (C8 Cabozantinib only) and done.

Latest update from pharmacy: 
pharmacy staff found the TTO in ward 4 and is sending staff to pick up in ward 4 and supply to patient. Informed prescriber and stand alone script has been cancelled.				The Christie NHS Foundation Trust / Network Services / Ward 3		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delay (late, but before next dose was due)		Worgan,  Howard		Finally approved		No Harm		No harm		10/30/25		NIC informed. Pharmacy contacted. Explained and apologized to patient. Datix.				Network Services

		I17619		10/28/25		14:30		10/28/25		TSRT9 Sb3i 13CC CF3a
XVI fault during XVI acquisition causing XVI to be terminated, rescan required so additional dose.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Finally approved		No Harm		No harm		10/31/25		Patient needed to move as uncomfortable, so required a re-setup and				Network Services

		I17610		10/28/25		12:30		10/28/25		TSRT9 
At prep stage, radiographers identified the RLAT FSD was no calculated in the yellow box. As the plan is non-orthogonal, the RAO FSD provided on the plan cannot be used.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12 Treatment data entry, data preparation process		Holt,  Daniel		Incident being managed locally		No Harm						The RLAT FSD was calculated in the room and independently checked by 2 radiographers. Escalated from B7 online, happy to proceed as RLAT FSD calculated and checked.				Network Services

		I17612		10/28/25		13:00		10/28/25		Patient admitted to IPU for US guided abdominal aspira. 
During procedure, no fluid present in abdomen. Presence of pleural fluid, chest drain inserted instead. No communication with recovery area if this can be accommodated and no communication to bed managers to confirm if a bed is availability before inserting chest drain. 
DATIX completed at request of bed managers.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)						Incident affecting Patient		No Harm		Clinical incident		Admission		Inappropriate		Royle,  Gregory		Incident being managed locally		No Harm						Spoke to US and informed them they need to check with bed managers in future if a bed is available before going ahead with procedure.
Patient aware of overnight stay now needed. Could be a long wait and apologised.				Clinical Support and Specialist Surgery (CSSS)

		I17598		10/28/25		09:40		10/28/25		Patient incorrectly booked into another consultant's clinic under my name. As per previous Datix and numerous emails the patients need to be booked under the name of the consultant who's clinic they have been booked into NOT the name of the consultant they have been referred to as that is often inaccurate.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		The Christie NHS Foundation Trust / Network Services / Outpatients A						Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Palfreyman,  Rebecca		Finally approved		No Harm		No harm		10/31/25		Team emailed and this form completed

RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		RP - Shared reminder with staff and sent specifically to the individual (bank staff to confirm she is aware how these need to be managed) will upload as file once a response is received. Spoken with the individual bank member of staff and she has advised; I can confirm that I understand that I change the referrals from Dr Conroy to the appropriate consultant. Sorry this was missed!.		Network Services

		I17708		10/28/25		18:00		10/31/25		TSRT9 13CC D98 SB3i MD13CC CF3a
Linac MLC fault following XVI acquisition/review.
Pt taken off bed to resolve fault. Repeat XVI required.
Additional dose to pt = 7.9mGy.
1st occurrence - not reportable.		it happened again as Sohaib attended same fault eariler, tried BDMD few times, no luck, beam reloaded but no joy, patient taken off the bed. logged in on service mode, try to load shape in diagnostic windows, no jaw movements. Head PSU recycled and it worked for a second, then failed again. DIA PCB replaced.  (SCS) both jobs combined on this one, 

Perform Shape cycle test and dia shape test going from leaf limit 40*40 to 10*10 and vice versa to check all the possible shapes. 
Light field qc performed by physics afterwards spare part added..		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6						Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		11/4/25		Escalated to engineers/B7.
Additional image justified.
Engineer resolved linac fault.
Pt reimaged + treated.		Natural Part failure.		Network Services

		I17716		10/28/25		12:00		10/31/25		Patient attended for clinical trial visit and had blood sample taken.
Usual process is to register patient on agreed portal and ship bloods to lab using pre-paid address labels.
After obtaining bloods, found I could not access said portal. Emailed study contacts but no reply and emails bounced back.
Contacted chief investigator who informed me that the company had been bought out by another company but this had not been communicated with the research or admin team.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)						Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		McCaul,  Damian		Incident being managed locally		No Harm						PI and CI informed.
Blood sample was discarded.
Managed to contact team at new company and they have given me access to their portal and I am waiting for them to issue new address labels.
Patient will be contacted and asked if they would like to come back to have blood test repeated.				Research and Innovation

		I17658		10/29/25		16:00		10/29/25		she had a unwitnessed fall this evening at 16:00hrs
she was in the toilet, kneeling down on the floor by holding the commode next to her,as she stated
her bridge of the nose was slightly injured and bleeding
she was desperate to go to the toilet, accidentally tripped and fell
kneeled on her legs by holding commode but her eye glasses got hit on the commode, that injured the bridge of the nose
slightly hurt on chest wound
she urinated on the toilet floor in a rush at the time of the fall				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		Low Harm						pulled emergency buzzer
reassurred her
reviewed by the doctors
safely transferred to the bed with A02,as she was able to do it
GCS 15/15 all limbs normal
observations done and charted
CBG 7.9mmols
Moving and handling completed- no postural drop
PURPOSE completed -bridge of the nose slightly injured and bleeding, cleaned ANTT let air dry
Chest wound examined- a tinge of blood noted- redressed under ANTT as per TVN advise
post fall educated
she doesnt want to inform NOK, she stated she will tell when they come in
monitoring GCS				Clinical Support and Specialist Surgery (CSSS)

		I17659		10/29/25		09:19		10/29/25		I gave 500mcg of IV Digoxin instead of 250mcg. Stat dose was Px on EPMA - both doses were visible (500mcg in 2ml above the indicated dose). On the medication box it outlines dose is 250mcg in 1ml, however I withdrew 2ml - this was given in the correct bag and over the correct time. I double checked medusa prior to giving this drug with a second colleague so it was not completed in a rush. I noticed 6hr later (when 2nd dose of 250mcg was Px for as per medusa) that I withdrew 2ml instead of 1ml 

MSO note: Screenshot of prescription from ePMA uploaded to incident record.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to medic and informed Pt had been given full dose in morning rather than split across day.				Clinical Support and Specialist Surgery (CSSS)

		I17660		10/29/25		15:00		10/29/25		Started Pembrolizumab as prescribed and noticed a leak on A line: drops of liquid dropping from A line in the "filter" area				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit						Incident affecting Patient		No Harm		Equipment incident		Medical		Damaged equipment		Martinspitacas,  Irina		Incident being managed locally		No Harm		No harm				Stopped the infusion. Changed the A line using ANTT and connected the B line with Pembrolizumab to new A line.		IMP (31.1025) ICU medical rep and Deputy Head of Engineering emailed.		Network Services

		I17664		10/29/25		12:58		10/30/25		TSRT9
Background: 
Lateral couch shift required daily in order to achieve clearance for G195.
Couch then shifted back to isocentre to perform confirmation 2DkV and delivery of G195.
Incident:
On #6/15, couch not moved back to isocentre position to acquire confirmation 2DkV.
Incorrect patient positioning on 2DkV - image un-usable.
Additional 2DkV pair required as a result (operator error).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Matthew		Incident being managed locally		No Harm						Additional imaging justified by superintendent and PR2.16 dose limits adhered to.				Network Services

		I17669		10/29/25		17:22		10/30/25		After SOU pharm tech was informed of switch of TPN for one night only by dietician, tech messaged TCP staff @16:00that TCP are to expect the new script needed for that night and ASA it's on EPMA, will be requested by tech. After doc prescribed, tech requested on EPMA, messaged pharmacist explaining/asking screening & confirming request.@17:22 tech messaged that TCP don't have the request/script. Tech checked on EPMA that is was already dispensed and sent photo with details to TCP, but TPN was delivered NEXT day.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Harm		Clinical incident		Nutrition		Dispensing error		Nolan,  Russell		Finally approved		Moderate Harm		Moderate harm		11/6/25		It was only discovered by the pharmacy staff covering SOU the morning 30/10/2025 that the patient did not get the TPN on 29/10/2025, as the bag, which on the EPMA was dispensed at some point before 17:22 on 29/10/2025, was not sent at the correct time to cover the patient from 29 to 30/10/2025. The bag has been delivered by the porters on morning 30/10/2025 and available for the patient from that time.				Network Services

		I17667		10/29/25		19:00		10/30/25		Moisture associated skin damage noted on the sacrum, present on admission
Pt is incontinent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		10/30/25		Tissue Viability Nurse Referral, ointment in use, encouraged to reposition.				Clinical Support and Specialist Surgery (CSSS)

		I17646		10/29/25		14:18		10/29/25		Referral has been forwarded to referrals and bookings by Christie secretary with the date showing 02/05/25. No referral on careflow but letter has been scanned onto CWP on the 09/05/25.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Reported to Roxy who has emailed secretary and added referral as urgent.				Network Services

		I17653		10/29/25		18:00		10/29/25		TSRT9 
#1 xRT booked on 30/10, highlighted during data input that #1 xRT usually occurs on the same day as first GEM X treatment which is on 4/11. B7 alerted. Called Clinician who confirmed patient needs to be delayed until 4/11 to attend #1 xRT after GEM X. Clinician added note to CWP.
Called patient and apologised for the change, patient very understanding and aware of new start date. Change form completed,				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4G Choice of start date		Hudson,  Scott		Incident being managed locally		No Harm						Called clinician
Called patient
Change form submitted				Network Services

		I17650		10/29/25		13:00		10/29/25		Whilst dividing the mesentery during cytoreductive surgy for a Hipec with a Ligasure Maryland the jaw of the ligasure became stuck and was unusable.  No harm came to the patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2						Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Madden,  Sarah		Finally approved		No Harm		No harm		11/4/25		The Ligasure was replaced.				Clinical Support and Specialist Surgery (CSSS)

		I17651		10/29/25		16:00		10/29/25		Incident reported on behalf of patients named nurse due to time pressures on ward 
Cat 1 to buttock on admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Clarke,  Catherine		Finally approved		No Harm		No harm		10/30/25		PURPOSE T complete 
Barrier cream applied 
SKINN bundle commenced				Clinical Support and Specialist Surgery (CSSS)

		I17643		10/29/25		08:00		10/29/25		Noted patient has worsening MASD to groin/sacrum/buttocks in last couple of days since TWOC				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		10/31/25		Referral to TVN. Requested med il. Asked medical team to consider re-catheterising pt. However, patient isn't keen on this. Encouraged pt to use urine bottles to avoid excess moisture to skin. Regular skin checks and apply medi derma barrier ointment. MASD care plan updated.				Clinical Support and Specialist Surgery (CSSS)

		I17644		10/29/25		12:10		10/29/25		Security team rung the ward to inform that a patient had been found collapsed on a bench outside Oak Road & suspected of taking illegal drugs as appeared inebriated. Patient had previously been found unconscious outside Oak Road On Monday evening (27/10) &had been found with drugs in her possession.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Car Parking / Oak Road Car Park				Incident affecting Patient		No Harm		Security incident		Site security		Other		Paterson,  Ruth		Incident being managed locally		No Harm						Escalated to ward doctor to review - patient was rousable to voice & was not unconscious but appeared inebriated/drowsy from ?taking drugs outside - no drugs found on patient. 
Escalated to ward doctor. Nurse advised to take set of observations. Obs not completed straight away as patient went off to the bathroom shortly after return, completed when able & obs within normal range as per NEWS 2.
Safeguarding referral made. Matron informed. 
Asked medics to repeat a capacity assessment.
Medics reviewed pt on return to ward.				Clinical Support and Specialist Surgery (CSSS)

		I17628		10/29/25		03:20		10/29/25		Patient found by mum on the floor having hit her head. 
Patient hoisted back into bed.
CBG 3.9mmol glucogel given.
Bolus IVF given BP 93 systolic difficult to hear.
Neurobs shown pupils 3 and reactive to light, patient non-compliant with arm and leg strengths. 
SHO and reg informed.		Rapid Review completed and attached to incident.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- TYA						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Brennan,  Naomi		Finally approved		No Harm		No harm		10/31/25		Not for urgent CT as not had anticoagulation in over 48 hours.
?escalated that recognition of dying may need to be put in sooner than thought, to be discussed with day team
Advised mum when she needs to fall asleep we need to 1:1 the patient, mum said she will inform us when this happens 
Unable to complete lying and standing BP as patient cannot stand safely				Network Services

		I17629		10/29/25		03:00		10/29/25		my patient who has intermittent confusion was incontinent of urine and in his confusion got up and got tangled in his feed line and fell on to the bed as far as i was aware he was not harmed and doctor was alerted. i had been checking on him regularly when this happened and i have advised that he be 1-1 overnight where possible.
Dr said there was no need for review but to monitor the patient through the night				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Spooner,  Jennie		Incident being managed locally		No Harm						doctor alerted.
patient reassured and given care.
documented in notes and handover .
datix now being performed.				Clinical Support and Specialist Surgery (CSSS)

		I17630		10/29/25		08:30		10/29/25		this incident includes 2 patients. patient A's referral letter was added to patient B's careflow attachments. both referrals were added on correctly and both referral letters were scanned to cwp correctly.				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings						Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						the secretary let me know that this has happened. i double checked both referrals and looked at where i went wrong.				Network Services

		I17637		10/29/25		10:00		10/29/25		She came in with an unstageable pressure ulcer of the left foot, stage 2 pressure ulcer of the sacrum with blanching buttocks and lesions all over her body.		03/11 - appropriately dealt with upon arrival.  Pressure sores were formed at home before admission.		The Christie NHS Foundation Trust / Network Services / Haematology Palatine Ward / Haematology Palatine Ward- Adult		The Christie NHS Foundation Trust / Corporate / Quality and Standards / Tissue Viability Service				Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Brennan,  Naomi		Finally approved		Low Harm		Low harm		11/3/25		Was referred  tissue viability nurse, who came and reviewed and prescribed a dressing that will be used. Medical illustration was called who took a pictures with patient's consent. skin bundle was done, Pump was attached to the foam and a repose wedge placed to relieve pressure from the heels.				Network Services

		I17635		10/29/25		09:09		10/29/25		TSRT9 13cc LEVEL  3
Acquisition error on P2VA.
Confidence tone task added to investigate.  

On investigation x1 Additional 2d image-Mechanical.  
Additional imaging dose imparted to patient. 
Comparison of  Reference Air Kerma doses and machine logs indicate that the patient has been exposed to an additional lateral image (pre-set HEAD).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations, unexpected events (including on-treatment equipment failure (not associated with on-set imaging), management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Reported to operational team to highlight with Varian at next TIG meeting.				Network Services

		I17672		10/30/25		09:00		10/30/25		Patient was seen in clinic on 29/10/25. iQemo script was amended and treatment regimen changed. The script location was Outpatient SACT so the patient was not scheduled on to the ORTC iQemo diary.
Patient has 0830 appointment on his blue card.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Kulesa,  Weronika		Incident being managed locally		No Harm						Spoke with Baxters to ensure we could get his treatment delivered this morning.
Liaised with ORTC reception to update the patient. 
The patient was very frustrated as last time he was for treatment he was sent home, and didn't have it.
The patient felt that appointments/scheduling and the team had poor communication.
I apologised for his poor experience, and reassured him that he will get his treatment today. 
Explained to him that we would be able to treat him from 10am, as that is when a 'mid shift' nurse was starting. As the early shift staff all had patients booked in. 
Patient was happy with the information and update that I provided.				Network Services

		I17665		10/30/25		09:00		10/30/25		DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Clarke,  Catherine		Learning response required		Moderate Harm						DTI identified on R buttocks, seen by TVN, confirmed DTI. Foam NON-Adhesive applied. Bed pump in situ ensuring regular repositioning.				Clinical Support and Specialist Surgery (CSSS)

		I17693		10/30/25		11:00		10/30/25		Patient had a unwitnessed fall near bedside after coming back from toilet had shoes on not worn properly walking stick in site		All appropriate actions taken post fall. Falls risk assessment updated - remains independently mobile. The use of illicit drugs were escalated to the lead nurse. CT scan NAD.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2						Incident affecting Patient		No Harm		Clinical incident		Collapse/faint/fit		Collapse		Paterson,  Ruth		Finally approved		No Harm		No harm		10/31/25		Observations done, CBG done stable 
patient reviewed by doctor whilst on the ground
pupils checked equal and reactive 
responsive to voice and movement 
hoisted onto bed 
re reviewed by Dr 
had CT head NAD		None identified		Clinical Support and Specialist Surgery (CSSS)

		I17694		10/30/25		14:00		10/30/25		patient admitted with x2 C2 to buttocks.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Barrier cream applied 
Dressed
Med ills to be completed 
Air mattress 
Can be managed on ward, TVN not required				Clinical Support and Specialist Surgery (CSSS)

		I17695		10/30/25		19:00		10/30/25		Patient stood to close curtains around bed - witnessed fall
Patient states she lost her balance and fell back on her head				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4						Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Moderate Harm		Low harm		11/3/25		Staff called
Observations taken
Doctor alerted				Clinical Support and Specialist Surgery (CSSS)

		I17696		10/30/25		19:30		10/30/25		Patient sat on the commode with constipation, due to discomfort, patient was trying to force bowel open and when straining accidentally bit her own lip causing a cut and bleed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Clinical incident		Bite		Human bite		Spooner,  Jennie		Incident being managed locally		No Harm						Compressed lip with tissues/wipes. 
Informed Oncall Dr due to constant bleed. 
Repositioned px back to bed and supplied fresh nightgown. 
Morphine given for pain relief.				Clinical Support and Specialist Surgery (CSSS)

		I17683		10/30/25		10:30		10/30/25		Due blood transfusion on endocrine department on 30/10/25.
X match and group and save taken on oak road on 27/10/25 but mislabelled. Returned to Oak road on 30/10/25 for second sample, however this was also mislabelled. 
Rebled again today on endocrine department. Patient will return tomorrow for 1 unit blood transfusion.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre						Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Johnson,  Rhona		Finally approved		No Harm		No harm		11/2/25		Apologies given to patient.
Rebooked patient in for tomorrow to have 1 unit blood transfusion.
Datix complete.		First sample was rejected by labs as taken too close in time to first sample. Second sample states 'duplicate sample received', unsure what this means? Patient re-bled and received BTF.		Network Services

		I17685		10/30/25		13:00		10/30/25		The patient attended the nuclear medicine department for a Ga68 DOTATOC scan. She was given a cup of tea which she spilt down her left side.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT						Incident affecting Patient		Harm		Clinical incident		Spillage		Splash with hot/cold liquid (NOT chemical)		Harris,  Andrew		Incident being managed locally		Low Harm		No harm				The wet clothes were removed and replaced with scrubs and a cold compress was applied.				Network Services

		I17686		10/30/25		14:00		10/30/25		Patient had pre-surgery/pre-existing pressure sores.
1- Right foot was dressed so unable to assess fully, patient reports that it is necrotic pressure wound. 
2- Bilateral breasts, moisture associated skin damage. The skin was red and broken to the underneath area's.
3- Moisture associated skin red and broken skin to full apron of abdomen folds and groin area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4						Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Madden,  Sarah		Finally approved		No Harm		No harm		10/31/25		Post surgery, all areas cleaned and dried. 
Barrier spray applied.
Medical illustrations contacted and photos taken in theatre recovery.
All pressure area concerns documented and handed over from the theatre staff to recovery staff.

Tissue Viability Review :31/10/225

Reviewed the patient with the named nurse to review the wound on the right heel, which was dressed on admission.

On Assessment, patient has an unstageable pressure ulcer (Category 3) to her right heel, which she came in with, and the dressing was not removed before surgery. Category 3 pressure ulcer approximately measures about 6 cm in circumference with 80% of thick necrotic area. 20% of the necrotic tissue was debrided, and the tissue underneath is granulating well. The heel was not elevated, and the mattress pump was not switched on.

Photo of the pressure ulcer taken today.

She also has an insect bite on the top of the right leg.

 

She also has multiple areas of moisture damage under the breast, groin and buttocks, and she doesn't want me to check as she had photos yesterday and she has shown me the photos. I also reviewed the photos of the moisture damage on PACS.

Management plan

Clean the wound on the right heel with normal saline 

Apply Algivon honey tulle to the pressure ulcer

Use Zetuvit plus superabsorbent 

Apply Kliniderm foam adhesive for the insect bite

Bandage the leg from toe to knee with Wool and crepe, and apply a yellow line to keep the dressings in place.

Change this dressing twice a day.

The mattress pump was switched on and advised to keep the mattress pump on at all times due to the risk of PU.

Also advised to elevate the heel with repose wedges to offload the heel pressure.

For Moisture Damage

Clean all areas of moisture damage with normal saline

Apply Medierma barrier ointment twice a day.				Clinical Support and Specialist Surgery (CSSS)

		I17679		10/30/25		08:50		10/30/25		TSRT9
Lost comp as a result of unexpected motion error				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Additional imaging, authorised by B7				Network Services

		I17698		10/30/25		18:00		10/30/25		Pt was with daughter who took her to the bathroom - pt unsteady on feet and attached to drip IVI stand - pt then was walked back to the bed but bed breaks were taken off? patient fell over / assisted to the ground by daughter - RN came and pulled crash bell - all staff and medical team cam - checked bp observations, bms stable - temp ongoing - ha been escalated ++ tmes to medical staff see documented drs note d/w consultant- pt commenced oral abx - low thresh hold for abx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Escalated to DRs and Consultant and rechecked - escalated pt to bay tag and then 1:1 - dr said no need to alert Out reach team - I have allertived them and handed over 1:1 care				Clinical Support and Specialist Surgery (CSSS)

		I17699		10/30/25		19:45		10/30/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)						Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		10/31/25		Cat 2 found to sacrum on admission, night nurse made aware, barrier cream applied, skin bundle updated. Datix completed and pump added to bed. Medical illustration outstanding as out of hours, handed over to night team. 
As per TVN August Newsletter, referral to TVN not required
Tissue viability assessment today 03/11/25 reviewed and verified as Moisture associated skin damage by Sarah Francis TVN- see CWP entry .				Clinical Support and Specialist Surgery (CSSS)

		I17700		10/30/25		23:40		10/31/25		Pt was C1D1 of trial, late stay due to aseptic delays and trial activity post infusion. Handover sheet stated "taxi was booked with transport" however as I am on the night shift I don't know if anyone informed transport desk that pt would stay late - verbally handed over for her to go to security for transport when ready to leave (not the normal process). When ready to leave I called Veezu to arrange her taxi but they were not aware of her.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay						Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Donovan,  Helen		Incident being managed locally		No Harm						Called security to ask if they can arrange transport, they confirmed they can but only with approval from duty manager. Alertive sent to Tracey Wood and also spoke on phone who explained to complete transport request form for her to give the go ahead. Completed and emailed and she confirmed taxi can be arranged for this patient. Thankfully pt lived in Manchester, otherwise would have had to stay overnight. Confirmed with security that Tracey had given the ok for the taxi and pt left the unit at 23.35.				Research and Innovation

		I17701		10/30/25		21:19		10/31/25		Checked soft-set on patient and there was redness around the site of the soft-set. Soft-set removed and on removal small amount of bleeding occurred, pressure applied. After bleeding stopped a black dot was left where soft-set had been removed. Doctor informed and circle drawn around affected area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin redness (non pressure related)		Spooner,  Jennie		Incident being managed locally		Low Harm						Pressure applied to area
Doctor informed
Circle drawn around affected area
DATIX completed within 48 hours of incident.				Clinical Support and Specialist Surgery (CSSS)

		I17702		10/30/25		22:13		10/31/25		Checked patient's morphine sulphate 10mg/5ml oral solution on PRN and had no dosing interval only stated "when needed". Informed doctor, who corrected dosing interval to every 3 hours.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12						Incident affecting Patient		No Harm		Medication incident		Prescribing		Frequency - wrong		Roberts,  Caroline		Finally approved		No Harm		No harm		11/3/25		Doctor informed
Datix completed within 48 hours.				Clinical Support and Specialist Surgery (CSSS)

		I17703		10/30/25		11:30		10/31/25		Patient had a crossmatch taken at 11:30am at ORTC, sample was sent to labs and patient came to the endocrine for btf, as soon as the patient arrived we rang ORTC to confirm the patient had a crossmatch taken and sent to labs, after more than 2 hours there was no indication on CWP's lab results that the sample was even being processed, I rang bloodbank and they told me they did not have a sample, they checked the pods and even behind reception and I was told there is no sample, I then rang ORTC				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab						Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Stansfield,  Emma		Incident being managed locally		No Harm						for a second confirmation that the crossmatch had definitely been sent and they confirmed, I then contacted bloodbank again about the patient's crossmatch and before I could even give the patient's hospital number I was told the sample had been mislabelled yet there was still no indication of this on the CWP causing severe delay to the patient receiving a btf, I asked bloodbank why there was no mention of the sample on CWP and they informed me they will add it on however it is now the next day and still the result of it being mislabelled has not been added onto the system, the patient was severly distressed and was extremely tired especially after Chemo but has agreed to take another sample and to return the following day for transfusion				Christie Pathology Partnership

		I17704		10/30/25		09:00		10/31/25		Patient plan for peripheral TPN on 29/10 by dietitian: 1800ml of a Triomel N4 2.5L bag, prescribed on EPMA by surgical doctor ~4pm and handed over to pharmacy by dietitian.   
Bag did not arrive to ward on 29/10, arrived on morning of 30/10 and was incorrect bag 1.5L Triomel N4 rather than 2.5L bag (incorrect volume) which was prescribed correctly on EPMA and written on the paper copy of script. Patient did not have TPN and had to have IVF instead.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Dispensing error		McCaughey,  Joanne		Incident being managed locally		No Harm						Discussed with dietitian looking after patient who confirmed correct ordering and handing over process.
Checked EPMA - doctor had prescribed correctly by 4pm on 29/10.
Discussed with pharmacy tech - advised wrong bag had arrived on 30/10 and they had taken it back down to pharmacy stores and advised wrong bag.
Updated ANP on ward of reason for missed PN.				Network Services

		I17714		10/30/25		08:55		10/31/25		Patient received C4 Subcutaneous Atezolizumab but using an IV dose. Currently stocked on ORTC ward stock is IV 840mg Atezolizumab and Subcutaneous  dose 1875mg are prescribed from main pharmacy. 

Patient received two vials of 840mg which equalled to 28mls of Atezolizumab rather than 1875mg in 15mls subcut dose.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Preparation/supply - wrong method		Johnson,  Rhona		Incident being managed locally		No Harm						Made aware of this error after patient had been discharged home and looked through TTO bag when subcut dose of Atez was found, patient then rang hotline and was assessed over the phone.
Patient was well at time of assessment and no issues with site of administration. 

Member of staff had gone home at time that error was noted and therefore was asked about incident when attended for shift today. Explained she thought the dose of treatment we had in our treatment room fridge was the Subcut dose and that they used two vials of 840mg for administration. 
Pharmacy and medical team emailed to check if there was anything that required actioning as drug that was used was given via incorrect route . 
Patient will also have a further follow up call today				Network Services

		I17715		10/30/25		09:30		10/31/25		No indication of patient's Latex allergy until morning briefing after the first patient was already done. Meaning SOP failed as we were not told of latex allergy 24 hours before and lead to delay of 30-40 minutes due to deep clean needed. patient informed us that allergy leads to airway problems and swollen mouth.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre						Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Byrarapu,  Padmarani		Incident being managed locally		No Harm						Removal of all equipment and PPE which is not latex free.				Clinical Support and Specialist Surgery (CSSS)

		I17732		10/30/25		15:00		10/31/25		CSF sample was left on the Haematology bench. Staff assumed it was for haematology and performed Cytospin and auto- differential instead of the protein and glucose. By the time the error was noticed, there wasn't enough of the CSF sample left to perform the tests requested.				The Christie NHS Foundation Trust / Christie Pathology Partnership						Incident affecting Patient		Harm		Clinical incident		Lab investigation		Delay/ failure		Ehimare,  Brave		Incident being managed locally		Low Harm						Informed AAU of the error.				Christie Pathology Partnership

		I17735		10/31/25		17:00		10/31/25		TSRT9
SGRT software fault after XVI acquired. 
Patient needed to move machine to complete treatment, additional scan required
Total additional imaging dose 1.7mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Raisbeck,  James		Incident being managed locally		No Harm						Escalated to engineers and treatment band 7
Apologised to patient
Arranged for treatment to be carried out elsewhere				Network Services

		I17736		10/31/25		17:05		10/31/25		At the end of flush patient reported swelling and mild pain around cannula site		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor						Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		Low Harm		Low harm		11/3/25		Flow chart D followed as per extravasation policy. Hydrocortisone applied, area marked, note for nurse in chart to follow up, photo taken of area on patients phone as out of hours.
Patient advised to use heatpack or hot water bottle for times a day for 20 minutes until improvement,
Advised to elevate and keep limb moving,
Call hotline with any issues		Extravasation managed appropriately, follow up call made. Patient safety netted with hotline		Network Services

		I17738		10/31/25		20:40		10/31/25		Patient was handed over as nil by mouth and for nutritionl support. Patient was brought onto the ward without nursing or care team made aware. When checking patients epma, patient had no IV fluids prescribed as high sodium but no further escalation to medical team noted. Noted that it wasd escalated to NIC but no documentation or communication as to why this wasn't escalated to medical team prior to moving to the ward.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Incident affecting Patient		No Harm		Clinical incident		Communication failure		Inadequate handover		Clarke,  Catherine		Incident being managed locally		No Harm						Contacted AAU but NIC was unaware as to why not on IV fluids. Escalated to oncall dr and prescribed IV potassium for hypokalaemia and hyponatraemia. Dr also noted that patient weas not nil by mouth as seen by dieticians and swallow assessment had been completed with water soluble contrast swallow.				Clinical Support and Specialist Surgery (CSSS)

		I17724		10/31/25		11:55		10/31/25		Patient had finished his CT TAP scan, and was being disconnected from the CT contrast pump and told to get up and return back to the patient waiting area. 
While the patient was getting up, he turned too quickly and turned over the couch landing on the floor with his forearm.
Fortunately, the CT couch had been lowered to the lowest height and the patient did not fall from a large distance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT						Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Fall from bed, chair or height		Iddles,  Sarah		Incident being managed locally		No Harm						The patient was immediately assisted up by myself and another colleague to a chair. The patient had no sign of bruising, pain or injury when assessed. When he stood up I noticed he was a little disoriented even though he kept insisting he was fine.
I then escorted him back to the waiting area where he sat down to be observed for any contrast reaction.
After a few mins, the patient was well enough and allowed to go home.				Clinical Support and Specialist Surgery (CSSS)

		I17725		10/31/25		14:00		10/31/25		TSRT9
Patient was for replan as of day 0 MRI. Patient had #2's delivered, a systematic review, #1R delivered then an offline review to confirm imaging pathway. The note said next CBCT #8 which would've been #6R. Missed on #6R and CBCT was then on #7R (#9 overall).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2						Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		13I On-set imaging: compliance with local image guidance protocols (including frequency and timing of imaging)		Kirk,  David		Incident being managed locally		No Harm						Escalated to B7, CBCT'd #7R (1# late)				Network Services

		I17722		10/31/25		13:25		10/31/25		patient has been left in transport for 2 hours when should have been taken back to the ward.
Patient has been to radiotherapy and was teletracked back to the ward. Porters left her in transport.

ward received a call from transport that patient had been left there and they did not know why and only knew they were there as they asked to go to the toilet				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Worgan,  Howard		Finally approved		No Harm		No harm		11/5/25		HCA went to transport to collect patient. Gave them lunch as they had missed lunch

checked teletracking and radiotherapy had documented for return back to ward.				Capital, Estates and Facilities

		I17729		10/31/25		14:15		10/31/25		Location of incident: Rehab dept, therapy kitchen. Incident: Assisted fall to the ground whilst walking with wheeled zimmer frame. Lost footing whilst turning and knees buckled. Landed on bottom. No head injury or other trauma sustained. No complaints of pain. Remained alert throughout.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Outpatient)		Assisted to ground		Warner,  Danielle		Incident being managed locally		No Harm						Checked for pain and any obvious injury - nil reported or identified. 
Assistance of three staff members to support transfer from floor to chair with verbal instructions re: technique and facilitation provided.  Seated rest and water provided. 
Uneventful step round transfer with wheeled zimmer frame and AO3 from chair to w/chair.
Offer to take back to ward but patient preference to go to Cafe outside dept with family members as planned.
Informed ward manager, ward doctor and duty SN of incident on return to the ward. 
DATIX completed.
Mobility status on patient board updated.				Clinical Support and Specialist Surgery (CSSS)

		I17719		10/31/25		13:00		10/31/25		TSRT9
B7 bleeped to review CBCT due to X rotation effecting coverage, orange knee step not used but present in site set up. Opted to reset up with knee step in place, additional image approved, reimaged and treatment delivered. Additional concomitant dose to patient 10mGy (Pelvis M20).				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8						Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Triffitt,  Clare		Finally approved		No Harm		No harm		11/3/25		Assessed target coverage on CBCT
Approved additional image and reset up with correct immobilisation
Discussion had with treating staff				Network Services







Incidents identified that require a Learning Response

• Learning responses are triggered when an opportunity for new  learning is identified. 
• Potential learning responses are discussed and agreed at the PSIRF delivery group which is held 

weekly and attended by the patient safety team and divisional governance teams.
• 13  Learning responses were triggered locally and via the divisional PSIGs in October 2025:
• 6 triggered for presentation to the ERG 
• 7 triggered for a local learning response

In October 2025, the following types of learning response were triggered:

• 8 MDT reviews  
• 1 After Action Review
• 1 Thematic review 
• 3 SWARM

• Patient Safety Incident Investigations (PSII) are triggered when there is a significant 
opportunity for learning and improvement. PSIIs are extensive investigations which result in 
specific outcomes recommended by trained investigators.

• 1 PSII was reported in October 2025:
• I17372–  Unwitnessed fall resulting in intracranial bleed. Patient RIP 
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Operational Risks

• In October 2025 there were 326 open risks recorded in DCIQ
• Of the 326  risks open, 69% ( n= 225) were rated as ‘high’ (≥ 10)
• 2 risks were rated ‘extreme ( ≥15)
• 17 risks were overdue scheduled review
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Operational Risks
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Movement of extreme risks 

Operational Risks
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Safe Staffing
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Patient Experience

Positive feedback received…..

“Compliments to Halima Ali - Adjuvant Abemacilib co-ordinator .”

“Members of the high peak Prostate cancer support group wanted to highlight the excellent service provided by CNS to both group and 
individual patients. The CNS's attendance at the support group is much appreciated along with his knowledge and caring manner, ability 
to put people at east and give people the information they need in a timely manner. It was indicated they would nominate him for an 
award if they could.” 

“I would like to express my deepest thanks and appreciation for the care and support you gave me during my recent surgery. Your 
guidance, attention to detail and expertise made me feel confident and this eased my anxieties knowing I was in safe hands. You listened 
to me, shared kindness and compassion and for this, I will be forever grateful. Please extend my thanks to the surgical team, my entire 
care was outstanding."

“To the whole RT team at Macclesfield. A very small gesture of gratitude to show my thanks to all of you very lovely people. You have a 
role similar to that of angels. You can perform such miracles and it is all done with pure professionalism and kindness. My stage 4 
diagnosis with mets will likley never leave but through your care and expertise, you have given me the best chance to see my daughter 
graduate and to perhaps even meet a grandchild. Never underestimate your roles or the impact you have/ Prioritise pleasure in all of your 
life choices. “
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HCAIs against thresholds 2025-26 – HOHA & COHA only

Healthcare Associated Infections

HCAIs being monitored

Indicator Threshold Position 
Year so far 

(as at month 
7)

Threshold 
adjusted to 

month 7
Difference

C.Difficile ≤ 52 Below 
trajectory 26 35 - 9

E.coli BSI ≤ 43 Below 
trajectory 37 29 + 8

Klebsiella spp. 
BSI ≤ 24 Below 

trajectory 20 16 + 4

P.Aeruginosa 
BSI ≤ 8 Below 

trajectory 3 5 -2

Indicator Target Position 
Year so far 

(as at month 
7)

Threshold 
adjusted to 

month 7

MRSA BSI Zero 
tolerance 

Above 
trajectory 2 -

MSSA BSI No target No target 14 -

There have been no further spikes in E.coli and Klebsiella hence the 
difference is now gradually reducing each month. The Trust held a 
well-attended IPC summit in October with NHSE representation. The 
summit focused on the thresholds and on the importance of the 
fundamentals of IPC practice for clinical staff.
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Cancer Standards – Health Inequalities Analysis
62 Day Treatments between 01/04/2023 – 31/10/2025 analysed by gender, age and ethnicity.

36



Cancer Standards – Health Inequalities Analysis
62 Day Treatments between 01/04/2023 – 31/10/2025 analysed by gender, age and ethnicity.
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This report outlines the M7 consolidated financial performance of The Christie NHS Foundation Trust and its wholly owned subsidiary The Christie Pharmacy Ltd.

Finance (Executive Summary)

I&E 
• The Trust is reporting a surplus at the end of month 07 of (£4.4m) against a YTD plan of (£4.4m), which gives a YTD variance of £0.0m.
• Identified in-year VIP is £25.3m against a target of £25.3m. The VIP shortfall against the recurrent VIP target is £1.3m (RAG rated shortfall £1.3m), where £11.3m 

has been identified against a target of £12.6m (90% of recurrent target identified). Non-recurrent identified VIP is £13.9m against a target of £12.6m, overachieving 
by (£1.3m).

Balance sheet / liquidity 
• The cash balance as of 31st October 2025 is £121.9m, with a forecast yearend balance of £110.3m. 
• Capital spend for 2025-26 was £11.9m, this was £1.5m above the revised plan submitted to NHSE.
• Targets have been achieved against payment of creditors paid within the 30-day Better Payment Practice Code target.

Month 07 YTD position Annual Plan YTD Budget YTD Actual Variance

£'000 £'000 £'000 £'000

Clinical Income (470,558) (274,397) (275,446) (1,049)
Other Income (81,665) (47,609) (47,856) (246)
Pay 267,386 154,795 151,900 (2,895)
Non Pay (incl drugs) 258,880 151,924 155,537 3,613
Operating (Surplus) / Deficit (25,957) (15,287) (15,865) (578)
Finance expenses/ income 22,739 13,410 14,035 624
(Surplus) / Deficit (3,218) (1,877) (1,830) 47
Exclude impairments/ charitably funded capital donations (4,282) (2,498) (2,575) (77)
Adjusted financial performance (Surplus) / Deficit (7,500) (4,375) (4,405) (30)
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Finance (Expenditure)

Agency spend in month 07 is £0.2m, £2.0m YTD, in line with month 06. The spend is predominantly on medical agency.

Alongside this, bank spend in month 07 is £0.5m and £3.1m YTD, an increase of £0.1m from month 06.
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Finance (Expenditure)

• Drugs spend in month 07 is £13.6m, which is in line with month 06 spend of £13.6m
• Non-Pay – Other spend in month 07 is £9.9m, an increase of £1.0m from month 06 driven by increased spend on premises & clinical supplies and services.
• Key elements of ‘Non-Pay Other’ spend consist of clinical supplies and services, premises and infrastructure costs and R&I costs.
• Pay – Agency spend in month 07 is £0.2m, consistent with month 06.
• Pay – Clinical spend in month 07 is £14.4m, an increase from month 06 of £0.3m driven by nursing.
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Finance (Capital)

The Trust has incurred £11.9m up to month 07 on capital schemes overspending by 
£1.5m against the 2025-26 plan. Capital expenditure is primarily on the ASIC 
scheme, the estates backlog programme, digital projects and a significant 
operational asset replacement programme across all divisions.
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Finance (CIP)

Total In year CIP
• Total identified VIP schemes reported 

are £25.3m (£11.7m non recurrent / 
£13.6m recurrent). 

• Risk adjusted identified schemes value 
£25.2m, leaving £0.1m unidentified.

Recurrent
• Schemes totalling £11.7m have been 

identified recurrently against a 
recurrent target of £12.6m, 

• This leaves £0.9m of the recurrent 
target unidentified, RAG rated 
unidentified £1.0m. 

Red
25%

Unidentified
0%

Delivering
100%

Green
75%

Amber
50%

Target Identifed Unidentified
Risk-Adjusted 

Identified
Risk-Adjusted 
Unidentified

Target Delivered Variance

(£000) (£000) (£000) (£000) (£000) (£000) (£000) (£000)
Total VIP 25,298 25,298 0 25,221 77 14,564 14,564 0

Recurrent VIP 12,649 11,371 1,278 11,371 1,278 7,379 6,559 819
Non-Recurrent VIP 12,649 13,927 (1,278) 13,849 (1,200) 7,185 8,005 (819)

Annual Year To Date
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Clinical Outcomes

Clinical Trial Entries

The number of patients starting on a clinical has increased by ~25% over the past 12 months.
The highest numbers of patients recruited are seen in Breast and Lung.

Patients Starting on a Trial in Sept 2025
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Clinical Outcomes

Current rates of 30-day post SACT mortality are within the 
normal range expected and are consistent with those 
published by NDRS* for The Christie and for national 
average rates.
*30-day mortality post-Systemic Anti-Cancer Therapy - Case-Mix Adjusted Rates – NDRS

The control line shows the 30-day mortality rate over the entirety of time 
frame shown: 01/10/2023 – 30/09/2025
The UCL and LCL are the upper and lower confidence limits (respectively) 
around the CL. 95% Confidence limits.

30-Day SACT Mortality
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Clinical Outcomes

Health Score* – SACT ePROMs

The median score is currently 80 for patients completing their first SACT ePROM. 
Over the last 4 quarters, SACT treatment has had no clear negative impact on patient's health score following 3 months of 
treatment. 

For the methodology used, or any queries on any clinical outcomes measures please contact the-christie.codu@.nhs.net

*Based on an overall EQ5D health score where 0 is worse health and 100 is best health. 

Health score (EQ5D) of patients completing their first SACT ePROM, Sep 2025
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 Agenda item 38/25c 

Meeting of the Board of Directors  
Thursday 27th November 2025 

Subject / Title Value Improvement Programme (VIP) 2025/26 

Author(s) Jo Bolger Leece, Assistant Director for Value Improvement 

Presented by  Claire McPeake Chief Operating Officer  

Summary / purpose 
of paper 

This report provides: 
• An update on the Month 7 position of the Value Improvement 

Programme, confirming that the Trust has delivered its target for 
2025/26. 

• An overview of progress in developing the 2026/27 VIP plan, 
including the NHSE Grip and Control plan. 

• Assurance that programme delivery is supported by robust 
governance, clinical engagement, and alignment with national and 
local strategic priorities. 

• Alignment to planning. 
Executive Summary 
The November report provides assurance that the Value 
Improvement Programme (VIP) remains on track, with the 2025/26 
delivered and work now focussed on strengthening grip, governance 
and sustainability for 2026/27.  The paper outlines benchmarking 
against the national Grip and Control checklist for financial 
management, and next steps to maintain financial resilience and 
operational excellence.  

Recommendation(s) 

The Board is asked to: 
1. Note the Month 7 position, confirming delivery of the financial 

position for the £25.3m VIP target for 2025/26. 
2. Support continued focus on recurrent efficiency delivery, ensuring 

sustainability beyond 2025/26. 
3. Acknowledge the outcomes of the NHSE Grip and Control 

checklists and assurance that updates will be provided on progress 
as part of monthly VIP board papers. 

4. Endorse alignment of value improvement programme with the 
operational planning framework.  

5. Receive further updates on specialty review outputs and 2026/27 
planning progress monthly.  

Background papers NA 

Risk score 
Risk 3629 – Score 12 
Board Assurance Framework: Risk 1, Risk 6, Risk 7, Risk 9, Risk 10 
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Link to: 

 Trust strategy 
 Strategic 

objectives 

Executive objective: 
1. To deliver safe, effective & equitable care 
2. To deliver excellent financial and operational performance 

Acronyms or 
abbreviations used 
in the paper 

Value Improvement Programme:  VIP 
Quality Impact Assessment: QIA 
Equality Impact Assessment: EIA 
NHS England: NHSE 
Getting it Right First Time (GIRFT) 
Model Health System (MHS) 
Clinical Advisory Group (CAG) 
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Agenda item 38/25c 
Board of Directors 

Thursday 27th November 2025 

Value Improvement Programme (VIP) 

1.0 Background and Introduction 
At the October board meeting, the Value Improvement Programme (VIP) report confirmed 
delivery of the 2025/26 target and a successful transition from ‘in year’ delivery to forward 
planning. This paper therefore focusses on assurance, grip and sustainability outlining how 
learning from the current year and national best practice is shaping the approach and 
governance for 2026/27. 
 
The VIP continues to provide the Trusts single integrated framework for delivering operational 
and financial improvement in line with The Christie Strategy 2023-2028 and the NHS 
Operational Planning Framework. Building on the strong foundations established this year, 
attention has turned to embedding best practice from the national ‘Grip and Control Checklist’, 
ensuring that the Trust sustains short term financial discipline while maintaining long term value 
and resilience.  
 
2.0 Financial Overview: VIP month 7 
The Trust has achieved its full Value Improvement Programme (VIP) target of £25.3 million for 
2025/26. 

• Breakdown: £11.4 million of recurrent schemes and £13.9 million of non-recurrent 
schemes have been identified, meaning the total target has been fully met. 

• Recurrent delivery: Against a recurrent target of £12.6 million, £11.4 million has been 
identified, leaving a shortfall of £1.3 million. This remains offset by additional non-
recurrent savings achieved this year. 

• Implementation status: £0.1 million of schemes are fully developed but still awaiting 
implementation by Divisions. 

• Future planning: Any remaining recurrent shortfall at year end will be carried forward into 
the 2026/27 planning cycle. 

Work is already underway to integrate financial, workforce, and operational planning for the 
2026/27 VIP Programme, ensuring continued alignment with strategic priorities and sustainable 
improvement delivery. 
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3.0 2026/27 Value Improvement Programme (VIP) 

Planning for the 2026/27 VIP continues in line with the operational planning guidance. The 
focus remains on delivering sustainable, recurrent efficiencies while maintaining high-quality, 
patient-centred care. . 

Key areas of progress: 

• Scheme identification: Divisions are progressing identification of schemes aligned to 
planning guidance timescales. Fortnightly flash reports are now provided to the ICB 
Planning Hub with progress and risks.  

• Delivery planning: The target remains to confirm 2026/27 schemes by December 2025, 
with implementation plans, milestones, and performance measures completed by March 
2026, for delivery in Month 1 of 2026/27. 

• Governance: A review of the NHSE national ‘grip and control’ checklist has been carried 
out. (See section 4.0) 

• Engagement culture: To develop improvement capacity and capability, The Christie is 
being supported by NHS Impact team delivering 3 full day sessions on improvement 
techniques.  Over 40 staff are already signed up to this.  Staff are also being 
encouraged to submit ideas for improvement. Finance training continues to be 
expanded to support staff.  

• Specialty reviews: Clinically led reviews are commencing using benchmarking from 
GIRFT and Model Health System data to identify opportunities, reduce variation, and 
drive improvement. Urology and Haematology are the first areas for deep dive.  

• Productivity and efficiency: Focus on improving access and productivity in outpatients 
and theatres to reduce duplication, variation.  Improved workforce planning by good 
roster and sickness management, recruitment and retention.  

• Procurement, digital, and estates: Ongoing work to optimise resource use, improve flow, 
and support sustainable improvement linking to Future Christie will result in benefits 
realised in minimising the use of temporary staffing. 
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4.0 National Grip and Control Checklist – Financial Management Overview 

The National Grip and Control Checklist is a tool issued by NHS England to ensure every NHS 
trust demonstrates robust, proactive financial discipline alongside operational delivery. It’s 
designed as a self-assessment and assurance framework for Boards to demonstrate that the 
organisation has a clear handle on spending, productivity, and financial demonstrate l risk. 

As part of the Value Improvement Programme and in line with NHS England’s national 
guidance on ‘Grip and Control’, The Christie continues to assess its financial management 
arrangements against the national checklist to demonstrate strong stewardship, accountability, 
and value delivery. 

The checklist provides assurance that all NHS trusts are maintaining: 

• Tight financial governance: Clear lines of accountability from ward to board, with timely, 
accurate reporting and visibility of cost pressures. 

• Expenditure control: Active monitoring of vacancies, agency use, procurement, and non-
pay commitments to prevent overspend. 

• Budget ownership: Delegated budget holders understand their positions, with monthly 
sign-off and variance analysis. 

• Savings delivery: Cost improvement and value improvement schemes are tracked to 
delivery with financial and quality and equality impact assessment (QIA) oversight. 

• Productivity focus: Integration with Model Health System metrics, GIRFT, workforce 
productivity, and use of benchmarking to target improvement. 

• Financial management: Early escalation of risks through integrated performance 
management, with clear mitigations and recovery plans. 

At The Christie, compliance with the national checklist underpins the Value Improvement 
Programme (VIP) ensuring grip on short-term financial control while sustaining long-term value 
and operational resilience. An assessment was carried out to benchmark against good practice 
and scored against 156 best practice checks using the following RAG rating.   

GREEN: Fully implemented at The Christie, with evidence of sustained 
compliance and assurance in place. 

AMBER: Partially implemented or under active review to strengthen compliance 
for 2026/27 

RED: Not yet implemented or requires significant development.   

Overall, The Christie assessed as 70% in GREEN, 28% AMBER and 2% in RED.   

A summary of the internal assessment indicates: 

• Compliance with core financial control requirements and 100% on governance controls 
(budgetary discipline, non-pay approvals, vacancy controls). 

• Strengthening alignment between the VIP, workforce plans, and the operational 
planning framework for 2025/26. Improvements in staff engagement in identifying 
improvement ideas and understanding of financial sustainability.  

• Further focus areas: embedding budget ownership at service level, enhancing in-year 
forecasting accuracy, and ensuring productivity gains are evidenced and released to the 
bottom line.  

As a result of this assessment, a VIP Steering Group will be formalised to oversee progress 
in strengthening the further focus areas.  This group will report to OPIG alongside a new 
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Non Pay steering group which will aim to proactively seek opportunities to reduce variation, 
and focus on innovation in non pay/inventory management. 

Advisory practice in red: 

1. Non-clinical recruitment freeze unless it can be evidenced that role is business critical or 
key for financial improvement. -   No freeze, however every post is being currently 
reviewed at exec level vacancy panel.  

2. Conduct Estates six facet survey and action identified cost reductions. – undergoing 
review. 

 

5.0 Risk Management 

The Value Improvement Programme reports to the Operational Performance Improvement 
Group (OPIG), chaired by the Chief Operating Officer, which oversees the Improving Access: 
Outpatient Improvement Board, Productivity Board (inpatients, theatres, Anaesthetics), 
corporate transformation.  

The overall risk score for programme delivery remains high (12), reflecting the scale of 
efficiency required and ongoing demand growth. Mitigations include strengthened PMO 
oversight, phased pipeline development, and improved visibility through GIRFT and MHS 
dashboards. 

 

6.0 Next Steps 

• Finalise identification of all 2026/27 schemes by December 2025.  

• Continue the clinical strategy reviews 

• Review and respond to all RED rated grip and control advisory checks at Senior 
Management Committee.  

• Ensure the operational planning requirements are completed to submit a compliant plan in 
line with the deadline for submission for activity, performance, finance and workforce for 3-5 
years aligned to clinical strategy. 
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Agenda item 39/25a 

Meeting of the Board of Directors 

Thursday 27th November 

Subject / Title Future Christie Update 

Author(s) Adrian Bloor, Medical Director of Future Christie 

Presented by Adrian Bloor, Medical Director of Future Christie 

Summary / purpose 
of paper 

To update the Board on progress delivered to date within the Future 
Christie Programme, outline upcoming priorities for Year 1 delivery, and 
seek endorsement of programme direction and next-stage actions, 
including: 
• Deployment of Ambient Voice Technology (AVT) 
• Advancement of the Electronic Patient Record (EPR) procurement 
• Implementation of the Joint Analytics for Cancer (JAC) initiative – the 

foundation of the intelligent hospital vision. 
The Future Christie Programme continues to deliver significant progress 
toward building a world-leading, intelligent, and data-driven cancer centre. 
Over the past quarter, the programme has achieved major milestones 
across digital transformation, patient engagement, and data integration. 

Recommendation(s) The Board is asked to: 
1. Note the ongoing progress made across key Future Christie 

workstreams.  
2. Note the progress made with EPR business case and the timeline for 

delivery 
3. Acknowledge the ongoing challenges and the mitigating actions in 

place. 

Background Papers Trust Strategy 2023-2028 / NHS 10-year plan / Future Christie Overview  

Risk Score See Board Assurance Framework Risk 13 and Risk 15 

EDI impact / 
considerations 

Positive EDI impact – the proposals are expected to advance equity, 
improve access, or reduce disparities for one or more protected or 
disadvantaged groups 

Link to: 
 Trust’s Strategic 
Direction 
 Strategic 
Objectives 

1. To deliver safe, effective & equitable care 
2. To deliver excellent financial and operational performance 
3. To provide integrated clinical, research and education services 
4. To be an excellent place to work and attract the best staff 
5. To transform our services to improve access and reduce health 

inequalities  
6. To provider leadership within the wider NHS cancer system 
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Acronyms or 
abbreviations used 
in the paper 

EPR Electronic patient record  
JAC Joint analytics for Cancer 
AI Artificial Intelligence 
AVT Ambient Voice Technology 
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Agenda item 39/25a 

Meeting of the Board of Directors 
Thursday 27th November 

Future Christie Update 

1.0 Introduction 

The programme has moved from design into delivery, with progress across all core workstreams: 

1. Patient Portal 
Implementation 

Rolled out continues with over 5,000 patients now accessing 
appointment details and clinical correspondence electronically. 

Next steps for enhanced functionality include: 
• Trust wide rollout – inclusion of haematology and other areas not 

covered 
• Achieve nationally mandated 70% target for appointments 

surfacing on system 
• Bloods closer to home appointments 
• Laboratory and radiology results.  

2. Ambient Voice 
Technology 
(AVT) 

AVT working group established and deployment is now in the final 
stages although planned implementation date has moved from Q4 2025 
to January 2026 in order to ensure this achieves full regulatory 
compliance 

AVT product currently undergoing technical validation and user 
acceptance testing due to complete end of November 2025 

Business case developed to utilise Regional Transformation funding to 
expand use of technology beyond outpatient consultations and to deploy 
ambient technologies in other areas.  

3. Electronic 
Patient Record 
(EPR) 

Deloitte commissioned to develop outline business case and output 
based specification. Trust wide engagement and soft market 
engagement sessions scheduled for November and December 2026. 
Target for completion January 2026 

Procurement expected to commence early 2026, consolidating multiple 
legacy systems and enabling future integration with JAC. 

4. Joint Analytics 
for Cancer 
(JAC) 

Phase 1 business case completed. 

Chief Data Officer post to be advertised November 2025. Interim 
Program Manager to be appointed Q4 2025 to initiate foundation work 
for program.  

5. Engagement 
and 
Governance 

Communications plan finalised with comms team. Video content creation 
to commence to surface on new screens across Trust to optimise 
program awareness with staff and patients.  

 

69



 
2.0 Strategic Alignment and Benefits 

The Future Christie Programme directly supports the Trust Strategy and Corporate Objectives, 
particularly in improving patient experience, operational excellence, and research capability. It 
aligns with the NHS Long-Term Plan through digital enablement, data-driven care, and 
partnership-based innovation. 

 

3.0 Challenges and Mitigations 

Challenge Mitigation 

Capacity for 
change 

Investment in specialist roles (e.g., Chief Data Officer, Transformation 
Lead), rationalisation of the digital delivery portfolio to focus on priority 
projects, use of short-term project capacity to support implementation 
and partnership with Deloitte for EPR business case.  

Cultural 
adaptation 

Co-designed implementation plans, supported by staff education and 
communication strategies. 

Procurement 
complexity 

Adoption of an “expert customer” model with soft market engagement 
and specialist consultation to ensure value and optimal solutions. 

Appointment of 
senior staff 

Challenge due to banding and ability to offer competitive salary 
compared to Industry mitigated by optimising the opportunities available 
working within the Future Christie program not available in other parts of 
the NHS 

EPR Business 
Case delivery 

The timeline for the outline business case is very ambitious however this 
is mitigated by utilisation of an experienced partner and high levels of 
engagement within the organisation.  

 

4.0 Next Steps and Year 1 Priorities 

• Q4 2025 – Q1 2026: Deploy AVT in Surgical Services; expand Patient Portal features; complete 
EPR Outline Business Case; commence JAC data cleaning and recruitment. 

• Q2 2026: Launch EPR procurement; link Patient Portal to NHS App; scale AVT Trust-wide. 

• Q3 2026: Complete JAC Phase 2 business case; conduct impact reviews with staff and 
patients; co-design 2026–27 delivery plan. 

 

5.0 Board engagement – EPR  

Updates have been presented to Board at each Board meeting from April 2025. Additional 
sessions on Future Christie projects including EPR have also been delivered through Board 
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Planning sessions in May, July and October 2025. The Strategic Outline Case for a new EPR was 
approved at the September Private Board meeting. 

The planned Board sessions in 2026 are; 

• Friday 16th January – planning session and opportunity to discuss progress with the Outline 
Business Case 

• Thursday 29th January – Private Board meeting – Deloitte to attend ahead of presentation of 
the Outline Business Case 

• Friday 20th February – Board planning session – EPR Outline Business Case – request for 
approval 

Attached as an appendix to this report is an outline project timeline for the EPR. 
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Deloitte Confidential: Government and Public Services - For approved external use only

OBC and OBS Plan | Project Timetable

Following approval of the Strategic Business Case in September 2025  timetable for OBC, requirements and procurement 
plan for Trust Board consideration in February 2026 
For a standard competitive procurement approach, pre-market engagement is recommended to understand EPR supplier capabilities and manage procurement risks. 
Therefore a ‘full set’ of OBC phase activities are required but with significant constraints to the original completion timetable given the late start. Alternative compliant routes 
to procurement would be considered if available. The timetable aims to:
• Document an initial draft Outline Business Case within the planned timescales, incorporating November/December stakeholder workshops.
• Defer the commencement of pre-market engagement, allows more time to complete and provides the opportunity for iterative further engagement if required.
• Offer the facility update or create and addendum to the OBC based on insights learned from market engagement.

Nov-25 Dec-25 Jan-26

27-Oct 3-Nov 10-Nov 17-Nov 24-Nov 1-Dec 8-Dec 15-Dec 22-Dec 29-Dec 5-Jan 12-Jan 19-Jan 26-Jan 2-Feb 9-Feb 16-Feb 23-Feb

BREAK FOR 
CHRISTMAS PERIOD

Outline 
Business Case

EPR Options Costs & Benefits

Options Appraisal

Financial, Commercial and 
Delivery Plans

Document OBC

Options 
Appraisal

Delivery Roadmap, Resourcing & Prog. 
Management

Draft OBC

Procurement Plan and Financial Analysis

Requirements 
& Pre-Market 
Engagement

Market Engagement

Requirements Workshops

Detailed Requirements Documentation (‘OBS’)

Pre-Market Engagement

Detailed Requirements

WorkshopsBenefits Estimates Benefits 
Refinement

EPR Cost Research Options 
Costs

High-Level Requirements

WorkshopsThemes, Patient  Stories & Prep.

Further Engagement (if required)

OBC Update/Addendum (if 
required)
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Nov-25 Dec-25 Jan-26

27-Oct 3-Nov 10-Nov 17-Nov 24-Nov 1-Dec 8-Dec 15-Dec 22-Dec 29-Dec 5-Jan 12-Jan 19-Jan 26-Jan 2-Feb 9-Feb 16-Feb 23-Feb

BREAK FOR 
CHRISTMAS PERIOD

Outline 
Business Case

EPR Options Costs & Benefits

Options Appraisal

Financial, Commercial and 
Delivery Plans

Document OBC

Options 
Appraisal

Delivery Roadmap, Resourcing & Prog. 
Management

Draft OBC

Procurement Plan and Financial Analysis

Requirements 
& Pre-Market 
Engagement

Market Engagement

Requirements Workshops

Detailed Requirements Documentation (‘OBS’)

Pre-Market Engagement

Detailed Requirements

OBC and OBS Plan | Project Timetable

WorkshopsBenefits Estimates Benefits 
Refinement

EPR Cost Research Options 
Costs

High-Level Requirements

WorkshopsThemes, Patient  Stories & Prep.

Further Engagement (if required)

OBC Update/Addendum (if 
required)

27.11.25 Board Update – overall progress

16.1.26 Board Update – overall progress and procurement options
29.1.26 Procurement approval

20.2.26 Outline Business Case approval
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Agenda Item [xx/25] 

 
Meeting of the Board of Directors 

Thursday 27 November 2025 
 
 
 
 

 
 
 
 
 
 

Subject / Title Audit Committee report – October 2025 

Author(s) 
Assistant Company Secretary 
Committee Chair 

Presented by  Committee Chair  

Summary / purpose of paper 

This paper provides the board with a summary of the 
items considered by the Audit Committee at their 
October meeting and any subsequent actions required 
by the Board. 

Recommendation(s) To note the report and any actions. 

Background papers Audit Committee papers – October 2025 

Risk score Board Assurance Framework (BAF) references noted 
within the report. 

EDI impact / considerations Ensure governance arrangements provide assurance 
and appropriate oversight of EDI requirements for the 
organisation. 

Link to: 

 Trust strategy 

 Corporate objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• Key stakeholder relationships 

You are reminded not to use 
acronyms or abbreviations 
wherever possible. However, if 
they appear in the attached 
paper, please list them in the 
adjacent box. 

 

74



 

 

Agenda item [xx/25] 
 

Meeting of the Board of Directors 
Thursday 27 November 2025 

 
Audit Committee report – October 2025 

 
 
1 Introduction 

The Audit Committee took place on 16 October 2025. The meeting was quorate. The 
following summary gives the Board information on the items that were considered by 
the committee at their meeting under the headings of Alert / Advise / Assure. 
 

 
2 Audit Committee agenda items 

The items listed in Appendix 1 of the report were presented to the Audit Committee in 
October 2025. Following discussion, the items are presented to Board for information 
and action where appropriate. 
 
An assurance level was discussed and agreed for each item presented as an 
assurance item using the following criteria: 
 

Strong High Medium Low 

Controls are 
suitably designed, 
being consistently 
applied and are 

effective in practice 

Some issues 
identified that if not 
addressed, could 

increase the 
likelihood of the risk 

materialising 

Some assurances in 
place or controls are 

still maturing so 
effectiveness cannot 

be fully assessed 
but should improve 

Assurance 
indicates poor 

effectiveness of 
controls 

 

 
The Committee Chair will note any actions required by Board and make escalations to 
Board, as necessary. 
 
 

3 Recommendation 
 The Board are asked to note the summary report from the Audit Committee in October 

2025.  
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Appendix 1  
 

Agenda 
item 

BAF 
ref 

CQC 
regulation 
reference 

Assurance 
rating 
given 

Key points and associated actions (where applicable) 

33/25a 4, 8 N/A Strong Deep Dive - BAF risk number 4 & 8: EPRR annual report & statement of assurance 
Assure • Audit recently completed and confirmed substantial compliance at 89%. 

• EPRR committee reports to Risk & Quality Governance Committee then into Audit Committee. 
• Statement of Compliance (formally records the Trust’s position and will be submitted to NHS England as required) 

endorsed by the committee.  
• Improvement plans in place to address the three remaining areas of partial compliance: communications resilience, 

countermeasures, and data protection assurance endorsed by the committee.  
• Continuation of the Trust’s structured programme of training, exercising and third-party business continuity assurance 

supported by the committee.  
• Committee and Board to receive a further update at the conclusion of the 2025/26 assurance cycle, ensuring that they 

are kept fully informed of ongoing improvements and risks.  
Alert • Warning and informing - resilience for out-of-hours communications remains limited. However, the Trust has 

established a pool of trained spokespeople to provide cover, ensuring a reasonable level of resilience while work 
continues to strengthen the model, assessed as low risk for our Trust.  

• Duty to maintain plans (countermeasures) – Counter measures for mass vaccination, the potential impact for The 
Christie is assessed as limited, however proportionate arrangements are still required. This work is underway and will 
be overseen by the EPRR Committee to ensure appropriate alignment with national guidance and timely completion, 
assessed as low risk.  

•  Data Protection Security Toolkit compliance - partial compliance, work in progress and remains on track. 
Advise • Third-party business continuity assurance continues to be a key area of focus. Participated in national exercises, both 

internally and externally. Good lessons learned and turned into tangible improvements. 
• Associated action plan is due for completion by October 2026 when the re-assessment takes place.  

 
Agenda 

item 
BAF 
ref 

CQC 
regulation 
reference 

Assurance 
rating 
given 

Key points and associated actions (where applicable) 
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33/25b 4, 8 N/A Medi
um 

High  Deep Dive - BAF risk number 4 & 8: Sustainability annual report 

Assure • Discussions taking place with local partners and NHSE on funding options for the heating and decarbonisation plan. 
Support from the Development & Sustainability Committee on the plan. 

• GM wide climate change adaptation plan to be developed given consistency of impact across organisations, Trust will 
have an appendix to the plan based on its own requirements.  

• Low carbon skills fund a success last year, credit given to the estates team on the work completed to ensure it was 
used most efficiently for the Trust. Worked with the Energy Saving Trust. 

• High level actions from last year completed, remaining actions reviewed and shifted where appropriate to allow focus 
on the heat and decarbonisation plan. 

• Committee assured that the Trust is doing all possible given the current constraints and significant challenges. High 
assurance assigned based on the progress being made in delivery of the work plan and medium assurance agreed in 
terms of the context of achieving overall decarbonisation. The challenges faced with the agenda of work were 
recognised by the committee.  

Alert •  No alerts to raise. 
Advise • Looking to implement environmental risk assessment requirement into business cases to make this a core 

consideration. Training to be implemented across divisions. 
Actions • Relevant pages of the heat and decarbonisation plan to be provided to committee members to show breakdown of 

energy usage at Christie sites. 
 

Agenda 
item 

BAF 
ref 

CQC 
regulation 
reference 

Assurance 
rating 
given 

Key points and associated actions (where applicable) 

33/25c 4,5,6,
10 

N/A Strong Executive director of finance report 

Assure • Insurance - £600k, vast majority relates to properties. Review completed by Finance Team to ensure the insurance fit 
for purpose and also reviewed by Execs. 

• SFIs – updates relate to a minor change to procurement process and Charity Board of Trustees. 
Alert • No alerts to raise. 
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Advise • Losses and special payments – Finance Team working with the Research and Development (R&D) team to reduce 
the aged debtors. The R&D team have now gone live with the Robotic Process Automation (RPA), and this is 
supporting the debt collection.  

 
Agenda 

item 
BAF 
ref 

CQC 
regulation 
reference 

Assurance 
rating 
given 

Key points and associated actions (where applicable) 

34/25c N/A 15 High Premises & equipment compliance report (CQC regulation 15) 
Assure • Robust procedure for cleaning and waste; procedures outlined and evidence provided within the report. 

• Security provided 24/7 365 days a week; operated via a rota system and restraint reduction training in place. Low 
levels of violence and aggression. CCTV in place and monitored. New development assessments take place for 
personal safety and security.  

• Work closely with staff side on inclusivity. Accessibility requirements assessed as part of new developments. 
• Hard facilities; team of 40 in-house technicians. Paterson and Macclesfield outsourced. Independent authorised 

engineers complete audits and action plans. Risk assessments and method statements in place. 
• Car parks and transport; look to promote cycling where possible and also linked to local public transport.  
• External facilities management arrangements are in place for the Paterson Building (through joint arrangements with 

the University), Macclesfield site (due to location), and for Christie at Oldham and Salford (through Northern Care 
Alliance). Robust performance management processes are in place, including defined KPIs, monthly meetings with 
providers, and regular monitoring and evidence logging. 

• Based on the report, supporting evidence, and discussion, the committee was assured at a high-level regarding 
compliance with CQC Regulation 15 (Premises and Equipment). 

Alert • No alerts to raise. 
Advise • No advise points to raise. 
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The following agenda items were discussed at the meeting but did not require an assurance level assigning: 
 
 

Alert • No alerts to raise. 

Advise 

• Board assurance framework (BAF) 2025/26 - Extract presented with risks relevant to the committee; risks 4 & 8. Deep dives focus on 
risks.  

• Internal audit follow up report Q2 – audit recommendation extension requests presented for 3 separate reviews; iQemo, Careflow 
Medicines Management and Role Specific Training. Reasoning for extension requests minuted. Extension requests agreed. 

• External audit progress report - Timetable discussions to take place ahead of planning work. Team remains the same as last year for 
completion of the audit. 

Assure • Annual Reporting Cycle 2026 - annual reporting cycle presented to the committee which outlined the work plan for the next year. 
• Internal audit progress report – Bank Admin Staff and Discharge Management reviews completed and received moderate assurance; 

no changes to audit plan received; no concerns raised with current plan and progress. 
• Anti-fraud progress report – Counter Fraud Standard return completed; Trust received overall green rating in May 2025 submission.  

Local fraud prevention checks completed were summarised. Associated policy will be updated to reflect the new failure to prevent fraud 
regulation. Work has commenced on the review of NFI data matches – deadline for completion is March 2026. Current investigations 
outlined from the report - 9 referrals since April 2025.  
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Agenda Item 40/25a 

 
Meeting of the Board of Directors 

Thursday 27th November 2025 
 
 

 
 
 
 
 
 

Subject / Title Senior Management Committee report – October 2025 

Author(s) Louise Westcott, Company Secretary 

Presented by  Committee Chair  

Summary / purpose of paper 
This paper provides the Board with a summary of the 
items considered by the Senior Management Committee 
at their October meeting in a triple A format. 

Recommendation(s) To note the report and any actions. 

Background papers Senior Management Committee papers – 16th October 
2025 

Risk score Board Assurance Framework (BAF) references noted 
within the report. 

EDI impact / considerations Ensure governance arrangements provide assurance and 
appropriate oversight of EDI requirements for the 
organisation. 

Link to: 

 Trust strategy 

 Strategic objectives 

• Trust’s strategic direction 
• Divisional implementation plans 
• Our Strategy 
• Key stakeholder relationships 

You are reminded not to use 
acronyms or abbreviations 
wherever possible. However, 
if they appear in the attached 
paper, please list them in the 
adjacent box. 

CAG Clinical Advisory Group 
CQC Care Quality Commission 
WRES workforce race equality standard 
WDES workforce disability equality standard 
EPR electronic patient record 
PET positron emission tomography 
BAF Board Assurance Framework 
EPRR emergency preparedness, resilience & response 
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Agenda item 40/25a 

 
Meeting of the Board of Directors 

Thursday 27th November 2025 

Senior Management Committee report October 2025 

Items Considered were: 

• Approval of previous meeting minutes and review of actions 

• Mandatory training compliance and associated risks  

• Risk register cleansing, training, and calibration 

• Clinical Advisory Group (CAG) role and engagement 

• Value Improvement Plan update 

• Future Christie Programme updates, including Patient Portal, Ambient AI, and EPR 

• National Training Survey feedback 

• 6 monthly report from the Freedom to Speak Up Guardian 

• WRES/WDES Progress report 

• EPRR annual Compliance Statement 

• CQC Well-led update on planning and preparedness 

• Consideration of the development of a new Wholly Owned Subsidiary 

• Review of the committee terms of reference 

• 10-point plan to improve resident doctors lives – update 

• Total Body PET-CT revenue and capital business case 

• Ambient Voice Technology business case 

• Joint Analytics for Cancer business case 

• Contract awards – general maintenance call off fee, Strategic Capital & Estates support, 
Development of EPR outline contract award 

See also the Trust Report and Integrated Performance Quality & Finance Report  

 

ALERT  

Mandatory Training Compliance Risks   

Continued focus on compliance gaps and escalated through operational channels. Targeted 
interventions in identified low-compliance workforce groups. Operationally, this is overseen 
by the Risk Committee, with Board Assurance through the Workforce Committee.   

National Training Survey / 10 Point Plan to improve resident doctors lives 

Results from the NTS survey are improving but indicate pockets of issues relating to rotas, 
study leave and workload pressures that are being addressed through an action plan.  12 
week delivery expectation around the 10 point plan. 
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Wholly owned subsidiary 

Background shared around the requirement to consider establishment of WOS. Risks and 
benefits described and will come to Board for further consideration. 

 

ADVISE   

Business cases 

Approval of all business case and contract awards presented in October (as listed above). 

Future Christie Programme (Patient Portal, Ambient AI, EPR)   

These initiatives were discussed and are on track. The board will receive further assurance 
reports.   

Freedom to Speak Up Guardian report 

The work of the Guardian continues and is well embedded in the organisation with strong 
plans for the future direction of the work in the Trust involving more champions across the 
Trust. 

 

ASSURE   

Risk review / cleansing 

The overall number of risks on the register has reduced through continued focus & review 
and overdue risks have significantly reduced. 

Value Improvement Plan 

The VIP target for 2025/26 has been achieved and focus is now on the target for 2026/27. 

EPRR Compliance statement 

Approved and shows excellent progress with 89% compliance (substantial) that has been 
externally assured. 
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Agenda Item 40/25b 

 
 

Board of Directors meeting 
Thursday 27th November 2025 

 
 
 

 
 
 
 

Subject / Title Board Assurance Framework 

Author(s) Louise Westcott, Company Secretary 

Presented by  Louise Westcott, Company Secretary 

Summary / purpose of paper 

This paper provides the Board with the Board 
Assurance Framework that summarises the risks to 
achievement of the strategic objectives.  
The cover paper gives detail of the updates. 

Recommendation(s) 

• To note the risks and controls relating to the 
strategic risks on the Board Assurance Framework, 

• To note that updates will be made to the risks that 
are the responsibility of the Board following 
discussion. 

Background papers 
Board assurance framework. Strategic objectives 
2025/26, operational plan and revenue and capital plan 
2025/26. 

Risk score N/A 

Link to: 

 Trust strategy 

 Strategic objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• Key stakeholder relationships 

You are reminded not to use 
acronyms or abbreviations 
wherever possible.  
However, if they appear in 
the attached paper, please 
list them in the adjacent box. 

BAF Board assurance framework 
ECN Executive chief nurse  
EDoF Executive director of finance  
EMD Executive medical director 
COO Chief operating officer 
DoW Director of workforce 
DCEO Deputy chief executive officer 
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Agenda Item 40/25b 

Board of Directors meeting 
Thursday 27th November 2025 

 
Board Assurance Framework 

 
1 Introduction 

The board assurance framework (BAF) is presented to each Board and assurance 
committee meeting. The risks identified in the framework relate to achievement of the 
strategic objectives.  

 
2 Background 

The Board Assessment Framework reflects the risks to achievement of the strategic 
objectives. These are regularly reviewed by the company secretary and executive 
directors. 

 
2  Updates to risks 

All risks in the framework have been reviewed to reflect the current position. Controls 
and assurances have been updated.  
Risk 1 – If there are changes to NICE guidance or other advances in practice that we 
have not anticipated (diagnostic, therapeutic, care) there is a risk that there will be a 
delay in their introduction leading to a delay in patients obtaining the benefits of new 
treatments. 
Risk score has increased from 6 (2x3) to 12 (4x3) due to the delay to the implementation 
of one NICE guideline relating to a breast cancer treatment. Mitigations are in place and 
the risk is anticipated to reduce by the end of Q4.  
 
Risk 2 - If we do not follow the Patient Safety Incident Response Framework (PSIRF) 
there is a risk that we will miss opportunities to learn lessons and improve patient safety 
leading to preventable patient harm 
Risk score has reduced following review by the Quality Assurance Committee of this risk 
from 12 (3x4) to 9 (3x3). 
 
Risk 10 - If we do not achieve the operational plan and our planned efficiency savings 
there is a risk that we won’t achieve financial balance on NHS activity. 
Risk score for 2025/26 at the end of Q2 was 5 (1x5) and hit the target score following 
achievement of the VIP target. The score has now increased to 15 (3x5) and relates to 
the 2026/27 VIP plans. 
Review dates and assurance levels have been updated for each risk. 

 
3 Recommendation 

The Board are asked; 
• To note the risks and controls relating to the strategic risks on the Board Assurance 

Framework, 
• To note that updates will be made to the risks that are the responsibility of the Board 

following discussion. 
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RISK 
No. Risk Title Risk Description Responsible 

Committee
Risk 

Appetite

Inherant 
Risk 

Score

Q4 
24/25

Q1 
25/26

Q2 
25/26

Q3 
25/26

Q4 
25/26

Target 
Risk 

Score

Current 
Risk 

Score
Target date

RISK 
6

NHSE Financial 
Framework and 
support for growth

If the changes in the NHSE financial framework do not 
maintain the level of income needed to support the planned 
growth in activity there is a risk that we will not be able to 
provide optimum care 

Board of 
Directors Cautious 16 0 16 16 0 0 4 16 Reviewed Q2 

25/26

RISK 
10 Financial balance

If we do not achieve the operational plan and our planned 
efficiency savings there is a risk that we won’t achieve 
financial balance on NHS activity.

Board of 
Directors Averse 25 0 5 5 0 0 5 15

Reviewed Q2 - 
achieved VIP 

25/26.
Focus on VIP 

26/27

RISK 
15

Technological 
advancements

If we do not keep pace with technological advancements, 
there is a risk that we will not provide the best possible 
experience to our patients and carers

Board of 
Directors Cautious 20 0 12 12 0 0 4 12 Reviewed Q2 

25/26

RISK 
7

Ineffective Greater 
Manchester system-
wide cancer pathways

If diagnostic, MDT and referral processes at local hospitals 
across the GM system are not efficient there is a risk that we 
receive patients on 62-day pathways late leading to them not 
being treated within 62 days.  

Quality 
Assurance 
Committee

Cautious 25 0 12 12 0 0 8 12 Reviewed Q3 
24/25

RISK 
4

Compliance with 
regulatory standards

If we do not continuously review our compliance with the 
regulatory standards and take corrective action where 
needed there is a risk that we will fall below required 
fundamental standards and quality of care will be reduced. 

Board of 
Directors Averse 15 0 12 12 0 0 4 12 Reviewed Q3 

25/26

RISK 
13

Transformational 
capacity & capability

If we do not develop transformational capacity & capability, 
there is a risk that we will not transform services to improve 
access and reduce health inequalities

Board of 
Directors Cautious 20 0 12 12 0 0 8 12 Reviewed Q2 

25/26

RISK 
1

New technologies and 
increased standards of 
care

If there are changes to NICE guidance or other advances in 
practice that we have not anticipated (diagnostic, 
therapeutic, care) there is a risk that there will be a delay in 
their introduction leading to a delay in patients obtaining the 
benefits of new treatments.  

Quality 
Assurance 
Committee

Cautious 20 6 6 6 0 0 4 12 Review Q3 
25/26

RISK 
8 Emergency event

If there is a serious emergency event (pandemic/cyber-
attack/extreme weather event etc) there is a risk of business 
disruption (increased staff absence, increased patient non-
attendance and equipment malfunction) leading to delayed 
or cancelled care.

Audit 
Committee Averse 20 12 10 10 0 0 5 10 Review Q3 

25/26

RISK 
2

Learning from patient 
safety incidents

If we do not follow the Patient Safety Incident Response 
Framework (PSIRF) there is a risk that we will miss 
opportunities to learn lessons and improve patient safety 
leading to preventable patient harm

Quality 
Assurance 
Committee

Averse 15 0 12 12 0 0 4 9 Reviewed Q2 
25/26

RISK 
14 Supply chain

If there are disruptions to the supply of essential products 
and services for the treatment and care of our patients, there 
is a risk of service disruption leading to delayed or cancelled 
care.  

Audit 
Committee Averse 12 9 9 9 0 0 3 9 Review Q3 

25/26

RISK 
3

Recruitment and 
retention of skilled staff

If we are unable to maintain current levels of skilled staff 
there is a risk that they will not have the time or expertise 
required for excellent care and communication leading to a 
reduction in the standards of patient safety and experience.

Workforce 
Assurance 
Committee

Averse 20 0 9 9 0 0 6 9 Reviewed Q2 
25/26

RISK 
12 Staff engagement

If we do not maintain levels of staff engagement there is a 
risk that turnover and sickness absence will increase leading 
to workforce shortages, poor staff experience and a 
deterioration in the quality of patient care.

Workforce 
Assurance 
Committee

Averse 16 0 8 8 0 0 4 8 Reviewed Q2 
25/26

RISK 
9

Integrated research, 
education & service

If our research, education and clinical services do not 
operate as an integrated whole there is a risk that we will not 
secure the benefits of high-quality research and education 
on patient care and that this will lead to less-than-optimal 
quality of care.  

Board of 
Directors Averse 12 8 8 8 0 0 4 8 Reviewed Q2 

25/26

RISK 
5 Capital funding

If we don’t receive adequate CDEL there is a risk that we 
won’t deliver the planned improvements resulting in delays 
in providing the best possible environment & equipment to 
provide care

Board of 
Directors Eager 15 0 5 5 0 0 5 5

Reviewed Q3 
25/26 / Within 

tolerance

BOARD ASSURANCE FRAMEWORK - OVERVIEW OF RISKS
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RISK 1

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 2 3 6 2 3 6 0 0 2 2 4

RISK 2

L I Score L I Score L I Score L I Score L I Score L I Score
3 5 15 3 4 12 3 4 12 0 0 2 2 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

The Trust has undertaken external training 
for the patient safety strategy covering all 
components of the patient safety strategy.
The patient safety team have/ will continue 
to host training for incident handlers to 
ensure management of incidents across 
teams is standardised.
Improvement workstreams have been 
established to implement 
recommendations following the publication 
of learning responses.
Review through Patient Safety & 
Experience Committee and Risk & Quality 
Governance. 
Introduction of new DATIX system

New ways of working 
require new skills across the 
organisation and resource 
at a team level to manage 
incidents.

Level 1 – Data and management 
reports
• PSIRF reports to Patient Safety 
Committee / Risk & Quality 
Governance / Senior Management 
Committee
• ERG	
Level 2 – Management team and 
committee scrutiny
• Review  compliance through patient 
safety reports to QAC	
Level 3 – External assurances
• MIAA review of PSIRF processes 
confirms substantial assurance
• Updates presented to ICB

None identified

Further focus on 
improvement - 
Embed agreed 
Quality Improvement 
methodology across 
the Trust

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To deliver safe, effective & equitable care

Executive Lead Exec Chief Nurse
Responsible 
Committee

Quality Assurance 
Committee

Assurance Level Medium

Risk Appetite Averse

Learning from patient safety incidents Date Risk Current Risk Score

Description If we do not follow the Patient Safety Incident Response Framework (PSIRF) there is a risk that we will miss opportunities to 
learn lessons and improve patient safety leading to preventable patient harm

Jun-25
9Date of Last 

Oct-25

Target Risk

Key Control established

Inherant Risk
Scoring

Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26

Level 1 – Data and management 
reports
• Review of NICE guidelines through 
risk-based process with divisional 
support
• risk register in place.	
Level 2 – Management team and 
committee scrutiny
• Review NICE guidelines compliance 
through QAC and monthly IPQFR	
Level 3 – External assurances
• NICE	

None identified
Forward views of 
upcoming NICE 
guidelines assessed

Actions

Key Gaps in Controls Assurance Actions to address Gaps in Target date

Review Q3 25/26

Medium

Oct-25
Executive Lead

Current Risk Score

Exec Medical Director

Associated 
Strategic 

Objectives

Quality Assurance 
Committee

Annual planning process with divisions. 
The trust has a risk-based process with 
divisional support to assess applicability 
and implement relevant guidance. 
Guidance that is not resolved or on the 
risk register is monitored and escalated if 
there are issues

Uncertainty around what / 
when. External factors

New technologies and increased standards of care
If there are changes to NICE guidance or other advances in practice that we have not anticipated (diagnostic, therapeutic, 
care) there is a risk that there will be a delay in their introduction leading to a delay in patients obtaining the benefits of new 
treatments.  

To deliver safe, effective & equitable care

Apr-24
Date of Last 

Review

Responsible 
Committee

Assurance Level

12Description

Date Risk 

Risk Appetite Cautious
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RISK 3

L I Score L I Score L I Score L I Score L I Score L I Score
4 5 20 3 3 9 3 3 9 0 0 2 3 6

RISK 4

L I Score L I Score L I Score L I Score L I Score L I Score
5 3 15 4 3 12 4 3 12 0 0 4 1 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Self assessments underway against 2022 
must do actions and well-led quality 
indicators. Attendance at CQC briefings / 
NHS Providers briefings
Engagement in national updates and 
regulatory briefings.
Designated leads for statutory 
requirements across the Trust reporting 
into committee structure.
Policies and procedures in place e.g. 
conflicts of interest, SFI's, Document 
ratification processes.
Membership of NHS Providers to recieve 
most up to date advice and guidance. 
Exec Team engagement in national 
briefings. 
Close working with regulators, GM ICS / 
ICB and NHSE. 
Attendance at system level and national 
meetings.
Leads identified internally for each 
statutatory requirement e.g. health & 
safety / IRMER / CQC etc

External political factors

Level 1 – Data and management 
reports
• Self assessment against 2022 Must 
Do's	
• Self assessment against Well Led / 
Safety quality indicators
Level 2 – Management team and 
committee scrutiny
• QAC /WAC review of CQC 
regulations - all on rolling 
programmes	
• Board level training on new CQC 
assessment framework Feb 24
• Board reporting on regulatory 
changes	
• Work of the 3 assurance committees
• Board capbility self-assessment
Level 3 – External assurances	
• CQC Inspection Reports (IR(M)ER)
• NOF Rating 1 (Q1 rated 3/134 acute 
& specialist trusts)
• MIAA role specific training audit 
(CQC Reg 19) - Limited assurance 
Oct 24	
• MIAA data quality audit Oct 24 - 
moderate assurance
• OECI accreditation

Full review of well-
led quality 
indicators to 
indentify gaps

Plan in development 
for full review of all 
domains (1 per 
quarter)
Actions relating to 
role specific training 
data reporting and 
compliance

Target date for 

Reviewed Q3 25/26

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance
To be an excellent place to work and attract the best staff

Executive Lead Exec Chief Nurse
Responsible 
Committee Board of Directors

Assurance Level Medium

Risk Appetite Averse

Compliance with regulatory standards Date Risk Current Risk Score

Description If we do not continuously review our compliance with the regulatory standards and take corrective action where needed there 
is a risk that we will fall below required fundamental standards and quality of care will be reduced. 

Jun-25
12Date of Last 

Oct-25

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Staffing levels maintained through 
coordinated and risk based utilisation of 
bank and agency
Christie People and Culture Plan 2023-26 
Quarterly oversight of Trust wide 
vacancies and recruitment activity 
presented to the workforce committee & 
WAC
Divisional oversight of recruitment activity 
and vacancies discussed at the monthly 
service review meetings
Turnover analysis and 'next chapter' data 
presented and discussed six monthly at 
the workforce committee
Robust sickness absence management 
and health and wellbeing offer
Connect & reflect sessions in place for 
new starters within first 3 months of 
employment
Weekly executive led vacancy 
management panel in place
Recruitment of onboarding coordinator 
Nursing workforce lead appointed

National staff shortages 
impacting recruitment

Level 1 – Data and management 
reports
• Divisional oversight of recruitment 
through Service & Operatonal Review 
meetings	
Level 2 – Management team and 
committee scrutiny
• Review compliance through WAC 
People & Culture plan updates and 
update on compliance with CQC 
regulation
• F&PP Compliance report to WAC / 
Board
• Safe staffing 6 monthly reviews to 
external standard
Level 3 – External assurances
• National staff survey	
• CQC Inpatient survey
• OECI accreditation
• MIAA Bank & Admin audit - Moderate 
assurance

Actions outlined 
by MIAA in Nov 
24 Divisional 
Recruitment audit

None identified

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance
To be an excellent place to work and attract the best staff

Executive Lead Workforce Director
Responsible 
Committee

Workforce Assurance 
Committee

Assurance Level High

Risk Appetite Averse

Recruitment and retention of skilled staff Date Risk Current Risk Score

Description If we are unable to maintain current levels of skilled staff there is a risk that they will not have the time or expertise required 
for excellent care and communication leading to a reduction in the standards of patient safety and experience.

Apr-24
9Date of Last 

Oct-25
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RISK 5

L I Score L I Score L I Score L I Score L I Score L I Score
3 5 15 1 5 5 1 5 5 0 0 1 5 5

RISK 6

L I Score L I Score L I Score L I Score L I Score L I Score
4 4 16 4 4 16 4 4 16 0 0 1 4 4

RISK 7

L I Score L I Score L I Score L I Score L I Score L I Score
5 5 25 4 3 12 4 3 12 0 0 4 2 8

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Target date for 

Reviewed Q3 24/25

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance

Executive Lead Chief Operating Officer
Responsible Quality Assurance 

Assurance Level Medium
Risk Appetite Cautious

Key Gaps in Controls Assurance Gaps in Actions to address 

Executive led monthly divisional 
performance review meetings. Integrated 
performance & quality report to 
Management Board and Board of 
Directors monthly. Weekl;y performance 
reporting via trust operational group. 
Escalation internally & across GM of 
delays impacting waiting time targets. 
Monitoring cancer waiting time standards 
through GM Cancer & IPR. 

NHS pressures leading to  
delays in referrals from 
other Trusts

Level 1 – Data and management 
reports
• 62 / 31 / 24 day reports to Senior 
Management Committee and Board	
• Service & Operational Review 
feedback
Level 2 – Management team and 
committee scrutiny
• 6 monthly review by QAC		
Level 3 – External assurances
• MIAA review of 62 days / Cancer 
Alliance	

Evidence of 
progress in 
underperforming 
parts of the 
pathway

Supporting cancer 
improvement plans in 
GM Cancer
Pathway 
improvement 
workstream in GM 
Cancer

Ineffective Greater Manchester system-wide cancer pathways Date Risk Current Risk Score

Description If diagnostic, MDT and referral processes at local hospitals across the GM system are not efficient there is a risk that we 
receive patients on 62-day pathways late leading to them not being treated within 62 days.  

Apr-24
12Date of Last 

Oct-25

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Senior team attendance at national and 
regional meetings to keep updated on 
policy changes and influence discussions 
on cancer.
Monthly service & operational reviews to 
ensure efficient delivery of service.
 Board member attendance at national 
events to influence policy.

External political factors

Level 1 – Data and management 
reports
•  SOR's
•  Divisional Boards reports
Level 2 – Management team and 
committee scrutiny
• SMC reporting		
Level 3 – External assurances
• External Audit VfM assessment

None identified

Continued attendance 
at regional & national 
events and on going 
discussions with ICB 
to understand funding

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To deliver excellent financial and operational performance

Executive Lead Exec Director of Finance
Responsible Board of Directors

Assurance Level
Risk Appetite Cautious

NHSE Financial Framework and support for growth Date Risk Current Risk Score

Description If the changes in the NHSE financial framework do not maintain the level of income needed to support the planned growth in 
activity there is a risk that we will not be able to provide optimum care 

Jun-25
16Date of Last 

Oct-25

Financial planning includes utilisation of  
'capital freedoms' (CDEL) to increase the 
CDEL allocation to deliver our plan.
Capital planning is part of our planning 
process and based on risk assessment 
within divisions.

National / local funding rules 
/ arrangements. 

Level 1 – Data and management 
reports
• Monthly finance reports		
Level 2 – Management team and 
committee scrutiny
• summary of progress with capital 
plan/strategy implementation at Board 
/ Planning Days	
• Regular reporting to Senior 
Management Committee & Board of 
Directors		
Level 3 – External assurances
• ICB allocation - maximum capital 
freedoms

None identified

Capital bids collated 
including level of risk, 
impact on patient 
care and activity 
should the bid not be 
approved. 
Manage capital 
priorities within 
existing ICB allocation 
and support the ICB 
to deliver a compliant 
capital plan. 

Associated 
Strategic 

Objectives
To deliver excellent financial and operational performance

Executive Lead Exec Director of Finance
Responsible Board of Directors

Assurance Level High
Risk Appetite Eager

Target date for 

Reviewed Q3 25/26 / 
Within tolerance

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Capital funding Date Risk Current Risk Score

Description If we don’t receive adequate CDEL there is a risk that we won’t deliver the planned improvements resulting in delays in 
providing the best possible environment & equipment to provide care

Jun-25
5Date of Last 

Oct-25
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RISK 8

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 5 2 10 5 2 10 0 0 5 1 5

RISK 9

Target 
date for 
completi

on

L I Score L I Score L I Score L I Score L I Score L I Score
3 4 12 2 4 8 2 4 8 0 0 1 4 4

Chief Operating Officer

Emergency event

Associated 
Strategic 

Objectives
To maintain excellent operational, quality and financial performance.

Executive Lead

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Responsible Audit Committee
Assurance Level Medium

Risk Appetite Averse

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

No ability to reduce likelihood as an 
organisation, however we do have an 
Annual Assurance process that is 
externally reviewed to develop our 
Statement of Compliance
Adaptations to existing buildings / 
equipment to manage temperature rises. 
GM approach.
Business Continuity Plans (BCP) - 
regularly tested and reviewed
Extreme weather plan approved & 
published on intranet
Data Security and Protection Toolkit 
submissions with audits undertaken. 
Digital board reporting. 
Board level Senior Information Risk Owner 
in place.
Reviews of risk registers, alerts, reports, 
actions and observations
MIAA audit - Data Protection Toolkit 
(DPST) Q4 23/24

The Trust does not currently 
have cyber security 
insurance.

Level 1 – Data and management 
reports
• SDMP compliance
• BCP compliance and effectiveness
• Approved Extreme weather plan
• Regular updates from NHS Digital - 
Vulnerability Monitoring Service
Level 2 – Management team and 
committee scrutiny
• Emergency Planning & Resilience 
Committee - reporting of regular 
testing of BCP's 
• Quarterly Net Zero and Climate 
Adaptation Committee (NZACAC) 
advises Executive Director
• Annual SDMP report to MB and BoD 
(Assurance Scrutiny by Quality 
Assurance Committee)
• Statutory disclosures in Trust Annual 
Report
• Reports to Senior Management 
Comittee and Audit Committee
• Annual Assurance Report and 
Statement of Compliance- substantial 
compliance	
Level 3 – External assurances
• Internal audit of compliance with 
NHS requirements
• NHSE review of plans and progress - 
agreement of current compliance (as 
in self-assessment)
• MIAA  Data Protection Toolkit 
assessment (DPST) - Substantial 
assurance July 2024

Not at 100% 
compliance for 
self-assessment / 
external 
assessment

Developing 
methodology to 
assess carbon 
footprint in 
collaboration with 
other Trusts
Developing a CC
Annual Report - 
Check what audit 
scrutiny this receives
Review of cyber 
alerts 
Adaptation plan in 
development for 
future developments

Target date for 

Review Q3 25/26

Date Risk Current Risk Score

Description If there is a serious emergency event (pandemic/cyber-attack/extreme weather event etc) there is a risk of business disruption 
(increased staff absence, increased patient non-attendance and equipment malfunction) leading to delayed or cancelled care.

Apr-24
10Date of Last 

Oct-25

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in 
assurance

Actions to address 
gaps

Target date 
for 

implementatio
n

Research  / Education / CODU plans all 
approved and being monitored through 
divisional boards and SMC

Level 1 – Data and management 
reports
• Divisional Board reports
Level 2 – Management team and 
committee scrutiny
• Regular reports on progress to 
Board and assurance committees			
Level 3 – External assurances
• OECI accreditation	

Reviewe
d Q2 
25/26

Associated 
Strategic 

Objectives
To provide integrated clinical, research and education services

Executive Lead Chief Executive Officer
Responsible Board of Directors

Assurance Level High
Risk Appetite Averse

Integrated research, education & service Date Risk Current Risk Score

Description If our research, education and clinical services do not operate as an integrated whole there is a risk that we will not secure the 
benefits of high-quality research and education on patient care and that this will lead to less-than-optimal quality of care.  

Jun-25
8Date of Last 

Oct-25
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RISK 10

L I Score L I Score L I Score L I Score L I Score L I Score
5 5 25 1 5 5 1 5 5 0 0 1 5 5

RISK 12

L I Score L I Score L I Score L I Score L I Score L I Score
4 4 16 2 4 8 2 4 8 0 0 2 2 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Inclusive Culture Strategy developed 
through extensive engagement with staff  
and approved by Board. Board 
responsibilities outlined.
Service & Operational reviews include 
'people & culture' focus for all divisions.
Progress reports to WAC.
Divisions report staff engagement activity / 
priorities to Workforce Committee on 
rolling programme
Workforce Assurance committee recieve 
regular presentations from divisions on 
cultural activities.
Strategic Leaders Forum - scheduled 
across the year
Divisional plans in place for events and 
meetings across the year

None identified

Level 1 – Data and management 
reports
• Divisional action plans from staff 
survey
• Service & operational reviews	
Level 2 – Management team and 
committee scrutiny
• Reporting to Workforce Committee, 
Workforce Assurance Committee and 
Board of Directors
• Board development session on 
Inclusive Culture facilitated by NHS 
Providers expert Sept 2024
• Board approved Inclusive Culture 
Plan Nov 2024	
Level 3 – External assurances
• Annual CQC Staff Survey 2024 

None identified

Implementation of 
next phase of 
Inclusive Culture 
Strategy
Extension of People 
& Culture Plan

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To be an excellent place to work and attract the best staff

Executive Lead Director of Workforce
Responsible Workforce Assurance 

Assurance Level Medium
Risk Appetite Averse

Staff engagement Date Risk Current Risk Score

Description If we do not maintain levels of staff engagement there is a risk that turnover and sickness absence will increase leading to 
workforce shortages, poor staff experience and a deterioration in the quality of patient care.

Jun-25
8Date of Last 

Oct-25

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Activity plans agreed with Divisions and 
progress monitored weekly at TOG and 
monthly at Senior Management 
Committee.
Variable income performance tracked as 
part of month end financial position and 
reviewed in the clinical Divisions monthly 
financial meetings.   Development of 
mitigating strategies including efficiency 
and transformational programmes. 
Identification and consideration of new 
models of working to deliver and finance 
the Trust's strategic plan.  Agreed 
governance of VIP schemes and 
escalating VIP reporting and responsibility 
to SMC.  VIP delivery at a divisional level 
monitored via the Trusts Service 
Operational Review framework
Board has recieved monthly financial 
report showing performance
2025/26 VIP achieved from month 6 - 
focus on 2026/27

Commissioning intentions. 
Funding growth.

Level 1 – Data and management 
reports
• Monthly Divisional scrutiny of 
financial position	
• Trust Operation Group (TOG) review 
weekly	
Level 2 – Management team and 
committee scrutiny
• Reports to Senior Management 
Committee, Audit Committee and 
Board of Directors	
Level 3 – External assurances
• MIAA review of financial systems 	
• External audit of Annual Accounts	
• MIAA review of VIP programme

None identified

Complete Quality 
Impact Assessments 
for all identified 
schemes

Target date for 

Reviewed Q2 - 
achieved VIP 25/26.
Focus on VIP 26/27

Associated 
Strategic 

Objectives
To maintain excellent operational, quality and financial performance.

Executive Lead Exec Director of Finance
Responsible Board of Directors

Assurance Level High
Risk Appetite Averse

Financial balance Date Risk Current Risk Score

Description If we do not achieve the operational plan and our planned efficiency savings there is a risk that we won’t achieve financial 
balance on NHS activity.

Apr-24
15Date of Last 

Oct-25
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RISK 13

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 3 4 12 3 4 12 0 0 2 4 8

RISK 14

L I Score L I Score L I Score L I Score L I Score L I Score
3 4 12 3 3 9 3 3 9 0 0 3 1 3

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Pharmacy - TCP procurement team work 
closely with regional & national drug 
procurement teams. Mutual aid MOU in 
place in NW. Management with clinicians 
to avoid imapct on care
Medical Physics - close relationship with 
national supply chains and management of 
demand based on availability of 
radioactive materials. BCP in place for 
Radiopharmacy to maintain supplies and 
regular discussions with supplier of FDG 
for the PETCT scanner.
Procurement - policies & processes in 
place for management of supplies incl 
escalations & triggers / communication. 

National / international 
shortages / supply issues

Level 1 – Data and management 
reports
• Regular reports to relevant 
committee
• Monitoring & review by management 
team	
Level 2 – Management team and 
committee scrutiny
•  Reports to The Christie Pharmacy 
Company Board and Audit Committee,  
via Trust Drug & Therapeutics 
Committee
•  Esclations from Risk & Quality 
Governance to Senior Management 
Committee
Level 3 – External assurances
• MIAA audits commissioned to review 
specific issues where appropriate

None identified Review of alerts

Target date for 

Review Q3 25/26

Associated 
Strategic 

Objectives

To deliver safe, effective & equitable care
To deliver excellent financial and operational performance

Executive Lead Chief Operating Officer
Responsible 
Committee Audit Committee

Assurance Level

Risk Appetite Averse

Supply chain Date Risk Current Risk Score

Description If there are disruptions to the supply of essential products and services for the treatment and care of our patients, there is a 
risk of service disruption leading to delayed or cancelled care.  

Nov-24
9Date of Last 

Oct-25

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Future Christie Director and Medical 
Director in place. Director of 
Transformation appointed.
Service Planning day with senior 
leadership team.
Communication plan with wider 
organisation commenced.
Alignment of Digital & Transformation 
under Future Christie.
Year 1 objectives on track for delivery - 
patient portal / expanded AI / EPR outline 
case / staff engagement

None identified

Level 1 – Data and management 
reports
•  Exec review weekly
Level 2 – Management team and 
committee scrutiny
• Monthly to SMC and Board	
Level 3 – External assurances
•  Deliotte engaged in options appraial 
for new EPR

External 
assessment of 
capability and 
readiness to be 
developed

Development of the 
EPR OBC.
Expansion of patient 
portal adoption and 
compliance with NHS 
App standards.
Progression of data 
preparedness for JAC 
and Intelligent 
Hospital.
Broader evaluation of 
AI pilots and 
automation 
opportunities
Development of 
external partnerships 
for delivery of 
ambitions.

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To transform our services to improve access and reduce health inequalities 

Executive Lead Dir of Future Christie
Responsible 
Committee Board of Directors

Assurance Level Medium

Risk Appetite Cautious

Transformational capacity & capability Date Risk Current Risk Score

Description If we do not develop transformational capacity & capability, there is a risk that we will not transform services to improve 
access and reduce health inequalities

Jun-25
12Date of Last 

Oct-25
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RISK 15

L I Score L I Score L I Score L I Score L I Score L I Score
5 4 20 3 4 12 3 4 12 0 0 1 4 4

Scoring
Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

Actions

Key Control established Key Gaps in Controls Assurance Gaps in Actions to address 

Future Christie team leading service 
change ambitions incorporating 
technological advances with partners.
Engaing with other health providers 
around effective systems on the market.
Development of strategic outline case for 
new EPR

Recognition of fast moving 
market

Level 1 – Data and management 
reports
•  reports to Board of Directors
Level 2 – Management team and 
committee scrutiny
• Execs, SMC and Board reports
Level 3 – External assurances
• Deliotte engaged in options appraial 
for new EPR
• OECI accreditation

Development of 
full business 

cases

Seeking expertise 
internally & externally 
around best option -  
'expert customer'

Target date for 

Reviewed Q2 25/26

Associated 
Strategic 

Objectives
To transform our services to improve access and reduce health inequalities 

Executive Lead Dir of Future Christie
Responsible 
Committee Board of Directors

Assurance Level

Risk Appetite Cautious

Technological advancements Date Risk Current Risk Score

Description If we do not keep pace with technological advancements, there is a risk that we will not provide the best possible experience 
to our patients and carers

Jun-25
12Date of Last 

Oct-25
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Agenda item 40/25c 
Meeting of the Board of Directors 

Thursday 27th November 2025 
 

Subject / Title Advanced Foundation Trust Authorisation 

Author(s) 
John Wareing, Director of Strategy & Partnerships 
Chris Harrison, Executive Director 

Presented by  Roger Spencer, Chief Executive Officer 

Summary / purpose of 
paper  

To make the Board aware of the preparations being made for new 
authorisation as an Advanced NHS Foundation Trust. 
 

Recommendation(s) 

To note that the Executive Team is preparing for The Christie's 
authorisation as an Advanced NHS Foundation Trust under the revised 
framework announced in the NHS 10-year Plan and recently published 
guide for applicants. Further information will be brought to formal board 
meetings and discussed at development days. 

Background papers / 
source of assurance  

• 10 Year Health Plan for England: fit for the future - GOV.UK 
• NHS England » Medium Term Planning Framework – delivering 

change together 2026/27 to 2028/29 
• NHS England » Advanced Foundation Trust Programme – guide for 

applicants 
• Next day briefing: advanced foundation trust programme – guide for 

applicants 

EDI 
impact/considerations 

Positive EDI impact: The proposal is expected to advance equity, 
improve access, or reduce disparities for one or more protected or 
disadvantaged groups by enabling us to have continued freedom to 
develop services equitably – our application will need to be assessed 
as part of its development. 

Link to: 
• Board Assurance 

Framework 
• Trust strategy 
• Strategic objectives 
• CQC Quality 

standards 
• Regulation 

• The proposal directly addresses all the risks on the Board Assurance 
Framework (BAF) as it affects our continued ability to implement our 
strategic intentions and meet all our objectives.   

• It addresses the risk that if not redesignated as an Advanced 
Foundation Trust our levels of freedom and autonomy will be curtailed 
as we will not have demonstrated compliance with the new 
assessment criteria. 

Risk score 

If we are not able to demonstrate compliance there is a risk that our 
autonomy and freedoms will be curtailed leading to us being unable to 
fully implement our strategy with an impact on patient care, staff 
experience and system leadership.  
Impact 10 – Likelihood 2 = Inherent Risk Score 20 

Acronyms or 
abbreviations in the 
paper 

AFT:  Advanced Foundation Trust 
FT: Foundation Trust 
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Agenda item 40/25c 

Meeting of the Board of Directors  
Thursday 27th November 2025 

 
Advanced Foundation Trust Authorisation - Position Paper 

 
1 Introduction 
The Executive Team is preparing for The Christie's authorisation as an Advanced 
Foundation Trust (AFT) under the revised framework announced in the NHS 10-year Plan.  
 
Authorisation in accordance with the new standards of governance, financial discipline, and 
system collaboration will enable us to maintain the freedom to pursue our ambitious strategy 
to enhance patient services, support our staff, and provide leadership at local, regional, 
national, and international levels. 
 
A draft guide for prospective applicants has been published for consultation.  This guidance 
sets out the process for authorisation and is framed around a range of Board statements 
across the six domains of the Insightful Board.  For an AFT seeking to hold a contract for an 
integrated health organisation the guidance sets out further criteria for assessment.  The 
guidance indicates a minimum four month process from acceptance onto the pipeline to a 
decision. 
 
 
2 Strategic Context: the benefits of Advanced Foundation Trust status 
The NHS 10-Year Health Plan sets a clear expectation that all NHS providers will achieve 
AFT status by 2035. To maintain consistency, existing Foundation Trusts will need to 
demonstrate that they meet the new, more rigorous standards and therefore undergo new 
authorisation. 
 
AFT status offers a package of strategic freedoms and regulatory flexibilities aimed at 
enabling the highest-performing providers to operate with greater autonomy and impact.  
AFTs are required to deliver national planning and policy frameworks but benefit from a 
more mature, trust-based relationship with NHS England and regional teams. This shift is 
intended to protect senior leadership bandwidth, support long-term planning, and reduce 
unnecessary performance-management burden. 
 
AFTs gain much greater strategic and operational autonomy, with annual planning becoming 
a primarily strategic conversation. Oversight is lighter-touch, with plans revisited only when 
material deviation occurs. Providers are expected to focus more on local priorities, delivery 
and innovation, supported by clearer accountability with local systems. 
 
AFTs also benefit from a capability-based regulatory model. While the NHS Oversight 
Framework continues to apply, performance concerns will trigger proportionate, rules-based 
responses, with more time and flexibility to address issues. This approach is designed to 
avoid micromanagement and reinforce board-level accountability. AFT status is dynamic, 
requiring re-assessment every five years to incentivise continuous improvement. 
 
AFT status is designed to offer meaningful financial flexibilities, including the ability to retain 
and reinvest revenue surpluses from 2024/25, enhanced capital autonomy (with business 
case approval not required for capital spend up to £100m from own resources), and limited 
revenue flexibilities to support transformation. 
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Finally, AFTs are positioned to take on enhanced leadership roles locally and nationally — 
potentially holding an Integrated Health Organisation contract, leading system-wide 
programmes, supporting challenged providers, and spreading innovation. 
 
 
3 Authorisation Process 
The draft guidance sets out the eligibility criteria required to apply to be an AFT and the 
evidence required to meet the ‘bar’ against which existing organisations will be assessed.  
The diagram below details key elements of the process. 
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4 Implications for The Board 
• Strategic Positioning 

Becoming an AFT is not just an exercise in compliance – it gives us the strategic 
opportunity to shape local health systems and lead transformation across the 
populations we serve (Local, regional, national, international). 

 
• Governance Readiness 

Boards must demonstrate appropriate governance structures and cultures that 
cultivate psychological safety, courage, and collectivism. 

 
• Practical Readiness 

The Executive Team have set up a structured process for demonstrating readiness 
for designation as an AFT and are preparing a response to the proposed assessment 
criteria.  The Board will be engaged in this through formal meeting reports and 
through regular development sessions. 
 
The planned Board sessions in Q4 2025/26 are; 
­ Friday 16th January – planning session  
­ Thursday 29th January – Board meeting 
­ Friday 20th February – Board planning session  
 

 
 
5 Recommendation 
To note that the Executive Team is preparing for The Christie's authorisation as an 
Advanced Foundation Trust under the revised framework announced in the NHS 10-year 
Plan, and that further information will be brought to formal Board meetings and discussed at 
development sessions. 
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For information 
Meeting of the Board of Directors 

Thursday 27th November 2025 

Subject / Title  Christie Higher Education Institution (HEI) project 

Author(s)  Rikki Goddard-Fuller, Richard Postill, Tom Thornber 

Presented by  Rikki Goddard-Fuller 

Summary / purpose of paper 
Update on Phase 2 pre-procurement activities ; 
Summary of Phase 3 plan to procure academic 
partnership 

Recommendation(s) To note update and next steps to enable strategic aim 

Background papers / source of 
assurance  

Board HEI paper (Oct 2024) +  SMC HEI Update 
(November 2024): summary of Phase 1 activity and 
approval to progress Phase 2 pre-procurement 
preparation 

Assurance: HEI Oversight Board reporting to Senior 
Management Committee 

EDI impact/considerations 
Positive: growth in inclusive, accessible education for 
Christie staff and wider cancer care professional 
community 

Link to: 

 Board Assurance
Framework

 Trust strategy

 Strategic objectives

Leading Cancer Care; The Christie Experience; Best 
Outcomes 

BAF 9: integrated research, education & service. 

Risk score BAF Risk 9: score 8 

Acronyms or abbreviations that 
appear in the attached paper. 

HE/I: Higher Education / Institution 
OFS: Office for Students 
TEF: Teaching Excellence framework 
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For information 
Meeting of the Board of Directors 

Thursday 27th November 2025 
Christie Higher Education Institution Project - Phase 2 overview 

1. Context and background
Establishing The Christie as an approved HEI and provider represents a strategic
opportunity to strengthen our academic partnerships and reinforce our position as a centre of
excellence in cancer education.

2. Scope of the paper
Update on Phase 2 activities, insights and next steps to progress an academic partnership.

3. Key findings or insights
Market and partner analysis: strong HE market interest reflecting Christie national and
international comprehensive cancer centre status/education status and USP.

Christie Education Reconfigured: for Future HE Partnerships and student recruitment 
Pre-market engagement to assess interest, business models, and partnerships; identify and 
mitigate risks in the higher education sector. Joint venture models not favoured by HEIs. 
Target large TEF Gold vocational providers with credential support for OFS applications. 

Product design + dynamic costing model: Projected break-even on most prudent modelling 
by Year 2 and surplus thereafter with Christie ‘owned’/delivered core + option post-nominal 
model using primarily distance learning model (capital light use of existing infrastructure). 

4. Implications + next steps
Clear market, demand and academic partner interest: capitalising this opportunity has been
considered against control/ownership of venture and risk management (through choice of
partner and procurement approach using fee/student credential model).

Consideration of partnership vehicle: Securing ‘simple’ credentialling partnership via an SLA 
with The Christie retaining sole ownership presents optimal balance of managing risk, 
reward and control. NHS Procurement route recommended as initial value/income modest 
with an estimated 4 month timeline. 

Product development and student recruitment: ‘Go live’ enrolment and teaching start date of 
Q1 2027 has been identified. A detailed plan for recruitment, conversion and ongoing 
engagement of learners and partners has been developed. 

Proposal to November Senior Management Committee for Phase 3 (Procurement-based 
approach to selecting an academic partner for credentialed education and support for an 
OFS application) 

5. Recommendation
The Board of Directors is asked to note current progress and next steps.
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Supporting information and context 

Legal and financial advice: Detailed external review from KPMG and Browne Jacobson 
has been undertaken to provide full exploration of legal, regulatory, procurement and 
tax/accounting considerations for both partnership/joint venture and wholly owned operating 
models, refreshed in light of NHSE corporate costs exercise.  

This has enabled a clear position to conduct pre-market engagement and support for the 
recommendation to progress with a Christie owned partnership. 

Christie Education reconfiguration: Successful design and launch of new Christie Institute 
for Cancer Education, which has seen continued growth in footprint/learner activity and 
revenue in commercial and NHS education contract streams.  

Reconciliation of corporate costs activity completed, and academic quality/governance 
processes now instituted to support readiness for credentialed education models. 

Assurance is provided through a HEI oversight board chaired by Christie DCEO, reporting to 
Senior Management Committee.  

Dynamic costing and income modelling: a full economic costing model, based on part 
time study model with three ‘post nominal pathways’ has been developed. Modelling 
includes a range of student recruitment, operating models and fee-based scenarios: all 
break even by year 2 of the programme and generate different levels of surplus by year 3.  

Pre-market engagement - Market and product analysis. 

A detailed business intelligence review of UK/EU HEIs has been undertaken to identify 
competitors, fee schedules and vocational options in cancer education programmes which 
would be attractive to UK and international students. This review has confirmed the unique 
value position of Christie in delivery of practice centric, knowledge-based education + 
vocational study options (cf Christie observerships) within a flexible model of study.  

Product design/development work confirms a part time study/distance learning model, with 
an on-site workplace learning module (vocational observership) as optimum for a 
professional, in work, target audience. Core and options model preferred for maximum 
efficiency with post nominal routes (e.g., precision, primary care and surgical oncology) 
providing customisation routes for learners. 

Pre-market engagement – pre-procurement discussion with HEIs. 

A broader matrix of potential HEI partners for pre-market engagement selection incorporates 
parameters such as institutional size, international student focus, research intensive vs 
vocational/teaching intensive activity and existing health focus/expertise. The pre-
engagement sample drawn from HEIs with TEF Gold award status. established PG 
healthcare programmes and smaller, newer HEIs with a strong international audience willing 
to offer more ‘networked’ education. 

 

Discussions tested the concept, interest, nature of potential partnership/operating model and 
support for a Christie OFS application. Key findings: 
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• Strong approval for Christie brand, recognition of Education 
activity, authentic vocation learning, audience footprint and value/potential of a 
partnership. 

• HE sector risk/risk appetite reflected in early termination of pre-engagement 
discussion with 2 HEIs (reflected in subsequent job reduction in provision/workforce 
within these HEIs and reputational/sustainability risk) 

• Ongoing discussion with larger, well established vocationally focused TEF Gold 
providers: value of wider partnership with Christie alongside credentialling based 
model using HEI provider academic governance and award, and Christie ownership, 
design and delivery 

• Clear support for eventual OFS application but preference for continued longer term 
working within strategic partnership. 

• No appetite for shared risk/reward type models (e.g., Joint ventures) reflective of 
wider sector position. Initial fee/student credentialling models favoured. 

Implications + next steps 

• Strong evidence of an established market (which The Christie is already engaged 
with currently through CPD offerings), demand and academic partner interest: 
capitalising this opportunity has been considered against control/ownership of 
venture and risk management (through choice of partner and procurement approach 
using fee/student credential model).  

• Consideration of partnership vehicle: A Joint Venture model not currently favoured in 
pre-engagement by HEIs sampled. Securing ‘simple’ credentialling partnership via an 
SLA with The Christie retaining sole ownership presents optimal balance of 
managing risk, reward and control and moving forward. NHS Procurement is 
suggested due to modest projected value and a 4-month timeline currently estimated 
for conclusion. 

• Student recruitment: Based on marketing and recruitment timescales and academic 
governance processes within a HEI partner, a ‘go live’ enrolment and teaching start 
date of Q1 2027 has been identified. A detailed plan for recruitment, conversion and 
ongoing engagement of learners and partners has been developed. 

A business case will be developed before the conclusion of the procurement exercise which 
will include any ‘Year Zero’ activity required for readiness for delivery.  
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