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Board of Directors meeting

Thursday 26" June 2025 at 12.45 pm
Trust meeting room

Agenda

Patient story / clinical presentation: PLACE assessment — Rosie Gill, Soft Facilities Manager and
Brian Turner, patient assessor

30 mins

Public items Decision Lead Page Timing
20/25 Standard business

a Apologies Chair

b Declarations of interest Chair

¢ Minutes of previous meeting — 24" April 2025 Approve * Chair 2 5 mins

d Action plan rolling programme, action log & matters Review * CEO 9

arising

21/25 Performance & finance

a Trust report Review * Execs 13

b Integrated performance quality & finance report Review *Ip 010]0) 22 20 mins

¢ Value Improvement Programme update Review * 010]0) 54
22/25 Strategy

a Strategic & annual objectives 2025/26 & draft BAF Approve * CEO 59 10 mins
23/25 Culture

a Future Christie programme progress report Review *Ip DFC 72 10 mins

24/25 Governance (regulatory / statutory compliance)

a Reports from committees * Committee

« Audit Committee — April 2025 Review chair [0 O mins
b Board assurance framework Review * CEO 82 5 mins
¢ Annual compliance with the CQC requirements Approve * ECN 93 5 mins
d Annual report and accounts 2024/25 Approve # CEO 2 mins
25/25 Any other business
Date and time of the next meeting
Thursday 25 September 2025 at 12:45pm
D/CEO  Deputy / Chief Executive Officer * paper attached
DFC Director of Future Christie v verbal
ECN Executive Chief Nurse p presentation

COO Chief Operating Officer
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Public meeting of the Board of Directors
Thursday 24" April 2025 at 12.45 pm
Trust Meeting Room

Present: Chair: Edward Astle (EA), Chairman
Roger Spencer (RS), Chief Executive Officer
Tarun Kapur (TK), Non-Executive Director
Alveena Malik (AM), Non-Executive Director
Grenville Page (GP), Non-Executive Director
Sarah Corcoran (SC), Non-Executive Director
Roy Dudley-Southern (RDS), Non-Executive Director
Prof Chris Harrison (CJH), Executive Director / Deputy CEO
Vicky Sharples (VS), Executive Chief Nurse
Claire McPeake (CM), Interim Chief Operating Officer
Sally Parkinson (SP), Executive Director of Finance
Dr Neil Bayman (NB), Executive Medical Director
Prof Rikki Goddard-Fuller (RGF), Director of Education
Eve Lightfoot (EL), Director of Workforce
John Wareing (JW), Director of Strategy
Tom Thornber (TT), Director of Future Christie
Prof Fiona Blackhall (FB), Director of Research

Minutes: Louise Westcott, Company Secretary

In attendance: Jo D’Arcy, Assistant Company Secretary
Geraldine Vesey, Comms Manager
Darren Buckley, Siemens Health engineers
Jane Kimberley, Freedom to Speak Up Guardian (to 3" March)
Fi Jenkinson, Freedom to Speak Up Guardian (from 3™ March)

Clinical presentation: Haematology, with a focus on Christie@ Macclesfield and the overarching
Haematology strategy - Faye Sharpley, Clinical Director for Haematology and David, a patient.

FS introduced herself and David her patient who she sees at Macclesfield.

Haematology is unique and doesn't fit the model that solid tumours do. Haematologists are
clinicians and laboratory specialists. Haematologists are doctors of blood disorders — covers
cancers and non-cancers. Some patients are treated with bone marrow transplant which is stem
cells. Most of the time is spent in the laboratory, haematologists also provide advice and guidance
to GPs and medics.

Haematology has expanded from the main site to Tameside, Macclesfield and now Leighton.
Initially 4 consultants, now 14 + 1 specialist doctor on main site plus other staff.

The Christie Haematology service acts as a tertiary referral centre serving 3.2 million people. The
main site currently sees approximately 500-600 new patients, 12-13,000 follow up patients and
admits around 1000 patients per year. 4500 outpatient SACT deliveries per year. Outpatient
haematology services are provided by the Haematology and Transplant Day Unit (HTDU) and the
ambulatory care facility, they provide level 3 care. Inpatient services for both adults and Teenage
and Young Adult (TYA) patients are provided by the 31 bedded Palatine Treatment Ward, and the
4 bedded Withington Ward. Currently 14 consultants, 1 specialist doctor, & 8 Resident Doctors
(SpR/IMT)

Tameside — serves approx. 250,000 people. Provides lowest level of haematology care and has no
IP beds. Approximately 450 new patients, 5000 follow-up patients, 530 SACT treatment deliveries
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per year. There are also 6 chemo chairs, and it’s staffed by 2 consultants, 1 ANP, 2 CNS’s and 1
HCA.

Macclesfield serves a population of 450,000 people. New building provides 400 new OP and 4000
FU appts, lots of chemo delivered in 16 chairs - 1700 treatments per year and no beds. Level 2
care. There are 3 consultants, 1 ANP, 1 CNS and 1 HCA.

Leighton serves a population of 320,000 people. Delivers 1,100 new appts, 10,000 FU’s and 1800
SACT deliveries per year. There are 10 chemotherapy chairs and no haematology beds and
delivers level 2a care. Busy unit — there are 5 consultants, 2 ANPs and 3 CNS’s.

Planned expansion of the service is due to benefits for patients in local area, who can now access
Christie quality care closer to home. Can also appoint to posts where previously organisations
have struggled to staff these services. FS outlined how we are now impacted by the FDS target,
and this is now improving under Christie management. Patients can now more easily be referred
for transplant, CAR-T or trials. Looking to reduce healthcare inequalities by working in these areas
and providing more stability for the service. Allows collaboration with local agencies.

Risks include workforce — people don’t want to be haematologists, very difficult to recruit. We now
also have to address the FDS as we didn’t have to do this previously as a tertiary centre. Reliance
on DGH infrastructure — for example scanning. Capacity at other sites is limited and can be
difficult. Non-malignant haematology also being looked after at other sites and there is an impact
on other services like pharmacy, hotline and inpatient services.

FS outlined how the whole department were asked about strengths and weaknesses as well as
opportunities and threats. These were summarised.

Other sites fit into the overall Trust strategy for providing local & specialist care. Haematology
strategy focuses on optimising each site as a ‘centre of excellence’ — they are all different.
Macclesfield example — bid for money as ‘Centre of Ageing Excellence’ to offer trials to older
populations. Tameside want to treat lymphoma patients to reduce pressure on main site. Leighton
— looking at focus of cellular therapy and to provide more capacity.

Things that would help were outlined — better public engagement in local areas, media/comms to
raise profile of the centres, better assessment of outcomes to prove success.

Aspirations were outlined — taking on the service at Stepping Hill — this may be less of a risk as
they have an existing workforce, there are questions around whether we have reached our limit,
and whether this will increase pressure on the main site.

FS introduced David who was previously being treated at East Cheshire, was diagnosed by the
Christie at Macclesfield and was very unwell on diagnosis. He has seen changes to the way the
service is delivered.

David described being diagnosed with Myeloma whilst he was an inpatient. Felt Faye was more
like a friend than a doctor and was very clear about what was happening and what could be done.
Constant monitoring and always someone to answer questions — all treatments on time apart from
one and apology given when that happened. Constant updates around movement of treatment
from infusions to tablets. Given a choice as to whether to continue with consultant appointments or
move to appointments with the senior pharmacist, Hannah, this has been the case for a while and
that’s working very well. Bloods, telephone consultation every 4 weeks and then every 8 weeks,
Great feedback from Hannah. Always feels there is time for him to talk. Very happy with the care,
cannot fault the treatment from Christie at Macclesfield.

Questions.

TT asked about the move to phone consultations. David described that this is much easier and
less problematic for parking, travel etc. Always starts the call with reassurance to allay fears.
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CH asked how long it takes to get to Macclesfield and The Christie main site. David said takes 20
mins to get to Macclesfield and his family can collect drugs for him from there. Would take about
45 mins to get to travel to the main site.

CH asked FS about workforce issues and lack of haematologists and what could be done. FS

noted there are more training numbers, but lots are retiring. Haematologists don’t have to be the
medical registrar so this may help, need more engagement at medical trainee level.

Noted that the situation of cover is better than in previous times.

GP asked about when trainees can be made aware of haematology as a specialty. FS responded
that this could happen at medical school but more can be done. Agreed that we can help to
influence this.

EA thanked FS and David for coming to present to Board.

Item Action
14/25 | Standard business
a | Apologies
Dr Diana Tait (DT), Non-Executive Director, Jeanette Livings (JL), Director of
Communications
b | Declarations of Interest
None noted.
¢ | Minutes of the previous meeting — 27" March 2025
The minutes were accepted as a correct record.
d | Action plan rolling programme, action log & matters arising
All items from the rolling programme are complete or noted on the agenda.
15/25 | Performance & Finance
a | Trust Report
¢ RS confirmed that we continue to achieve the cancer waiting time targets.
e Quality indicators are all stable and no issues to escalate.
¢ Financial position has been achieved and we finished the year having exceeded
the plan against a very difficult system position. Closing position is a £15m
surplus, £7m better than plan.
¢ Noted the new Oversight Framework will start to be tested in Q1. New metrics
will be reported going forward. Using the new framework would put us in
segment 1 (best possible).
¢ Significant increase in challenge coming in the system. Delivery of performance
going forward will continue to be very difficult.
e FDS target pressure has increased with takeover of the Leighton service. Impact
is being managed and is anticipated to improve.
e Query about presentation of FDS performance to show where the issues are. CM

Validation of activity is taking place.

e Haematology patients are being moved around the network to be given the next
available appointment to make things more efficient for patients.

¢ Discussion on impact of changes in the system of NHSE / ICB oversight and
providers being asked to take on more responsibility. Haematology is a good
example of this. Discussions continue nationally. We need to be agile.
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¢ TK noted that we have concluded the process for the replacement of EA, Joe
Rafferty has been appointed.

¢ In the process of recruitment for a new non-executive director to replace TK.

e Board approved the Modern Slavery statement for 2025/26 noting that Audit
Committee oversees compliance with this through MIAA internal audits

Approved

b | Planning update 2025/26

e Financial & operational plan approved March 25.
o Revenue £7.5m
o Capital £51m (incl £15m performance capital)
o VIP £25m (5.9%)

e Letter 7™ April from NHSE CEO Jim Mackey asking all providers to reduce
corporate costs by 50% by December 2025.

¢ This equates to £6m for us. Delivery plan by end of May with full savings by Dec
2025. Hugely challenging. Based on a corporate services return.

e Board requested to approve delivery plan in May

e Staff in scope were clarified — procurement, finance, HR, digital, quality &
governance, corporate development and comms & marketing.

e Non-pay changes have been made — catering, taxi use etc.

e Context — huge numbers of staff are being made redundant in the system and we
are not suggesting this at this point.

e There are opportunities for our education function in this.

¢ Discussions are taking place across the system around reduction and
consolidation.

o Corporate vacancies have been paused and all vacancies will go through a
vacancy control panel process.

e This is part of a much bigger picture in the NHS, we have an immediate
challenge but there will be more to come.

e Messaging to staff is very difficult and the impact may be seen in future feedback.
This is an unprecedented situation.

¢ | Standing Financial Instructions (SFI’s)

e SP noted the updated SFI's and detailed scheme of delegation (DSoD) that have
been scrutinised by the Audit Committee.

e Changes made are in line with new procurement guidelines and committee name
changes and these are highlighted in the paper.

e Board were asked to approve the SFI's and DSoD based on changes and
amendments agreed through Audit Committee

Approved

16/25 | Strategy

a | Risk Management Strategy annual review

e Paper closes off previous strategy prior to move to the new strategy.

¢ Summary tables indicate actions are closed and new strategy now in place and
has started reporting from this month.
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Board acknowledged good progress.
Review of new strategy will come to a future meeting.

Annual corporate objectives

Paper summarises annual objectives completed in the previous year (2024/25).
No issues to escalate to Board. Some items roll into this year e.g. OECI
accreditation.

May Planning Day will look at next years corporate and annual objectives.

Health inequalities self-assessment was discussed, and ongoing work is
identified in an action plan. This will be reported to a future Board.

Timeframes for progress with Higher Education Institute (HEI) status outlined, by
Q2/Q3 this year will understand move to new set up for education function and
then procurement will begin to get an HEI partner. Noted that the Office for
Students is not taking new applications now.

Board to be updated on options ahead of formal approvals

RGF

Future Christie update

Approach to organisational change and planning for 2025/26 — need to increase
the pace of change with total adoption of schemes across the Trust.

Focused resource on fewer but significant changes — must remove current
practices and have universal application.

Timeframes outlined for real time patient interface; patient correspondence
available on the same day. This is very challenging and looking at short term
impact — within 3 months.

Acknowledgement of requirement to make change and staff need to be
supported to deliver.

Looking for a Future Christie Medical Director and an Associate Director of
Transformation to deliver this.

Marsden collaboration outlined — service collaboration focus e.g. remote support
for SACT, ANP models of development, Pharmacy SACT screening
collaboration to catalyse roll out.

De risk change by collaborative approach and commitment to innovate and
provide leadership going forward.

Looking at engaging private partnerships to escalate innovation.

Some clarity around how things will look in the next 5 years but subject to
national impact.

17/25

Culture

Freedom to Speak Up Guardian report

Jane Kimberley introduced herself as FTSUG for a cover period, Fi Jenkinson is
now in post.

JK will maintain competency to cover for FJ when she starts in the role.

Contacts were outlined by time over 5 years — year on year increase seen that’s
in line with national picture from this period. Contacts have increased for
identifiable reasons over time e.g. covid / CQC / culture audit.

Concerns were summarised with 48% relating to attitudes & behaviours / 31%
relating to policies, procedures and processes. This is about robust and fair
application. Training being put in to support improvement.
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e Manager training / PSIRF also really helping with culture to support freedom to
speak.

o Latest staff survey results show an improvement — much better in some
questions. Have a consistent high ranking comparably. Work we have done has
shown an impact.

o Gaps in who is speaking up looked at with aim to address these. Inclusive
Culture Strategy and FTSU action plan will focus on this work. More FTSU
champions in these staff groups happening.

e Achievements outlined — guide for managers will be launched soon, embedding
of PSIRF principles & culture, freedom to speak up month where activities
focussed on listening and the progression of Respectful Resolutions.

e Benchmarking shows good improvement & consistency — setting example to
empower staff, importance of listening and supporting managers & leaders,
targeting barriers to speaking up, sharing positive experiences will help continue
this progress.

e Comment that improvement is great. Is there an aspiration to achieve a
particular level of feedback. Year on year improvement would be good.

¢ Acknowledgement of external factors impacting these results — financial
constraints coming will likely have a negative impact.

¢ Response to concerns are appropriate, we have had very good feedback for
some cases, some are more complex but generally positive. It feels like
leadership are taking this very seriously.

e Expectations of the process and whether we message this well to staff
discussed. May need to do more to manage expectations and this will be part of
the focus going forward — this is what it can do / options that may come out of
the concern being raised outlined. Want to give clear options for staff on what
the process can do.

¢ RS thanked JK for stepping in while we went through the recruitment process
and for doing a fantastic job.

o Noted that the level of improvement in staff survey is excellent.

18/25 | Governance (regulatory / statutory compliance)

a | Reports from Committees

i | Workforce Assurance Committee — March 2025

¢ TK summarised the report noting that assurance levels are medium for many
areas as work is in progress.

¢ Role essential training — management of data has been an issue so move to old
system has delayed progress. This is not about the delivery of training to staff
but the recording.

Noted

ii | Quality Assurance Committee — March 2025

e SC summarised the report.

e Alert the Board on patient demographics / data quality — low assurance as slow
progress and some unknowns about what is missing. Committee have asked for
this to come back for further scrutiny on progress.

¢ New operational risk on the aseptic unit, action plan provided good assurance
and will be monitored.
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Noted

iii | Audit committee — April 2025

e Formal report to next committee.

e End of year governance is underway. Reviews of reports and accounts are all on
track and no delays are anticipated.

e Head of Internal Audit review for last year was substantial.

e Good progress on internal audit actions — iQemo action highlighted. Review
required for next meeting. Noted that management actions / timeframes must be
realistic.

e Supply chain discussed, senior team looking at issues impacted by global
factors.

e Agreed by committee that not having a separate Finance & Investment
Committee is the correct approach and the full Board should continue to see this
detail.

Noted

b | Board Assurance Framework

¢ Updates and amendments outlined in the paper including changes to risk scores
and additions of detail in controls, gaps and assurances.

e Q4 risk scores added

e Legal & regulatory risk has been disaggregated but there is scope to further
narrow the risk definitions

e May Planning Day will include the risk to annual objectives for the coming period.

¢ | Register of matters approved by the Board

e Summary of the matters approved by Board in 2024/25 noted and approved.
Approved

d | Self-certification declarations

¢ Noted and approved
Approved

e | Trust nomination of Charity Trustee

¢ Noted and approved
Approved

19/25 | Any other business

e No items noted

20/25 | Date and time of the next meeting

Thursday 26" June 2025 at 12:45pm

Papers for information only

Integrated performance, quality & finance report
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Agenda item 20/25d

Month From Agenda No Catego Issue Responsible Director Action To Agenda no
y
C [Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P |Integrated performance & quality report and finance report COO Monthly report 21-25b
Annual reporting cycle G [Annual reports from audit, quality and workforce assurance committees Committee chairs Assurance Joint Audit/Quality
June 2025 Annual reporting cycle G |[Annual compliance with the CQC requirements ECN Declaration / approval 24-25¢
P |Value Improvement Programme COO Review 21-25b
Annual reporting cycle G |Annual report, financial statements and quality accounts (incl Annual EDoF Approve separate pack
governance statement / Statement on code of governance)
July 2025 - no meeting P |Integrated performance & quality report and finance report COO Monthly report By email
Planning & Development Day S |Service Review day with senior leadership teams
August 2025 - no meeting P |Integrated performance & quality report and finance report COO0 Monthly report By email
C |Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P [Integrated performance & quality report and finance report COO Monthly report For information
September 2025 C/P |Health inequalities self -assessment DCEO Review
P |Value Improvement Programme COO Review
P |Quality Strategy update ECN Review
Development session S |Strategy / planning




Month From Agenda No Catego Issue Responsible Director Action To Agenda no
y
C |Patient story CEO To hear a patient story Board presentation
October 2025 P [Integrated performance & quality report and finance report CO0 Monthly report For information
P |EPRR Compliance statement CO0O Approve
C [Freedom to speak up guardian FTSUG Annual report
. S _|Planning with Divisional leadership teams
Planning & Development Day S [Strategy deep dive
C [Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P |Integrated performance & quality report and finance report CO0 Monthly report For information
S |Strategy update DoS Six month review
November 2025 S _|Inclusive Culture strategy DoW Approve
P |Digital Strategy update DCEO/CIO Annual Review
Annual reporting cycle P ]Interim review of annual objectives CEO Review progress
S |Annual Sustainabiltiy Report - Boards responsibility for Carbon Net Zero DCEO Note approval by Audit Committee For information
December 2025 - no meeting P [Integrated performance & quality report and finance report COO Monthly report By email
Planning & Development / S |Board planning
Council of Governors Day S |Council / Board - strategy update
C |Patient story CEO To hear a patient story Board presentation
January 2026 Annual reporting cycle P |Integrated performance report COO Monthly report For information
P |Value Improvement Programme COO Review
P |Integrated performance & quality report and finance report COO Monthly report By email
February 2026 - no meetin Annual reporting cycle G |Letter of representation & independence Chair
y 9 Annual reporting cycle G |Register of directors interests / FPPT annual declaration Chair Circulate By email
Annual reporting cycle G |Declaration of independence (non-executive directors only) Chair
. S |Planning
Planning & Development Day S [Strategy deep dive
C [Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P |Integrated performance & quality report and finance report COO Monthly report For information
Annual reporting cycle G__|Annual reporting cycle Executive directors Approve
P Trust Strategy Update DoS Review
March 2026 C |Culture update DCEO/DoW Approve
G |BAF review CEO Review
C |Staff survey initial results DoW Note
Annual reporting cycle G |FPPT Compliance report Chair Approve annual compliance
C |Patient story CEO To hear a patient story Board presentation
Annual reporting cycle P |Integrated performance & quality report and finance report COO0 Monthly report For information
G |Register of matters approved by the board CEO Note April 2023 to March 2024
Provider licence G _|Self certification declarations CEO To approve the declarations
April 2026 Annual reporting cycle S |Annual Corporate Objectives review / BAF 2024/25 CEO Review progress
G_|Modern Slavery Act statement CEO Approve
G [Standing Financial Instructions (SFI's) DoF Approve
C [Freedom to speak up Guardian report FTSUG 6 monthly update
Annual reporting cycle P [Risk Management strategy 2024-25 annual review ECN Annual Review

10




Month From Agenda No Catego Issue Responsible Director Action To Agenda no
y
May 2026 - no meeting Annual reporting cycle P |Integrated performance & quality report and finance report COO Monthly report By email
G |BAF review CEO Review
Planning & Development Day S |Planning

v
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Agenda item: 20/25d

Action log following the Board of Directors meetings held on Thursday 24" April 2025

No. | Agenda Action By who Progress Board review
Show breakdown of FDS performance to show
1 15/25a where delays are in haematology CM Complete Trust Report June Board
5 16/25b Board to be updated on Higher Education Institute RGF Work progressing To be presented prior to

(HEI) options ahead of formal approvals

approvals

12
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Agenda 21/25a

Meeting of the Board of Directors

Thursday 26" June 2025

Subject / Title

Trust report

Author(s)

Executive Directors

Presented by

Roger Spencer, Chief Executive

Summary / purpose of paper

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

Recommendation(s)

The board is asked to note the contents of the paper.

Background Papers

Integrated Performance, Quality and Finance Report

Finance Report

Risk Score

See Board Assurance Framework

EDI impact / considerations

Link to:
» Trust’s Strategic Direction

» Corporate Objectives

Achievement of corporate plan and objectives

You are reminded not to use
acronyms or abbreviations
wherever possible. However,
if they appear in the attached
paper, please list them in the
adjacent box.

CEO Chief Executive Officer

MCRC  Manchester Cancer Research Centre
NHSE NHS England

cQcC Care Quality Commission

GM Greater Manchester

ICB Integrated Care Board

ICS Integrated Care System

VIP Value Improvement Programme

CDEL Capital Departmental Expenditure Limit

13
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Trust Report

June 2025 (May data)
Board Scorecard
Current National Oversight Framework (NOF) Score 2
CQC Rating Good
Indicative scoring (PAF)
Indicator Q1 Q2 Q3 Q4
2024125 | 5126 | 25/26 | 2526 | 2526

Operating priorities (elective / cancer) 1

Outcomes 1

Quality & inequalities (experience/workforce/safety/inequalities) 1

Productivity & value for money (finance & efficiency/productivity) 1

1 best 5 worst

Executive Summary

We are rated Good overall by the CQC.
We are in segment 2 of the System Oversight Framework.

Patient quality indicators for May show no significant adverse variances and no issues
for escalation. We remain high reporting and low harm.

Performance in May for the 62-day consolidated cancer standard was 68.5% which is
below the operating plan standard of 75%, we do not anticipate achieving the standard
for Q1.

6 operational risks are scored at 15 or above on the risk register.

Cumulative financial performance at the end of May (Month 02) is a (£1.2m) surplus
against a planned (£1.3m) surplus. This is an adverse variance of £0.1m to plan.

Key financial performance indicators in month 02 show one material adverse variance
to plan; the level of recurrent VIP delivered being £8.6m identified so far against a
£12.6m annual target.

Workforce indicators for May show a decrease in sickness absence rates from the
previous month.

PDR performance and mandatory training performance is over the required thresholds.
Capital schemes are progressing to plan across the Trust.
New NHSE Performance Assessment Framework delivery metrics outlined

Quality of Care

Indicators of the Safety and Effectiveness of our services showed no significant adverse
variances in May. Details of May quality indicators are given in the Integrated Performance,
Quality and Finance Report.

Pressure ulcers and falls were in line with internally set trajectory in May. There were 12

complaints in May which is slightly below average. The number of contacts with the Patient

Advice and Liaison Service (PALS) service in May was 44 which is higher than average.

Nurse staffing numbers met the levels to ensure appropriate levels of safety and care with

indicative staffing to maintain a 1:8 nurse to patient ratio which is nationally recommended.

6 operational risks are scored at 15 or above on the risk register. These are monitored by

the Risk & Quality Governance Committee to ensure that appropriate controls are in place

and reviewed by the board’s assurance committees to provide assurance to the board:

14
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1. Not identifying and delivering 2025/26 recurrent VIP programme impacting on financial
sustainability and ability to treat patients (16)

2. There is a risk of a patient inadvertently receiving an unintended blood component or
product (15)

3. There is arisk to treatment delivery due to the Aseptic service’s workforce recruitment
and retention (15)

4. Breach of trust compliance target 28-day Faster Diagnosis Standard (FDS) for patients
with a possible haematology malignancy (15)

5. There is a risk to patient safety & experience due to issues relating to lack of visibility of
virology blood tests sent externally to MFT (15)

6. There is a risk to patient safety & experience due to issues relating to requesting &
resulting of blood tests sent externally to MFT (15)

Operational Performance

The 62-day standard is a barometer of how well the system is performing with cancer

pathways, a third of all our patient referrals are relevant to this standard. Currently 25% of

patients have already exceeded a 62 day wait before referral to the Christie. The Trust
compliance at the end of May against the 2 key cancer standards was;

e 62-day consolidated standard: Performance was 68.5% with a requirement to reach the
75% target by March ‘26. We are embedding a structured, accountable recovery
programme for 62 days with an objective to achieve the standard by the close of quarter
2. There are three areas of strategic focus:

o End to end pathway redesign — mapping and removing delays with closer
working with our system partners

o Capacity and productivity. Maximising theatre use and making best use of mutual
aid

o Digital and data maturity — tracking of pathways, optimised operational
dashboards with early breach warnings

e Faster Diagnosis Standard (FDS): Performance was 82.6% against the 80% threshold
which measures initial referral to diagnosis.

The majority of Christie referred patients are monitored via the 31-day standard (decision to

treat to treatment start).

¢ We have continued to achieve the 31-day standard for treatment to start within 31 days of
the decision to treat at 97.9% against a target of 96%.

During May there were 4 operations cancelled on the day for non-clinical reasons. They

were all rebooked within 28 days.

Financial Performance
Revenue: Financial performance is broadly in line with plan as illustrated in the table below;
£1.2m surplus against a £1.3m planned surplus position.

15
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Month 02 YTD position Annual Plan | YTD Budget | YTD Actual

Clinical Income (466,475) (77,746) (75,987) 1,759
Other Income (80,458) (13,367) (12,891) 477
Pay 264,174 43,159 42,194 (965)
Non Pay (incl drugs) 256,452 43,569 42,048 (1,521)
Operating (Surplus) / Deficit (26,307) (4,384) (4,636) (252)
Finance expenses/ income 23,089 3,848 4,229 381
(Surplus) / Deficit (3,218) (536) (407) 129
Exclude impairments/ charitably funded capital donations (4,282) (714) (759) (45)
Adjusted financial performance (Surplus) / Deficit (7,500) (1,250) (1,166) 84

The variances in the figures above are likely to be as a result of phasing of the plan. Further
analysis will be undertaken at the end of the first quarter (month 3).

Capital: The capital plan for 2025-26 is £51.1m, subject to confirmation by NHS England. At
month 2 the expenditure is £1.2m against the in-month plan of £0.6m, this is not a material
variance and relates to phasing differences between the plan and actual expenditure.

Value Improvement Programme. The annual VIP target of £25.3m is split into a £12.7m
recurrent target and a £12.6m non-recurrent target. The level of recurrent VIP identified to
date is £8.6m, which reduces to £7.2m after applying a RAG risk rating, giving a recurrent
shortfall of £4.1m (£5.5m shortfall against RAG rated value).

The level of non-recurrent VIP identified to date is £13.7m, exceeding plan by £1.1m. Year
to date, £4.2m has been delivered against a target of £4.2m.

KPIs: Variances from the planned financial performance against key measures include the
level of recurrent VIP identified to date. As shown in the table, there are no other material
variances:

Measure of Financial Performance Red / Amber / Green rating
Revenue: Trust Control Total compared to plan £0.1m over plan
Capital: Capital expenditure against plan £0.6m over plan
VIP identified (recurrent) against target of £12.6m —
Debtor days compared to 15-day target 13 days
Cash balance £118.4m
Better Payment Practice Code (95% target) 98%

Workforce

Our workforce performance indicators show mandatory training compliance and personal
development plan rates are both above (better than) thresholds at 93.9% and 87.4%
respectively. Sickness absence rates have decreased slightly in May to 4.11% (threshold of
4.25%). The overall all year turnover is 11.45%. These issues and the associated plans for
improvement have been considered by the Workforce Assurance Committee.

The staff network groups have been running several Lunch and Learn sessions during June
to continue with our theme from the recent EDI celebration event, 'Embracing our
commUNITY". Topics included ‘Unseen struggles: hidden disabilities in the workplace’ and
‘Keeping the faith’.


https://hive.xchristie.nhs.uk/Interact/Pages/Content/Document.aspx?id=26684
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June is international lesbian, gay, bisexual and transgender (LGBTQ+) Pride Month.

Throughout the month, members of the Rainbow LGBTQ+ staff network group will be using

HIVE to share their personal stories about what Pride means to them, some of the history
around the importance of Pride and resources and support for those that would like more

information or to be involved.

There are also several activities going on throughout the month. Everyone is welcome at all
of these, so please drop by. See HIVE - LGBTQ+ Pride Month at The Christie for more

details.

Confirmation of NHS pay award 2025/26
All NHS staff will receive pay rises for the second consecutive year. These awards will be

backdated to 1 April 2025.

Staff can visit the relevant link for your staff group for more details:

e Agenda for change staff
o Resident doctors
o Other doctors and dentists

Pay award by staff groups for England

PRB Range of Estimated

Staff Group / Contract Recommendation| Basic Pay |Average Basic

for Basic Pay Uplifts Pay Uplift
Consultants 4% 4% 4%
Resident Doctors 4% + £750 5.1% - 6.0% 5.4%
SAS Doctors (Specialty & Specialist) 4% 4% 4%
Agenda for Change 3.6% 3.6% 3.6%
ESMs & VSMs 3.25% 3.25% 3.25%

At present, we are awaiting confirmation as to when these changes will be processed and
reflected in staff pay. We will share further updates as soon as we have them.

Upcoming publication of new national job profiles for nursing roles

The NHS staff council and its job evaluation subgroup (JEG) have completed a review of the
national job matching profiles for nursing and midwifery and have published new profiles.
The changes are largely updated language and providing additional narrative examples of
the factor levels. The updated profiles also have a 'new look' to make them easier to
understand for those who are not trained in job evaluation.

We have created a task and finish group to manage implementation. Membership includes
HR staff, nurse senior managers and staff side colleagues. Once published, the new profiles
may have implications for how roles are banded across nursing posts. Key points to be
aware of:

 No immediate change to your role or banding: Your current duties,
responsibilities, and pay band remain in place unless formally reviewed through the
usual job evaluation processes.

o Possible banding reviews: Some posts may be reviewed locally in light of the new
profiles. If a review is considered appropriate, you will be fully informed and
supported throughout the process.

e Support and guidance: We are working closely with HR and staff side
representatives to ensure a clear and fair approach to any local implementation.
Further guidance will be shared as soon as the national profiles are published.

In the meantime, if you have any questions or concerns, please speak to your line manager
or union representative.
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flinks-1.govdelivery.com%2FCL0%2Fhttps%3A%252F%252Fwww.gov.uk%252Fgovernment%252Fpublications%252Fnhs-pay-awards-2025-to-2026-resident-doctors%2F1%2F010001971114a1cf-6693ccfb-675e-49c6-abe2-9e2ca293d824-000000%2F3Tcs3dMyRMf0hzgjUQr7fVMpfdSeCrLmft01UBAFJIo%3D406&data=05%7C02%7Cdavid.smithson%40nhs.net%7C0faec0db75fa46d5c50208dd9d012e2e%7C37c354b285b047f5b22207b48d774ee3%7C0%7C1%7C638839350601936553%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=JC3a9Dzsn0FJ6NALmzJ%2BTBRfEaQkSE0ng%2Bkh%2Bks%2FqAA%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Flinks-1.govdelivery.com%2FCL0%2Fhttps%3A%252F%252Fwww.gov.uk%252Fgovernment%252Fpublications%252Fnhs-pay-awards-2025-to-2026-doctors-and-dentists%2F1%2F010001971114a1cf-6693ccfb-675e-49c6-abe2-9e2ca293d824-000000%2Ffoh47W5E3fwRKQcYUtN1icT_lRorFZfwBdPv_toef3k%3D406&data=05%7C02%7Cdavid.smithson%40nhs.net%7C0faec0db75fa46d5c50208dd9d012e2e%7C37c354b285b047f5b22207b48d774ee3%7C0%7C1%7C638839350601949212%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=XgS49MRVxrYgvzRgVCY0EglGTyIj79gfZBvOEyokHog%3D&reserved=0
https://www.nhsemployers.org/news/updated-profiles-nursing-and-midwifery#:%7E:text=The%20NHS%20Staff%20Council%20has%20agreed%20the%20changes,the%20evolution%20of%20each%20profile%20throughout%20the%20review.
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Research
National targets for set up of clinical trials are becoming increasingly important and is a key
focus of the divisions work over the coming quarter. Weekly huddles have been
implemented which allows us to focus on how we can improve our study set up process by
becoming more efficient and also ensuring our trial set up activity is given the priority it
requires. This includes a balance of ‘quick win’ changes and focus on process change. As
part of this piece of work, and the move to a new Local Portfolio Management system called
EDGE, we will be visiting some external organisations including The Marsden to learn about
their processes, benchmark our practices and inform our set up metrics.

The Breast team achieved a 30-day set up time on a study with Pfizer, this was applauded
by the company as gold standard, and we are reviewing this project timeline as part of our
wider set-up work.

Our pipelines remain stable with consistent number of trials entering set up, active recruitment
and follow-up each month. Below shows the data for May 2025, showing 88 studies in set up.

Study portfolio details — April 2025

Data extract from 06/05/2025.

Started n Opened to m Closed to m

setu :
i In Set up [EEhE Open recruitment Follow up

. | 1
| 1 1

The R&l Division had 20 posters showcased at the RDF forum in May across a variety of
topics including implementation of PSIRF, student sandwich placements and sustainability
process, and our successful implementation of the National funding contract for commercial
research.

A consultation process is being developed for planning to operate our Clinical Research
Facility (CRF) as a 24/7 service. This is being completed in stages and will involve
agreement and arrangement of weekend medical cover.

On June 18", alongside Cancer Research UK and The University of Manchester we
announced the appointment of Professor Samra Turajlic as the Director of the Cancer
Research UK Manchester Institute. Professor Turajlic has been an independent research
group leader at the Francis Crick Institute since 2019 and is a consultant medical oncologist
at The Royal Marsden NHS Foundation Trust. She is expected to take up her new position in
September 2025. samra-turajlic-appointed-new-director-of-cruk-manchester-institute

Education

The first of the monthly Education drop in’s took place on June 12" focusing on supporting
Christie colleagues and their line managers to access a growing portfolio of professional
development opportunities and engagement events. Christie Institute for Cancer Education
team members were able to engage with a wide range of colleagues and signpost events
and CPD.

The latest WRES education data shows progressive growth in racially minoritised staff
groups accessing professional development/CPD education.

The Christie’s ambition to achieve HEI (Higher Education Institution) recognition continues to
make excellent progress with extremely positive engagement/interest with potential partner
HEIs in our pre-procurement phase. There is active development work in setting up a wholly
owned subsidiary to support commercial education activity (including HEI plans) and build
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further opportunity and impact for The Christie/Christie Charity. This proposal will be

explored in more detail at the June Charity Board.

Continued scholarly highlights include The Christie Library team have named authorship on
a major systematic review paper of treatment toxicity in Breast Cancer and invited platform
contributions at the forthcoming international ASME and AMEE Education conferences. At a
local level, The Christie undergraduate education team were delighted to receive
confirmation of a further, student nominated award for the quality of our undergraduate
medical education, reflecting the brilliant work of all colleagues who contribute to supporting
students.

Strategic and Service Developments
Work continues on the refurbishment of Ward 12. As this project moves closer to
completion, attention will move to the refurbishment of Ward 11.

The ASIC project team has concluded a key design stage (RIBA Stage 3) including a full
review of the project cost plan. The team will continue to focus on detailed design
development, supporting decant activity, commencement of supply chain engagement and
the development of a target cost.

Linear accelerator 11 is being installed in the newly refurbished area, planned to be
operational by the end of June.

Future Christie Project

Overview “Future Christie is our bold transformation programme to modernise cancer
care—digitally, clinically, and culturally. We're building a world-leading, intelligent cancer
centre where patients access care in real-time, clinicians are supported by cutting-edge
tools, and data drives every decision. It's not just about technology, it's about reimagining
how The Christie delivers care, connects services, and leads innovation across the NHS.”

Building the team - We have appointed Sarah Mcgovern a very capable leader who has a
fantastic track record in organisation transformation to the role Associate Director of
Transformation. The role will be key to delivering the scale and pace of change required to
meet the ambitions of the organisation.

Approach to Change - Through a workshop with members of the Senior Management
committee we are revising the leadership and coordination of transformation resource in the
organisation with the aim to deliver a coordinated vision, faster execution and higher impact.
+ A unified, clinically led, high-impact transformation
» Fewer, more strategic changes with visible outcomes
» Whole-organisation approach rooted in engagement and pace of change
Strong clinical and operational leadership guiding digital and service change
Centralised transformation and digital support function

Programs of work — The Future Christie Patient - Initial roll out of the Christie patient portal
has commenced with a cohort of patients who will be able to access their letters, consultant
appointments and Electronic patient reported outcomes.

Future Christie Clinician - Initiation of the strategic outline case to procure the latest
generation of Electronic Patient record

Intelligent Hospital - The Christie has signed the MOU for joining the national Federated

Data Platform. This will provide a sustainable basis of storing, interrogating data across the
NHS and public sector
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Regulation and Governance

Performance Assessment Framework

NHS England has developed an updated Assessment Framework which will replace the
previous Oversight Framework, setting out how success and areas for improvement will be
identified, and how organisations will be rated. This will apply to trusts who provide services,
and to integrated care boards (ICB) who have the responsibility to assess population need
and arrange services to meet those needs. This updated framework was subject to a public
consultation in summer 2024 and extensive engagement with the NHS took place between
December 2024 and January 2025.

Key changes that have been made since consultation;

1. Segmentation decisions will be based only on the delivery metrics (outlined below) and
will not be adjusted for organisational capability. This is so there is full transparency for
the public about how their local NHS is performing.

2. Providers scores will not be adjusted for system considerations, i.e. their delivery scores
cannot be moderated for system performance, instead the extent to which they are
collaborating will be included in a separate capability rating which will be used to inform
NHSE'’s regulatory response

3. Overrides have been included for finance which means organisations in deficit/or that
score a 4 in finance domain have their overall segment score limited to 3

4. The introduction of segment 5 which is effectively the category for the organisations
needing the most intensive support informed by a diagnostic review

5. NHSE have removed the detail of their approach to organisational capability for both
ICB and Providers as they wish to complete and test their work on this as they finalise
the improvement approach. This will be done in Q1.

The delivery metrics or indicators that make up the assessment (below) will be outlined in
the monthly Integrated Performance, Quality & Finance Report from the end of Q1.

Indicator / delivery metrics Indlcgtlve
scoring |
Operating priorities
Elective
Proportion of incomplete patient pathways waiting over 52 weeks
Proportion of incomplete patient pathways waiting less than 18 weeks
Estimated days to clear all incomplete pathways with no new clock starts (Clearance time) 1

Cancer

Proportion of urgent referrals to receive a definitive diagnosis within 4 weeks

Proportion of patients treated for cancer within 62 days of referral

Outcomes

Percentage of Healthcare Workers involved with direct patient care taking up flu vaccination

Average number of days between discharge ready date and actual date of discharge

Proportion of inpatients making a supported attempt to quit smoking though an in-house tobacco
dependence treatment service 1

Emergency rate of readmissions within 30 days of discharge (Banding)

Proportion of patients waiting more than 6 weeks for a diagnostic test or procedure

Summary Hospital Mortality Indicator

Quality & inequalities

Experience

National CQC inpatient survey overall experience rating

Workforce

National Education and Training Survey - Level of satisfaction with overall experience

All staff leaver rate

Sickness absence rate

NHS Staff Survey engagement sub-score

Safety

NHS Staff Survey raising concerns sub-score

CQC safe domain inspection rating
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Percentage of hospital spells where a new pressure ulcer has been acquired
Rate of inpatients to suffer a new hip fracture
12 month rolling count of MRSA cases
12 month rolling count of C.Difficile cases as a proportion of trust threshold
12 month rolling count of e.coli cases as a proportion of trust threshold
Inequalities
Under 18, elective 18 week performance

Productivity & value for money

Finance & efficiency

Planned surplus / deficit as a proportion of turnover

Year to date variance to plan

Delivery confidence level (Derived from plan and YTD variance)
Productivity

Implied rate of productivity compared with baseline

21



Integrated Performance Quality & Finance Report !lZEi
The Christie

NHS Foundation Trust




The Integrated Performance, Quality & Finance report presents a summary dashboard that provides an overview of performance.

EXECUTIVE SUMMARY NHS
The Christie

NHS Foundation Trust

Safety

2 incidents in May were identified as meeting the criteria of a notifiable safety incident and so required statutory duty of candour.
There are 6 Trust level risks scored at 15+. Details of these can be found on slide 8.
Safer staffing numbers have met the required acuity levels to ensure appropriate levels of safety and care for our patients. Indicative staffing, in line with nursing establishments, is set to maintain

a 1:7 nurse to patient ratio. On occasion this has been extended to 1:8 which is in line with recommended national staffing ratios. While we have seen an increase in patient safety incidents,
following thematic review, these were not related to nurse staffing ratios.

There were 4 cases of C-Difficile, 5 cases of E-Coli, 3 cases of Klebsiella. 1 case of Pseudomonas, 3 cases of MSSA, and 1 case of MRSA reported in May that were deemed attributable to the
Trust. No lapses in care were identified.

Performance

In May the combined 62-day performance subject to validation was at 68.5% which is below the 25/26 stretch target set at 75%. The combined 31-day performance was 97.9% which is above the
standard of 96%. The internal 24-day performance was below our internal standard at 67.4%. All 62 and 24-day breaches are reviewed to ensure any delays are understood and plans can be
implemented to mitigate any future delays. The Trust's RTT 18-week performance is well above standard at 95.1%. The Trust achieved the 80% faster diagnosis stretch target in May with a
compliance score of 82.6%.

There were two patients waiting over 52 weeks at the end of May. Both patients are on complex pathways and their pathways contain significant patient-initiated delays.

Referral numbers in May remained at a consistent level with April and above the 24/25 average. Referral levels are expected to be routinely above the 24/25 average due to the increase in
Haematology referrals following the service takeover from Mid Cheshire.

HR

Staff absence reduced slightly in May to a position of 4.11% against a target of 3.4%.
PDR performance decreased slightly from April’s position. Mandatory training slightly improved and remains well above the set standard.

Finance

The Trust is reporting a surplus at the end of M02 of (£1.2m) against a M01 YTD plan of (£1.3m), which gives a month 02 variance of £0.1m under plan.
Capital spend for 2025-26 was £1.2m, this was (£0.6m) above the revised plan submitted to NHSE.
The Trust has incurred £1.2m on capital schemes at month 2 2025-26, overspending by £0.6m against the revised plan submitted to NHSE.
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Indicator Threshold / Standard 26/26  Apr-25 May-25 YTD
Patient Safety Incident Investigations Reported - 1 2 3
Never Events 0 0 0 0
Radiation Incidents Reported (IRMER Reportable) 0 2 2 4
Radiation Incidents Reported (IRMER Reportable - Grade 2 or above) 0 0 0 0
Sepsis - timely treatment with IV antibiotics (established inpatients) 90% 82.1% 93.7% -
Sepsis - screening (presenting as an emergency) 90% 97.0% 97.7% -
Number of Trust-Wide Risks Grade 15 or Above - 7 6 -
28 Day Faster Diagnosis Standard 80% 94.7% 82.6% -
62 Day Compliance 75% 72.1% 68.5% -
24 Day Compliance 85% 72.2% 67.4% -
31 Day Compliance 96% 99.1% 97.9% -
18 Weeks Compliance - Incomplete Pathways 92% 95.1% 95.1% -
Patients waiting =52 Weeks 0 0 2 2
Patients waiting =62 days at end of month (62 Day Classic) 80 115 127
Patients waiting =104 days at end of month (All 62 Day Targets) - 53 52 -
Length Of Stay (Elective & Non-Elective Inpatients) - 6.71 7.44 -
- 8 6 14

Patients Discharged Beyond Ready for Discharge Date
- 161 220 381

Patients Discharged Beyond Ready for Discharge Date - Total Bed Days Lost (days counted in the month of discharge)

Patients Discharged Beyond Ready for Discharge Date - Average Bed Days Lost (days counted in the month of discharge) - 201 36.7 -

Hospital Cancelled Operations on the day for non clinical reasons 0 4 4 8

Hospital Cancelled Operations on the day for non clinical reasons - NOT rebooked within 28 days 0 0 0 0

Complaints Received 13 (24/25 Avg) 13 12 25
PALS Contacts 37 (24/25 Avg) 31 44 75
MRSA 0 0 1 1

C-Difficile - All Attributable Cases (Pre & Post 48 Hours) Awaiting 25/26 Target 4 4 8
C-Difficile - Attributable Cases Due To Lapse In Care 0 0 0 0
MSSA Bacteraemia - Attributable 4 3 7
E-Coli - Attributable Awaiting 25/26 Target 4 5 9
Klebsiella Species - Attributable 1 3 4
Pseudomonas Aeuriginosa - Attributable 1 1 2
Staff Sickness 3.4% 4.18% 4.11% -
Staff Mandatory Training >80%** | <80% 93.5% 93.9% -
Staff PDRs - 87.6% 87.4% -

. **Compliance if <80% & risk assessment in place 24




Incident Management

Proportion of in time incidents - Total Open Incidents / those in timeframe
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At the time of reporting, 46% of
incidents were managed locally
within 10 calendar days, 54% of
incidents are overdue
management and closure.

Divisions continue to hold divisional patient safety improvement groups (DPSIG) meetings on a weekly basis which provide oversight on a divisional level of all
incidents, emerging themes and potential risks to patient safety. The DPSIG process is supported by the patient safety team via the PSIRF delivery group.

Dashboards have been developed for each division to show live incident management progress that can be utilised to highlight areas that require further support/

education.

Ongoing work with the divisional teams to ensure timely management of incidents 25
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A total of 994 incidents were reported to DCIQ in May 2025. Incidents by Approval status
At the time of reporting, 63% of incidents have been finally approved. 6% of 700 622
incidents have been rejected for reasons such as duplication and incidents which 600
involve care provided by an external trust. 500
400 280

* Reporting trends in May were within trust expected limits.
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Patient Safety incidents by Type (excluding
rejected)

In May 2025, 87% of all incidents reported (864/994) were classed as
‘Incidents affecting a patient’ and therefore reported to LFPSE (Learning from
Patient Safety Events).

The chart shows that of these ( excluding rejected ), 92 (11%) were clinical
events, this category includes cardiac arrests, known complications and
events recorded for monitoring purposes.

Patient safety incidents by category (
excluding clinical events)
80 68 The remaining 723 incidents were categorised in the DCIQ system, and the
58 chart shows the top 10 categories identified.

60 ST ST
37
40 2423 21 21 Administration/ supply of a medicine- These incidents are broken down into
20 I further sub-categories and monitored through the Medicines Safety Priority
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o s g S 5 gg = e E = E E or Proton Radiotherapy - High reporting by the radiotherapy directorate is typical
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Datix listing report

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

		I12383		5/5/24		5/23/25		Please note: this is an incident that occurred last year but Patient safety team  advised to put this in anyway, to help establish any themes of issues.
- Glioblastoma patient with communication impairment and Dysphagia
- Series of mismanagement from Speech and language therapy team demonstrating lack of understanding of managing a patient with neurological difficulties, or of assessing or providing therapy for communication impairment or dysphagia.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Learning response required		Moderate Harm						Concerns about this patient were raised to my Manager and divisional managers. Some other colleagues also shared concerns about the management of this patient by multiple SLT colleagues.
This was then escalated in a full team SLT meeting where a case discussion was had to see if there were any learning points. This was met with a huge amount of defensiveness and wrongful justifications about incorrect SLT practice.
Please see team minutes attached with discussion points and notes entries, with summary of issues at bottom of document.

Please note this is not the only example of patients with communication impairments being incorrectly managed. I happened to come across this patient when I provided ward cover and did one session with him. Unfortunately I was not more involved in his care. I am confident that if management of these patients by SLT was investigated, a wealth of malpractice would be identified. 

Key issues are:
- No standardised communication assessments done
- No communication diagnosis provided of impairment and no evidence of creating a therapy plan for patient or following this when I did start putting one together
- No attempts to engage patient in sessions or explore lack of engagement with certain members of staff. Myself and my Manager got excellent engagement from this patient
- No discussions about eating and drinking at accepted risk with patient and team when moved towards palliative diagnosis
- evident lack of understanding in basic/core SLT skills demonstrated in the management of this patient, which gives me concerns about their safety to practice and awareness of their learning needs/ seeking out of CPD or knowing what is outside of the remit of their practice
- When challenged in this team meeting about why they were doing oromotor exercises such as lip rounding for dysarthria, they could not justify this and later in the meeting said these were actually for dysphagia rehabilitation - despite this also not being an efficaous intervention. Despite this the notes state:  oro motor exercises - 'to inform communication'. This is either incorrect documentation, or they lied in this meeting in an attempt to cover lack of knowledge in this area.
- when doing oromotor exercises as an incorrect motivation the patient mouthed "F off" to SLT and showed middle finger gesture to SLT when asked if he would like to practise oromotor exercises at other times of the day.
- Despite this, these were continued. Patient had expressed finding some of the SLT exercises 'childish' previously but this hadnt been considered or therapy adapted to something he felt able to engage in

See themes of issues below discussed in team meeting:

Lack of SLT input 
•	Not offered daily input which should be routine for communication patients with rehab potential/active goals

Not working on engagement/buy in/therapeutic relationship
•	Limited attempts to help patient engage despite clear frustration
•	No patient identified goals until 3 weeks into admission
•	Inappropriate assessment and therapeutic techniques (oromotor)
•	Lack of curiosity into reason for non-engagement/liaison with other AHPs/wider MDT who were achieving better engagement

Inappropriate input 
•	Only assessment completed was the FAST which is a screen (twice)
•	doing oromotor lip moving exercises but in absence of clear articulatory motor speech disorder/dysarthria and despite evidence this is not beneficial in dysarthria
•	No therapy focused on aphasia or apraxia of speech until 3 weeks into admission
•	No clear therapy plan established
•	Once plan established not followed and return to oromotor exercises without clear rationale
•	No communication diagnosis identified or nature of impairment
•	No discussion around EDAR for quality of life once palliative prognosis established
•	Working on writing despite no assessment of writing ability and assessment showing impaired reading comprehension and no plan to work on improving this
•	No identification of strategies to aid participation

Poor communication with family, ward staff and therapy teams
•	May have been helpful to have more education to family of potential benefit of therapy, communication strategies and brain injury, and conversation partner training
•	No MDT working or joint sessions, didn’t attend any MDT meetings about patient  - barely got invited to these as team not aware of SLT involvement with these patients
•	Lack of close joint working with MDT including OT/PT and ward staff to set and work towards goals jointly e.g. reiterating strategies. 

Poor communication/information sharing within the SLT team 
•	many of us seeing patient – not always going off ‘Plan’ in what to assess next etc, so communication assessments across sessions weren’t always comprehensive or informative, or just looked at the same things., no clear therapy plan instigated. 

Poor understanding of role of Julie Emerson 
•	Getting her advice of where to go next in assessing communication/ SLT therapy – she is not specialist in this area as she outlined in her training for us 
•	physiotherapist writing goals for us on the goals for neuro rehab – she may have just been trying to help us but we should be writing our own SLT goals on these documents so reviewing and editing any suggestions accordingly

•	Not offered daily input which should be routine for communication patients with rehab potential/active goals

Not working on engagement/buy in/therapeutic relationship
•	Limited attempts to help patient engage despite clear frustration
•	No patient identified goals until 3 weeks into admission
•	Inappropriate assessment and therapeutic techniques (oromotor)
•	Lack of curiosity into reason for non-engagement/liaison with other AHPs/wider MDT who were achieving better engagement

Inappropriate input 
•	Only assessment completed was the FAST which is a screen (twice)
•	doing oromotor lip moving exercises but in absence of clear articulatory motor speech disorder/dysarthria and despite evidence this is not beneficial in dysarthria
•	No therapy focused on aphasia or apraxia of speech until 3 weeks into admission
•	No clear therapy plan established
•	Once plan established not followed and return to oromotor exercises without clear rationale
•	No communication diagnosis identified or nature of impairment
•	No discussion around EDAR for quality of life once palliative prognosis established
•	Working on writing despite no assessment of writing ability and assessment showing impaired reading comprehension and no plan to work on improving this
•	No identification of strategies to aid participation

Poor communication with family, ward staff and therapy teams
•	May have been helpful to have more education to family of potential benefit of therapy, communication strategies and brain injury, and conversation partner training
•	No MDT working or joint sessions, didn’t attend any MDT meetings about patient  - barely got invited to these as team not aware of SLT involvement with these patients
•	Lack of close joint working with MDT including OT/PT and ward staff to set and work towards goals jointly e.g. reiterating strategies. 

Poor communication/information sharing within the SLT team 
•	many of us seeing patient – not always going off ‘Plan’ in what to assess next etc, so communication assessments across sessions weren’t always comprehensive or informative, or just looked at the same things., no clear therapy plan instigated. 

Poor understanding of role of  Specialist AHP role 
•	Getting her advice of where to go next in assessing communication/ SLT therapy – she is not specialist in this area as she outlined in her training for us 
•	the Specialist AHP was writing goals for us on the goals for neuro rehab – she may have just been trying to help us but we should be writing our own SLT goals on these documents so reviewing and editing any suggestions accordingly. Recommendations written in this MDT documentation were inaccurate and needed editing by us

I have logged this as low physical harm because I believe that improved SLT involvement and input with this man could have helped him engage in other sessions and aspects of his care.

		I12055		8/6/24		5/14/25		It has come to our attention that a patient on the same studies consent form has been uploaded accidently to the wrong patients medical records.				The Christie NHS Foundation Trust / Research and Innovation / Patient Recruitment				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		McCaul,  Damian		Finally approved		No Harm		No harm		6/2/25		Once this has been identified steps has been taken to have the consent form removed from the wrong patient records.

		I12056		11/15/24		5/14/25		While review patients consent form I noticed that the incorrect patients consent form from the same study was added to the wrong patients medical records.				The Christie NHS Foundation Trust / Research and Innovation / Patient Recruitment				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		McCaul,  Damian		Finally approved		No Harm		No harm		5/14/25		Once this was identified I have taken the steps to have this document removed from the medical records.

		I12052		11/16/24		5/14/25		Patient's relative noticed hearing aid was missing whilst visiting.   Patient had stored hearing aid inside a glasses case which was also missing.  Unable to pin point a time when the hearing aid/glasses case was last used.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Finance incident		Loss or destruction of documents during a retention period		Dimaline,  Helen		Finally approved		No Harm		No harm		5/30/25		All linen bags and bins were searched and checked immediately on that shift.   Patients property was checked.  Relative confirmed had not taken any property home.  Staff from previous shift contacted for any further information.    Contacted linen collect company, property not found but left a contact number in case property was found.

		I11753		11/20/24		5/6/25		patient known to CNS NeuroOnc team for his ependymoma, scan stable for ependymoma and no evidence of recurrence. developed symptoms of peripheral sensory neuropathy in 2024.nerve conduction studies as  part of it in November 2024.These showed changes consistent with sensory neuropathy.Parent (CNS Oncology) consultant never made aware of the results of Nerve conduction studies and noted these when patient was reviewed in clinic in April 2025.				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure within a team		Foxley-Hine,  Julie		Incident being managed locally		No Harm		No harm				Apologized to patients , urgent referral to Neurology team completed for management of sensory neuropathy

		I12191		2/19/25		5/19/25		letter scanned to incorrect patient		Checked on CWP the incorrect document has been redacted.  no harm came to the patient. evidence is within the DATIX in documents and templates		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Saunt,  Denise		Finally approved		No Harm		No harm		5/27/25		IT emailed and asked to remove. will rescan to correct patient.

		I12041		2/21/25		5/14/25		INCIDENT REPORTED BY MFT: FFPE block and slides are missing/were not received by Christie HODS from ORC Adult Histology.		Regular communication with MFT to locate the block. 
Multiple searches were made here.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology				Christie Pathology Partnership		Incident affecting Patient		Harm		Clinical incident		Lab investigation		Missing		Billington,  Catherine		Finally approved		Moderate Harm		No harm		6/2/25		Christies have been contacted to support this investigation - the package was received as slides only and they notified us that the block was missing on XX. This was escalated to the Lead BMS and a review of local areas to locate the block was undertaken. An extract of cases sent from the office to all locations was requested to support identifying whether it might have been incorrectly packaged elsewhere. Christies have been asked to check other packages sent. The block has not been located and the MDT on 25/2/2025 confirmed it is required for further testing to support a definitive diagnosis - there are no spare slides to facilitate this and it is the only block.
This is the second event of its kind involving the same staff member and a missing HODS block - they have been asked to undertake a memory capture and there needs to be a conversation around just culture as part of the review process. A HILA meeting has been scheduled for Tuesday 4th March 2025.

		I12025		3/3/25		5/13/25		21_PAN_008 Petra patient  E2803012 and E2803013.
Re contacted CRA to reconfirm that day 8 bloods were not required before Trial oral IMP administration D8-D14. Previous email had implied they were not required and protocol wording CSP 11 amendment 10 was ambiguous. Email received 3.3.2025 to confirm that day 8 blood test and results were required before dosing patient. Pt E2803012 had missed D8 trial bloods C4-C14 Pt E2803013 missed D8 bloods C7-C12.Both pts had had D8 medical telephone FU call				The Christie NHS Foundation Trust / Research and Innovation		The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Russell,  Philip		Incident being managed locally		No Harm						Memo received from sponsor 14.3.2025 to clarify to  all sites that D8 bloods needed. This was emailed to all study team personnel. PI informed 3.3.2025 and study team notified by email and also in clinic setting . Both patients informed and D8 trial bloods initiated. Trial work book updated. CSP  12 amendment 11 had been reworded to clarify D8 bloods required in addition to a medical telephone FU.

30/05/25 R&I QT handler allocation to PR.

		I11957		3/6/25		5/12/25		Patient reviewed in clinic on 6/3/25 when patient reported peripheral neuropathy. 
Phesgo treatment deferred for two weeks from 12/3/25 to 26/3/25. Clinic annotation from 6/3/25 was for patient t be reviewed two weeks after treatment break to assess peripheral neuropathy. 
Clinic review date requested for 5/6/25 rather than two weeks. 
Visited patient on 7/5/25 and noted that the two week review had never taken place and treatments had continued in March and April. 

update 27.5.25  email sent to overbookings for verification they received the email, and update.		I have emailed the overbookings team, to clarify if they received the email asking for an overbooking appointment before 28.5.25.  
The incident has not been closed until there is clarification .		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Foxley-Hine,  Julie		Finally approved		No Harm		No harm		6/4/25		Contacted on call registrar for advice as to whether treatment should be given today. 
Dr Aman Singh gave the go ahead for the treatment to be given on 6/3/25 and Phesgo therefore given as prescribed and patient happy with this plan. 
Messaged team to inform them and to see whether they wish to bring the review date of 5/6/25 forward to allow for review prior to the next dose which is due on 28/5/25. 
Consultant reviewed - review patient via clinic first (5.06.25) prior to proceeding with further Phesgo injections (next Phesgo is due on 28/5/25, so this will not now go ahead). Check review has taken place before going ahead with next Phesgo.

		I12075		3/7/25		5/14/25		Incident identified following SCR (ref 455)
Outcome of SCR triggered incident to review patient care in relation to fluid balance monitoring and CILDOL				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Perry,  Liz		Learning response required		Death		Moderate harm				SCR already completed
Incident has been identified and escalated through patient safety team

		I12276		3/12/25		5/21/25		Biochemistry results uploaded to patient CWP for incorrect patient. It is the same two patients as what was reported under Datix I11458 however this investigation was not picked up at the time. All redacted and all activities on both accounts checked.				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Rees,  Amanda		Incident being managed locally		No Harm						Techbar have redacted the document. All other documents checked for both patients and are correct. 

No trial available for either patient.

		I11911		3/14/25		5/9/25		INCIDENT REPORTED BY BOLTON HOSPITAL:Initial home visit assessment completed following Rapid discharge home from The Christie as home was PPC/PPD. On review
patient had statement of intent and DNACPR in place. However, no anticipatory medications or medication authorisation was present. Patient rapidly deteriorated and needed GP to then prescribe these for District nurses to be able to administer.
Patient RIP: 16.05.25.		Feedback given to CNS team		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Network Services		Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Pabial,  Suneil		Finally approved		Low Harm		No harm		5/23/25		Asked GP to prescribe the anticipatory medications and provide authorisation to enable district nurses to be able to administer.

		I11902		3/18/25		5/9/25		INCIDENT REPORTED BY ANTHONY NOLAN: It was reported on 18/03/2025 that Hep B viral load was not tested on the day of donation bloods at the collection centre. The labs had said there was insufficient blood available for this test.		Incident has been reviewed and discussed extensively at Monthly Donor Meeting.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Myers,  Nicola		Finally approved		No Harm		No harm		5/16/25		AS ABOVE

		I11761		3/24/25		5/6/25		*Reporting on behalf of anaesthetist who flagged in a meeting 6/5/25*
Cervix brachytherapy patient, referred late from Preston, 20/2/25
Offered OP clinic appointment 27/2/25 but declined as was too late.
Attended 6/3/25, decision to treat and booking form submitted.
Brachytherapy scheduled for 20/3/25 (External beam completed 14/3/25)
Pre-op clinic slot not available due to late notice and had to have pre-op on admission for procedure by gynae clin onc team.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Staffing		Oduncu,  Abbas		Finally approved		No Harm		No harm		5/16/25		Pre op kindly done by clinical fellow.

		I11706		3/25/25		5/2/25		Missing note from initial pre-treatment assessment. Realised during on treatment assessment 01/05/25.		to check noting after documentation. Documented retrospectively once realised		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Dietetics and Nutrition				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Gillespie,  Loraine		Finally approved		No Harm		No harm		6/3/25		Entry completed in retrospect

		I12535		3/25/25		5/29/25		Patient on a clinical trial, treatment cycles are 28 days treatment given on days 1 and days 15, patients are reviewed before each treatment day. 
Unfortunately the patient's weight had dropped between C2D1 and C2D15 however the weight was not changed on iQemo. Given that the prescriptions are required to be prescribed in advance and then screened unfortunately the script had already been screened and made. Patient did not have any overt adverse events.				The Christie NHS Foundation Trust / Research and Innovation		The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Research and Innovation		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Garcialopez,  Tamara		Incident being managed locally		No Harm						The error has been noted in retrospect. We have therefore done a datix, we have also escalated to PI of trial and implemented a change in our practice to add weight check to our proformas. 

30/05/25 R&I QT handler allocation to TGL.

		I11864		3/27/25		5/8/25		Doctor requested a CT  scan for 15/5/25 and the patient was scanned 27/03/2025		Email team to destroy duplicate and no longer required requests.
Reminder to be vigilant checking dates of requests when booking.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Iddles,  Sarah		Finally approved		No Harm		No harm		6/2/25		not realised until may 2025
Reporter contacted patient's consultant to make them aware and ask if a further scan was required.

		I12181		3/28/25		5/19/25		Referral came through on the 28th of March from Chorlton Family Practice GP surgery but didn't say whether it was a transfer of care or second opinion. Rang the practice twice and sent 4 email to referrer. On the 16th of May I received a response from the practice on outlook confirming the referral was second opinion.

@Patient Safety - This needs to be raised with Chorlton Family Practice as it may of caused patient harm and treatment delay.		- Raised to management and HPB Team.
- Once information was received added as urgent due to delay.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Safety,  Patient		Incident being managed locally		No Harm						Added referral on as urgent.

		I12258		3/31/25		5/20/25		Newly diagnosed palliative patient referred from local hospital to OG medical oncology team.  Gastric biopsy taken 20/03/2025.  HER2 requested 31/03/25.   MDT report dated 25/04/25 states 'markers requested' but does not specify which ones.  Prior to first Christie appointment outstanding CPS score/PDL-1 status identified, local hospital confirmed only HER2 & MSI testing requested.  Impacts 1st line management decision making. potential trial eligibility,  potential delay in first line treatment				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services		The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Inadequate/ incomplete		Wilding,  Rachael		Incident being managed locally		No Harm						Biomarker request form completed to request PDL-1 testing at The Christie.  

30/05/25 R&I QT handler allocation to RW.

		I11627		3/31/25		5/1/25		Patient received unit of RBC and no 15 minutes end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Patient continuously monitored on OCCU. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12179		4/2/25		5/19/25		Sepsis nurse reviewing antibiotic breach. Breach established and antibiotics not given within 60minutes of red flag symptoms for sepsis. 
Nurse documentation on infection control form states delayed as awaiting senior review		02/06 - MI waiting for DL to feedback with more information regarding Transfusion policy		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- Adult				Network Services		Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Martinspitacas,  Irina		Incident being managed locally		No Harm						Antibiotics administered 7 minutes past the standard

		I11630		4/3/25		5/1/25		Patient received unit of RBC and no starting information, 15 minute or end vital signs recorded. Unable to provide evidence for traceability.		Newly qualified nurse currently in transfusion training with CE's and should be signed off soon
Nurses commencing transfusion reminded to complete transfusion prescription in real time
Encourage trained staff to support staff in training by supervising		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/7/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11632		4/4/25		5/1/25		Patient received unit of RBC and end vital signs completed one hour and 15 minutes post completion which is against policy and national guidelines.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Caporn,  Alice		Finally approved		No Harm		No harm		6/4/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. 

04/6/25 - no harm to patient.

		I11636		4/4/25		5/1/25		Patient received unit of RBC and no 15 or end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/7/25		Deputy TP – On review increase in temperature post transfusion has been documented by the nurse on CWP, temp 37.1 pre transfusion increasing to 38.0 post. . NEWS completed at 17:00. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11689		4/4/25		5/2/25		Two units of blood prepared for a patient for pre-op. Both units taken to theatre fridge and signed into the theatre fridge within 10 mins 04/04/25 @ 13:51. Units then signed out again on the lab copy of the request form @ 14:51.
Units then returned to the blood bank and into the holding fridge but with no information. A BMS returned the units on the 09/04/25 as they were not quarantined. Units then cross-matched and transfused to other patients.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Christie Pathology Partnership		Incident affecting Patient		No Harm		Transfusion incident		Wastage		temperature control not maintained		Stansfield,  Emma		Incident being managed locally		No Harm						Paperwork found on seniors desk who was on leave. No explanation as to what has happened. I have investigated and cannot find any further details.
Cold chain audit trail documentation not maintained.
Reported to SHOT.

		I12214		4/4/25		5/19/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/20/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11675		4/5/25		5/2/25		Patient received unit of RBC and the 15 minute vital signs were recorded at 43 minutes following the commencement of the transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Bushell,  Lyn		Finally approved		No Harm		No harm		5/2/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Patient continuously monitored on OCCU.

		I11676		4/5/25		5/2/25		Patient received albumin and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dale,  Emma		Finally approved		No Harm		No harm		5/2/25		Deputy TP –  On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 04:30. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11872		4/6/25		5/8/25		Patient received unit of platelets and no starting information or end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP- Time started and name of nurse starting the transfusion estimated as unable to close prescription without this information. 
On review, patients NEWS was 9 at 20:37, reducing to 3 at 20:43 and was reviewed by outreach, see CWP annotations. 
Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11874		4/6/25		5/8/25		Patient received a unit of platelets and the pre transfusion vital signs were completed 2 hours and 15 minutes prior to the commencement of the transfusion.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP- noted that NEWS completed at 17:51, 20 minutes prior to the commencement of the transfusion.

		I11875		4/7/25		5/8/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11805		4/7/25		5/7/25		Email received from patient as they have not received a clinic letter from their visit on 07/04/2025. 
Email sent to medics who hold the late effects clinic (Murray/Anandhan) and asked that this letter be dictated as a matter of urgency.		letter for this incident now dictated and typed. escalation meeting taken place and escalation process now in place		The Christie NHS Foundation Trust / Network Services / Network Services Divisional Offices				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Read,  Chloe		Finally approved		No Harm		No harm		5/29/25		Email to team, Datix report submitted.

		I12192		4/7/25		5/19/25		2 hour 20 minute delay in antibiotic administration due to difficult venous access				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Difficult venous access		Paterson,  Ruth		Incident being managed locally		No Harm						Antibiotics administered once access obtained

		I12387		4/7/25		5/23/25		Phase 1 trial - 24_CLPHA_276 involving radiolabelled IMP ([14C]-Saruparib). When enrolling the first patient, it was found that there is only one named Consultant on the ARSAC licence to prescribe the treatment and they were out of the UK on leave. When liaising with nuclear medicine, were not notified in advance that he was the only person on the license and that he was due to be on leave.		Update 2/6/2025: To refer to lead physicist for this trial for comment.		The Christie NHS Foundation Trust / Network Services / Nuclear Medicine / Nuclear medicine				Network Services		Incident affecting Patient		No Harm		Medication incident		Prescribing		Delay (late, but before time dose should have been given)		Williams,  Heather		Incident being managed locally		No Harm						Consultant was contacted whilst on away via email (via study PI), go ahead given via email to proceed, retrospective signed paper prescription completed on his return. 

Also noted that Radiopharmacy service do not use iQemo system - the prescriptions are done on paper. Usual practice in R&I is all other trial drugs (outside of nuclear medicine) are prescribed, managed and screened on iQemo. 
Noted that the paper prescription that arrived with the study drug was not complete, and the drug was not labelled when it arrived on the CRF. This practice therefore not aligned with trust Medicines Practice Operational Policy (MPOP).

		I12194		4/8/25		5/19/25		Delay in antibiotic administration by 7hours and 53 minutes for high risk sepsis. Documentation states that due to delay in senior clinical review				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Clarke,  Catherine		Incident being managed locally		No Harm						Nurse escalated NEWS 5 to medical team and outreach, as per CWP documentation

		I11772		4/8/25		5/6/25		Patient received unit of RBC and the 15 minute vital signs were recorded 32 minutes following the commencement of the transfusion. recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

		I11679		4/8/25		5/2/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		5/2/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11913		4/8/25		5/9/25		End digit of pack number recorded incorrectly  on the prescription as the letter 'D' instead of the letter 'Y' by the nurse upon receipt of the unit.		discussed with staff at huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP - traceability confirmed with the corresponding laboratory compatibility form

		I11774		4/9/25		5/6/25		Patient received unit of RBC and no 15 minute or end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Patient continuously monitored on OCCU. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11776		4/9/25		5/6/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 20:48. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11745		4/9/25		5/6/25		tsrt9 level 4 19a cf2c sb19a md12
Out of date clinical protocol used. "Ewings Sarcoma (paediatric)" protocol (document number pbt.clp.22) has a review date of 31/03/25. 
Picked up during replan prep.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Serra,  Maria		Finally approved		No Harm		No harm		5/9/25		Escalated to superintendent radiographer.

		I12134		4/9/25		5/16/25		Patient attended Oldham A&E on 9th April post US axilla core biopsy at the Christie on 8th April with increased SOB and decreased AE . Chest x-ray identified moderately-sized right pneumothorax with small right side pleural effusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (Ultrasound)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Collapse/faint/fit		Collapse		Whelehan,  Sarah		Learning response required		Moderate Harm		Moderate harm				Patient admitted to Oldham and chest drain inserted. 
Chest xray 5 days post chest drain notes marked re-inflation of right side pneumothorax.

		I12210		4/10/25		5/19/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Bostock,  Louise		Finally approved		No Harm		No harm		5/20/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11777		4/10/25		5/6/25		Patient received unit of RBC and the 15 minute vital signs were recorded 41 minutes following the commencement of the transfusion.		For monitoring and trending purposes		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/7/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

		I11778		4/10/25		5/6/25		Patient received albumin and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Patient continuously monitored on OCCU. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11780		4/11/25		5/6/25		Patient received albumin and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 17:05. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11757		4/11/25		5/6/25		external user over at MFT added an MDT form for our patient:

the clinical stage at diagnosis was added  as  Figo Stage IA but needed to be FIGO Stage IB 

As user is external they dont have access to Datix so apps team at digital logging datix
form has been deleted and a new form added with the correct stage		Known risk		The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications				Digital Services		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Uploaded to website in error		Williams,  Joanne		Finally approved		No Harm		No harm		5/8/25		Form deleted and new form added with correct details

		I11789		4/11/25		5/7/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/7/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11790		4/11/25		5/7/25		Patient received albumin and no outcome recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		No outcome completed on prescription		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP-  On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11791		4/12/25		5/7/25		Patient received 1 x bottle of albumin and the request number was documented instead of the pack number. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP - traceability confirmed with the corresponding laboratory compatibility form

		I11809		4/12/25		5/7/25		Patient received unit of RBC and the pack number was recorded incorrectly on the prescription by the nurse upon receipt of the unit; only G0 documented instead of the full pack number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		pack number or batch number incorrect		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP-  traceability confirmed with the corresponding laboratory compatibility form. Correct pack number G095 625 1551 204 Q.  Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11811		4/12/25		5/7/25		Patient received unit of RBC, no starting information and no end vital signs recorded.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs.

		I12208		4/12/25		5/19/25		Patient received albumin  outcome of transfusion not completed on the prescription.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		No outcome completed on prescription		Bostock,  Louise		Finally approved		No Harm		No harm		5/20/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.  Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11908		4/13/25		5/9/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12277		4/14/25		5/21/25		Iv antibiotics was administered outside the 1hour window because patient was allergic to penicillin and cannot be PGD, doctor on call was called to review patient who wasn't sure the trial will allow patient to have antibiotics because it was a suspected CRS, he said he wanted to confirm from the haem reg which took awhile		As above.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay				Research and Innovation		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Donovan,  Helen		Finally approved		No Harm		No harm		5/28/25		Administered once prescribed

		I11816		4/15/25		5/7/25		Patient received albumin and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11817		4/15/25		5/7/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 21:22. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11820		4/15/25		5/7/25		Patient received a unit of RBC's  and the pack number was recorded incorrectly on the prescription by the nurse upon receipt of the unit. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		pack number or batch number incorrect		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP - Traceability confirmed with the corresponding laboratory compatibility form. 
Correct pack number G095 625 154 870 L

		I11897		4/16/25		5/9/25		Patient received unit of RBC and the 15 minute vital signs were recorded 32 minutes following the commencement of the transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm.

		I11898		4/16/25		5/9/25		Patient received unit of RBC and the 15 minute vital signs were recorded 33 minutes following the commencement of the transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP

		I11899		4/16/25		5/9/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 09:25. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11876		4/16/25		5/8/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11878		4/16/25		5/8/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Although documented that the patient's NEWS was 0, NEWS not completed nor were the vital signs documented on CWP. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12189		4/16/25		5/19/25		Delay to administer antibiotics to a patient with high risk sepsis triggers due to awaiting medical review of antibiotics from oral to IV.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Paterson,  Ruth		Incident being managed locally		No Harm						Breach of 2hr 26 minutes

		I12207		4/16/25		5/19/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/20/25		Deputy TP-  On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12092		4/17/25		5/15/25		TSRT9 level 5 4J/CF 1A/2C/ MD 12A/ SB4j

Patient consent by ST who was not on the consent database

Non-reportable				The Christie NHS Foundation Trust / Other / Photopheresis Department				Other		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/30/25		-B7 informed
-Arrangements made for reconsent prior to #1
-ST and consultant contacted to establish whether the ST was competent & not added to the database, which was the case
-Communication with relevant staff to expedite adding ST is added to the database

		I12280		4/17/25		5/21/25		Patient on a trial was given the go ahead for treatment out of protocol. Patient Amylase at 1.57xULN on CTCAE but required by the protocol to be up to 1.5xULN. A round error occurred which meant the medication was not with held, and go ahead was given. Error identified 14/05/2025 during preparation for patients next visit.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic ground floor				Research and Innovation		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Pearson,  Sally		Incident being managed locally		No Harm						Patient informed on 15/05/2025 in clinic. 
Escalated to senior research nurse and PI at time of identification. 
Notified trial sponsor. 
DATIX incident.

		I12284		4/17/25		5/21/25		INCIDENT REPORTED BY EAST CHESHIRE: 
Called to patients home following discharge referral from the Christie. 

On checking skin, and initial assessment  bilateral buttocks and natal cleft have at least 10 separate wounds relating to pressure shearing and moisture associated skin damage.

Nothing on the discharge paperwork to acknowledge this				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 3		Caporn,  Alice		Incident being managed locally		Low Harm						"advised on pressure relief has a cushion but i will give him a new one covered with appropriate protection, advised on skin care seeing daily swarm form completed"

		I12385		4/17/25		5/23/25		TSRT9 level 5 4J/CF 1A/2C/ MD 12A/ SB4j

Specialist trainee  who consented the patient was not on the consent database at the time of consenting the patient.

Non-reportable				The Christie NHS Foundation Trust / Other				Other		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		4J Consent process and documentation		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/30/25		-Arrangements made to re-consent the patient prior to #1

		I11707		4/17/25		5/2/25		Patient attended Tameside TMU for DRd day 1 and Darbepoetin alfa. 
Document patient shouldn't have Darbepoetin alfa if Hb above 120. 
Patient had bloods 6 days prior to day 1 DRd, showing Hb was 138, so patient shouldn't receive Darbepoetin alfa. 
Day unit staff asked haem CNS to give 'go ahead' for day one DRd. ANP offered to assist and look at bloods to give 'go ahead'. Unfortunately ANP gave 'go ahead' for Darbepoetin when Hb138 and this was given.		Discussed with TGH manager and re-training of TGH staff.
ANP takes responsibility for the error and failing to see EPO on prescription list.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Contra-indication in relation to drugs or conditions		Kelly,  Marie		Finally approved		No Harm		No harm		5/14/25		Informed patient and informed Dr looking after patient. Dr has explained no action needed but prior to next Darbepoetin alfa bloods need to be checked and R/V by CNS or medical team.

		I11709		4/17/25		5/2/25		Noted 28/04 virology throat sample 17/04 H1N1 positive - ward not informed.
Patient admitted with respiratory symptoms ? cause ? infection / effusion.
Discussed with virology consultant 28/04  - as >48 hours since report H1N1 treatment - Oseltamivir is not needed and also no isolation / treatment needed for other patients/ staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Infection control		Outbreak- Respiratory		Flu		Newman,  Becky		Incident being managed locally		No Harm						Virology consultant advice sought.
Discussed with Infection control nurse Ella 01/05 - they are aware of H1N1 from ward manager 28/05 ? unsure if this has already been DATIX'd for investigation

		I11900		4/18/25		5/9/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12200		4/18/25		5/19/25		Delay in senior review resulting in breach of antibiotics administration for high risk sepsis patient. Delay 1 hour 43 minutes				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Clarke,  Catherine		Incident being managed locally		No Harm						Administered once prescribed

		I12193		4/19/25		5/19/25		Antibiotic administration delayed for a patient who was high risk of sepsis				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Difficult venous access		Paterson,  Ruth		Incident being managed locally		No Harm						Access obtained as soon as possible and antibiotics administered

		I11901		4/20/25		5/9/25		Patient received unit of platelets and staring information or end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 17:55. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.
Time started and nurse staring the transfusion estimated as unable to close prescription without this information.

		I12205		4/21/25		5/19/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- TYA				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/20/25		Deputy TP-On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12183		4/21/25		5/19/25		Antibiotic time breached by 13 minutes for a patient who had red flag symptoms for sepsis- infection care form documents that no nurse available to PGD		patient arrived unwell for treatment daughter reported that the patient hadn't been well at home, crash call was required,  team arrived, patient given full care, sepsis care plan introduced.
the delay was lack of a nurse who could administer under a PGD, the delay was 13 minutes, the patient was admitted as an emergency.
patient had advanced disease, and an AaND later that day was in the patients notes.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / Ground Floor		The Christie NHS Foundation Trust / Medical Oncology / HPB/NET (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Saunt,  Denise		Finally approved		No Harm		No harm		5/21/25		Antibiotics administered 13 minutes after standard

		I11905		4/22/25		5/9/25		Patient received unit of platelets and the 15 minute vital signs were recorded 40 minutes following the commencement of the transfusion.		No lesson identified.		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

		I12040		4/22/25		5/13/25		Patient arrived to AACU,
On examination was found to have a C2 to L buttocks and moisture damage to his buttocks.
He states it appeared approx 3x weeks ago, has had a previous PU that is healed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		5/14/25		informed patient of pressure sore. Informed sister in charge
Cleaned with MASD spray. Ointment applied.
Nil dressing required 
new pad and nets applied. 
mattress with pump applied
documented on skinn bundle, datix completed

		I11793		4/22/25		5/7/25		pathology report documented on the incorrect patients record		Techbar ticket created and resolved		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		Record		Mis-filed documents		Williams,  Joanne		Finally approved		No Harm		No harm		5/13/25		raised datix as soon as it was spotted

		I12504		4/22/25		5/28/25		3 patients with the same prescriptions due at the same time had their pack allocations mixed up. The co-ordinator printed the 3 allocations off and stapled them to the incorrect patients. 2 were dispensed without the error being spotted and one was accuracy checked and given to the patient. The error was spotted by the checker on the second patient. There was no affect on the patient as this was an open study and all 3 allocations were for the same drug, strength and from the same batch.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Network Services		Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Mismatching between patient and medicine		Sutherland,  Lydia		Incident being managed locally		No Harm						Upon spotting the error on the second prescription I checked what had been given out to the first patient and discovered the incorrect allocation had been dispensed and checked. I then ensured the correct allocations were attached to the remaining 2 patients- one had to have a replacement allocated in Almac as theirs had been given out already. I also updated the patient supply in the Almac system with 'Incorrect bottle dispensed'. This then alerted the study CRA who contacted the research nurse, who contacted the dispensary. CRA and research nurse assured there was no affect  on the patient as all 3 allocation were for the same drug, strength and from the same batch.

		I11645		4/23/25		5/1/25		Patient arrived for chemotherapy today. 
Showed me a mark on arm where she tells me she was cut by a nurse on ward 15. Patient informs me that the nurse was trying to remove PICC dressing with scissors and cut patient in the process. Patient informs me that it bled a lot. Nurse replaced PICC dressing and attempted to cover cut up with date dressing.		spoken with nurse involved		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		Low harm		5/17/25		Ensured site was clean and not infected- no concerns. 
Patient wished for me to escalate. Datix completed and documented on notes. No notes from date of incident stating incident happened.

		I11903		4/23/25		5/9/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP –  On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 16:30. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12059		4/23/25		5/14/25		Unit of platelets collected from the laboratory blood issue room and the prescription on CWP was not updated to 'collected'.		Discussed incident with the staff member involved, who could not recall there being any issues with the computer in the blood issue room, they also advised that they always double check to make sure that they have completed this task correctly. Will remain vigilant and will report any issue to the transfusion practitioners.

Reported to tech bar		The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Capital, Estates and Facilities		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		5/14/25		Deputy TP - discussed issue with individual involved.

		I11964		4/24/25		5/12/25		Referral received on 24/04/2025 but dated 14/03/2025		- Questioned referring trust on delay.
- Referrer has explained this was due to a staff training issue and has addressed.
- Referral added as urgent.
-Datix raised.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		5/15/25		Triaged to Cons as urgent and asked referrer why the delay in us receiving the referral

		I11669		4/24/25		5/1/25		Patient attended clinic to provide pre screening for a clinical trial.  In error the patient and trial sub investigator signed the trial main consent instead of the pre screening consent.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Research and Innovation		Incident affecting Patient		Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Longland,  Jessica		Finally approved		Low Harm		No harm		5/16/25		The sub-investigator identified the error and informed the research nursing team.  Research nurse telephoned the patient who was travelling home to Derby and at that time was approx. 30 mins away from the hospital.  The nurse apologised to the patient, explained the error that had occurred and that unfortunately, until she was able to return to the hospital and complete the correct form, we would not be able to initiate any tests to see if she was eligible for the trial.  Based on this information the patient decided to return to the hospital immediately.  The patient returned to clinic and the correct pre screening informed consent form was signed by them and the sub investigator.

		I11682		4/24/25		5/2/25		Sample does not meet transfusion labelling requirements.
Request form not signed.				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Brennan,  Naomi		Finally approved		No Harm		No harm		5/19/25		Patient re-bled. Delay to patient care.

		I11688		4/24/25		5/2/25		Sample does not meet transfusion labelling requirements.
No date on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment / Nurse-Led Pre-Op Assessment				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Shaw,  Andrea		Finally approved		No Harm		Low harm		5/2/25		Patient re-bled. Delay to patient care.

		I11759		4/24/25		5/6/25		Patient came for PTP contrast CT scan and noted a full body rash the following day. The patient then rang the hotline as per the contrast advice sheet however was on hold for 15 mins and gave up. This was then made aware to the key workers on #1 of treatment (12 days post scan)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Mcgough,  Sophia		Incident being managed locally		Low Harm		No harm				Rash had cleared by time we were made aware - reported it on CWP, CRIS careflow, ARIA and DATIX

		I11678		4/25/25		5/2/25		Collect a 5Fu pump from treatment room. Opened the bag before doing the checks to show patient what it looked like and how to look after it whilst attached. Once logged in to iqemo I realised I had opened the wrong patients pump. I explained to PEF who informed the nurse who's medication I had opened what had happen.		Correct processes followed, near miss incident, no harm to patients. Nurse aware to check treatment more carefully.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Mismatching between patient and medicine		Johnson,  Rhona		Finally approved		No Harm		No harm		5/13/25		I put the pump back in the bag in the treatment room. PEF informed other nurse what had happen. I collected the correct 5FU pump and checked on iqemo before opening. Administered as prescribed. I asked PEF do I need to datix it as near miss who said no I did not. Reported today asked to do so.

		I11690		4/25/25		5/2/25		Sample does not meet transfusion labelling requirements.
same time on both samples				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Scott,  Sabrina		Finally approved		No Harm		Low harm		5/2/25		Patient re-bled. Delay to patient care.

		I11907		4/25/25		5/9/25		Patient received unit of RBC and no 15 minute vital signs recorded.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/13/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Noted that the staff nurse involved had requested that a HCA complete these vital signs as they were going a break. This HCA has not been signed off to complete transfusion vital signs.

		I12259		4/25/25		5/20/25		- VFSS completed by SLT colleagues 23/04/2025 pre-treatment. 
- Inaccuracies of interpretation of images within formal report. See "action taken" for details. 
- Omission of key details e.g. No PAS scores at all to rank severity of penetration/aspiration, unclear conclusion and rationale for recommendations
- No evidence of complex decision making discussions with consultant or patient after assessment, recommended thickened fluids off limited assessment of 1x 5ml bolus and 1x cup sip				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Cardenjones,  Jeni		Learning response required		No Harm						- Escalated concerns to SLT manager via email 
- Division management advised to put Datix in about any concerns. 

Differences in image analysis included:
- Pharyngeal timing of swallow 
- Timing of laryngeal penetration of thin fluids
- Where the aspiration came from - pharyngeal residue vs. previously penetrated material 
- Ability to comment on efficacy of chin tuck manoeuvres due to suboptimal positioning
-Level 1 fluids - aspiration identified, whereas I saw PAS 3 - penetration above the vocal cords that was not ejected
- Level 2 fluids - no penetration or aspiration identified, whereas I saw trace laryngeal penetration pre and during swallow 
- In addition to this only 1 5ml of level 2, and 1 cup sip was assessed, and recommended to continue on level 2 fluids off this minimal quantity 

Please see my notes on CWP of my analysis of the images (albeit not a formal report), versus the formal VF report for further detail. 

Overview of concerns include:
- No PAS Scoring  in reporting so this was not replicable
- Unclear reporting about pathophysiology - difficult to replicate instrumental assessment e.g to draw reliable conclusions at a later time point
- Inaccurate reading of images see above
- In addition to this there was no obvious rationale for recommending thickened fluids over thin fluids. In the absence of significant aspiration sequelae, clear chest history, good mobility, and maintained oral hygiene all contribute to a relatively low overall risk profile for this patient developing an aspiration pneumonia. In particular, the lack of recurrent chest infections suggest she has tolerated aspiration risk relatively well prior to recommendation of modified fluids. Given these factors, and in line with the evidence base that suggests aspiration of thickened fluids is often silent and may be associated with worse pulmonary outcomes, there may be clinical justification for cautiously trialling Level 0 thin fluids under close monitoring. This was not considered or discussed with patient or Managing medical team.

Following this assessment the patient continued on thickened fluids at home, thinking this was the safest option for her. This was revisited in SLT discussion in session on 8th May 2025 about her options around decision making. She wished to continue on thickened fluids as per instrumental assessment. It can be difficult relying on information from a mis-analysed report where results cannot be trusted. This makes this service unsafe if we cannot trust recommendations which come from this.

		I12282		4/26/25		5/21/25		INCIDENT REPORTED BY BOLTON FOUNDATION TRUST: Visited patient following discharge from Christie's yesterday evening. Admitted patient onto DN caseload, full skin inspection
completed SDTI identified to Right buttock.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Paterson,  Ruth		Learning response required		No Harm		Low harm				Full skin inspection completed SDTI identified to right buttock, photograph taken with consent, pressure relieving advice given.
Patient struggling to mobilise off Sofa, no POC in place, admissions avoidance contacted to complete full assessment, loans referral also completed for community bed and pressure relieving mattress. wound care visits added twice weekly and minimum weekly skin inspection visits added.

		I12233		4/26/25		5/20/25		Unit of platelets collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Capital, Estates and Facilities		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		5/20/25		Deputy TP - Able to confirm traceability using the corresponding laboratory collection form.

		I11710		4/26/25		5/2/25		Patient had chest drain inserted on Friday 25th April. Chest Xray requested by ward doctor on the Friday specifying date for exam following day (Saturday) but this was not done until Monday 28th as it was not escalated to on call radiographer. Reviewing ward medic did not even realise patient had a chest drain in situ and was not escalated by nursing team despite this being flagged up to ward nurse in charge and the duty management team to pick up.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Langstaff,  Alexandra		Incident being managed locally		No Harm						Enhanced radiology nurse reviewed the patient on Monday following chest Xray. Drain removed.

		I11713		4/26/25		5/2/25		Patient had chest drain inserted on Friday 25th April. Chest Xray was done on 25th April but was not reviewed by the medical team, and not escalated to the on-call medic despite instruction to escalate by the radiology team. Chest xray was reviewed following afternoon but still no decision to remove the drain until the evening. "No staff able to remove the drain on day shift" according to CWP note. No evidence this was escalated to duty manager or medical team. Drain in 24hrs longer than needed				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Retrospective follow up after the weekend.

		I11648		4/26/25		5/1/25		Trial patient called hotline to report bowel symptoms, and this was escalated via CWP to a nurse on ECMT, it seems this nurse was chosen as she had filled in a recent clinical outcome form. She is on annual leave all week therefore message had not been seen. For this reason, policy is to consult trial SPIS for contact details and escalation. 

Trial SPIS (published August 2024) states that contact details are :
ECMT Research Nurses - 

the-christie.ecmt.researchnurses@nhs.net				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Inadequate handover		Mcgough,  Sophia		Finally approved		No Harm		No harm		5/27/25		On 01/05/25 - I was reviewing patient CWP notes to check her next appointment date and noticed the hotline annotation and clinical message sent to nurse on 26/04/25 (she is still on annual leave so will not have picked this up). 
Informed one of our ECMT doctors who has called patient to follow up today.

		I11628		4/27/25		5/1/25		Patient was due to be admitted post transplant, was waiting for a call from ward to come in all day but no call received. Patient then rang us to explain situation and I rang ward who said they had the wrong date on the board so were not expecting her on that day.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/7/25		Confirmed admission date, spoke to nurse in charge on ward who stated patient will have to ring hotline and be admitted via AAU as out of hours and then transfer to Palatine ward.

		I11700		4/28/25		5/2/25		Noted treatment dose Dalteparin (PE 2023) held 25/26/27 April as ? having a drain but patient did not have a drain 25thApril and should have restarted LMWH as per medical plan 24/04.
28/04 patient SOB and tachycardic commenced on antibiotics but CTPA requested and multiple bilateral PEs found with suspicion of pulmonary infarct				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Prescribing		Omitted medicine/ingredient		Spooner,  Jennie		Finally approved		Moderate Harm		No harm		5/23/25		Dalteparin restarted
Patient informed of CT findings
Had to have CT angiogram as acute bleeding but no ongoing haemorrhage/ haematoma

		I11681		4/28/25		5/2/25		Sample does not meet transfusion labelling requirements.
Incorrect hospital number on sample.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bostock,  Louise		Finally approved		No Harm		Low harm		5/13/25		Patient re-bled. Delay to patient care.

		I12047		4/28/25		5/14/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.		Added to teams newsletter to highlight to everyone the importance and to remind for more vigilance when completing transfusions. Discussion had directly with nurse involved to highlight incident. AACU ward manager aware.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Scott,  Sabrina		Finally approved		No Harm		No harm		5/16/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12048		4/28/25		5/14/25		Patient received unit of RBC and no outcome recorded on the prescription. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Monitoring		No outcome completed on prescription		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/19/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.  Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11880		4/29/25		5/8/25		Appointment booked to wrong clinic from EOF. 
Appointment then cancelled but not rebooked to correct clinic.
EOF actioned but no appointment arranged, hence patient did not appear on overbooking list and was lost to follow up until patient called to chase appointment.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		6/3/25		Clinical research nurse emailed to advise patient had been lost to follow up.
I emailed the consultant of the week to see if we could overbook the patient to this week's clinic and emailed my line manager to highlight the booking error.

Chemo scheduler who outcomed did not rebook - redirected to MN

		I11687		4/29/25		5/2/25		Sample does not meet transfusion labelling requirements.
Patient name spelt wrong on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Paterson,  Ruth		Finally approved		No Harm		Low harm		5/2/25		Patient re-bled. Delay to patient care.

		I11691		4/29/25		5/2/25		The patient informed the Medical Secretary by email on 29/04/2025 that there was an inaccurate in the documentation of his procedure.

The discharge summary correctly stated that the procedure was a colonoscopy and polypectomy, which is accurate. However, the initial procedure results was inaccuraetly recorded the procedure as a colonoscopy and polypectomy, despite no polypectomy being performed.

This discrepancy caused some confusion at the patient's GP surgery, which has now been resolved		An apology was conveyed to the patient on my behalf by the secretary.
This issue has been addressed with staff during both the daily and safety huddles, with a focus on ensuring accurate documentation of procedures, particularly aligning discharge summaries with endoscopy report results.
This message will continue to be reiterated during huddles over the coming weeks to ensure all staff are consistently reminded to document the correct outcomes.
Staff have also been advised that the Endoscopy Manager is available to provide support and demonstrate how to correctly amend the discharge sheet, if needed, at the time of patient discharge.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Finally approved		No Harm		No harm		5/9/25		Apology given to patient on my behalf by secretary. 
Spoken to discharging nurse who confirmed it was a human error. As she was assisting her colleague in discharging patients, due to busy recovery. 
Informed staff during daily and safety huddles to ensure accurate documentation of procedures, by ensuring this matches the endoscopy reports results. 
Advised that endoscopy manager is available to support and demonstrate how to make corrections on the discharge sheet, if needed when discharging patients.

		I11631		4/29/25		5/1/25		Concerns raised about care from patient under DOLS		all actions taken at time		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Spooner,  Jennie		Finally approved		No Harm		No harm		5/1/25		Safeguarding informed for advice
Psych oncology contacted for patient review
Matron informed for advice 
Social worker informed for awareness
Temporary staffing team informed to block HCA involved from Ward 14 to safeguarding them and and the patient
Reflective discussions planned with HCA's involved
Phoned wife to make her aware and explained all actions we were taking
Checked patients skin head to toe for abrasions, bruises and nil noted

		I11719		4/29/25		5/2/25		RN was told by Cleaning staff that pts Mum was in tears and asked Dr S to leave the room, after she had gone in and started talking about the Results of the scan. 
Family were upset as they didnt know Dr S, and didnt feel it was appropriate for her to be told with out other support around. 
RN went and spoke to mum- took her to the family room. Discussed what had happened. 
Offered if they would like to put in a complaint. Family declined. 
Again asked if there was anything I could do.		06/05 - Medic SR informed of patients distress has since apologised to the family, to reallocate to HS.
16/05/25 - Reallocated to AC to review key issues around findings with family.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Castleton,  Anna		Finally approved		Moderate Harm		No harm		5/16/25		Contact CNS and asked for their support with pt. 
Matron on shift informed. 
Reassurance given and nurse looking after pt informed.

		I11766		4/29/25		5/6/25		A patient therapy using a certain product, Lutathera, used for treating NET patients, had been scheduled to take place on the 29th April and the patient had been informed by 'phone and appointment letter.  However, this particular therapy requires a patient specific dose to be ordered from a supplier around 2 weeks prior to the therapy taking place and the dose had not been ordered for this patient.		Update 13/5/2025 - This was a manual error on the part of radiopharmacy. A full investigation has been undertaken by the radiopharmacy team. Report to be discussed by therapy team in clinic to determine if any additional actions needed, and then uploaded.		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Radiopharmacy				Network Services		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Williams,  Heather		Incident being managed locally		No Harm						The supplier was contacted to check if it would be possible to place a late order which could be used to treat on the required date.  We were told that this was not possible but that they could provide a dose for 1st May, a 2 day delay for the treatment.  We accepted this dose so the patient was treated 2 days later than originally planned.

		I12278		4/29/25		5/21/25		Patient reviewed in ESC clinic  15/5/25
Told by pt and his wife that he had been given the concentrated oxycodone liquid on discharge from ward 14 and this wasn't communicated with them.
Patient came in on 5mg/5ml and was discharged with the 10mg/ml strength.

Pt took 2 doses of 10ml of the concentrated strength, meaning he took 100mg of oxycodone instead of 10mg.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Clinical Oncology / HPB/NET (Clinical Oncology)		Network Services		Incident affecting Patient		Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Pearson,  Angela		Incident being managed locally		Low Harm						FromWP notes:
Explained had concentrated prep in error on discharge and took 10mls so 100mg oxynorm Wife is a nurse Obs showed drops in Sats and BP Have raised with pharmacy colleagues to submit datix

Pt did not ring hotline.

I have discussed with Pts wife, apologised and explained when/were the supply came from.
Discussed with TCP as initially thought the supply came from TCP outpatients but since discovered it was on the TTO from ward 14.

		I12177		4/30/25		5/19/25		Patient received unit of FFP and the pre vital signs were recorded 65 mins prior to commencing the transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Bostock,  Louise		Finally approved		No Harm		No harm		5/19/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Patient continuously monitored on OCCU.

		I12199		4/30/25		5/19/25		Patient received unit of FFP and the pre vital signs appear to have been completed 67 minutes prior to the commencement of the transfusion. However the start and end times appear to have been documented incorrectly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Bostock,  Louise		Finally approved		No Harm		No harm		5/20/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Patient continuously monitored on OCCU.

		I12103		4/30/25		5/15/25		MSSA BSI in peripheral blood culture 30/4/25. Attributed to IPU as had BM biopsy 22/4/25 before admission to AACU 30/4/25. 
Bone marrow undertaken on the IPU on the 22/04/2025
Procedure documentation shows Asepsis was maintained during the procedure,
Two points of interest,
 - It took two passes to obtain samples due to the difficulty obtain the sample, the result was described as poor 
 - there was some oozing observed post procedure
Otherwise it was a routine procedures, informed consent was obtained, as documented in the consent section of the notes
I'm sorry to hear that this patient has since passed away, it noted that the cause of death was due to metastatic lobular breast carcinoma
A microbiology review concludes that the source of MSSA was unknown				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)		The Christie NHS Foundation Trust / Medical Oncology		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Hill,  Steve		Finally approved		Low Harm		Low harm		5/30/25		Reported to HCAI DCS, Medical team aware. 72 hour review requested by IPC.

		I11795		4/30/25		5/7/25		We received delay referral on 30 Apr, the referral date is on 20 Mar 2025.
They are waiting for the colleague to confirm the reason of delay referral, who will be back on 14 May.		- Questioned referrer on the delay.
- Referral processed and added as urgent.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		5/15/25		Add referral with flagged urgent in CareFlow

		I11633		4/30/25		5/1/25		End of life patient sent home without his Lilac DNAR form and discharge envelope. If this gentleman was to have arrested on the way home or overnight, there would have been no documentation stating he was not for resuscitation.		As per CWP the paperwork was delivered round to the patients house the next working day an community team informed 
Message added to core huddle to ensure we are checking discharge paperwork and ensuring patients are sent home with a lilac form if the have an AaND in place		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Discharge		Complex discharge		Langstaff,  Alexandra		Finally approved		No Harm		No harm		5/4/25		Alerted by the wards nurse in charge, this AM (01/05/25) that the envelope was found on the wards desk with his bed pan, which also should have gone with him. 
I stated that this needed to be sent out with the discharge envelope and bed pan to the patient straight away. 
Nurse in charge arranging this with Matron on call this morning. 
I made it clear this needed to be done as soon as possible.

		I11625		4/30/25		5/1/25		At the beginning of my shift, the buzzer was alarming from the bay- went to assist and found patient laid on the floor, emergency buzzer called, dr and nurse in charge present.
Patient stated they attempted to stand from chair and lost footing- did not injury themselves or hit head.		Lesson learned to be updated on LFI leaflet and newsletter.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Bibi,  Amina		Finally approved		No Harm		No harm		5/6/25		Observations and Bm recorded.
Hoisted patient back into bed due to reduced mobility.
ECG done.

		I11626		4/30/25		5/1/25		Pt admitted @2020 onto AAU - fever post SACT.
Unable to PGD due to known anaphylaxis to penicillin.
Delay in administering IVabx.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Observations recorded, septic screen carried out and medic informed.
However medic went to handover and did not follow up, therefore asked twilight doctor who pxd metro, gent and vanc. 
Ivabx administered @2145 1hr 25mins after patient arrived and 45mins after first set of recorded observations.

		I11646		4/30/25		5/1/25		When completing prep and checking confirmation of consent from pre-treatment, the boxes intended to be completed at first day chat had been completed prior to FDC by pre treat team:
- confirmed that patient has no further questions
-confirmed patient wishes the procedure to go ahead		For discussion at pre-treatment and treatment operational meeting		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Burgess,  Claire		Finally approved		No Harm		No harm		5/20/25		Informed superintendent
unchecked boxes ready for FDC radiographer to fill in independently

		I11647		4/30/25		5/1/25		Referral dated 13th Jan 2025 received 30th April 2025. Email states "Please see attached letter received from GP today, along with letter that I have just realised was sent incorrectly by an ex-colleague. Please accept our apologies for this, we would be grateful if this letter could be passed on. "

*Awaiting email reply 04/06/25*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Medical Oncology / HPB/NET (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Learning response required		No Harm						Actioned the referral as Urgent as soon as i got to it, requested further reports for patient and did the DATIX. Also sent the ref to secretaries.

		I11637		4/30/25		5/1/25		tsrt9 level 4 19a cf2c sb19a md12
when completing treatment prep, noticed the patients treatment protocol is out of date.
Rhabdomyosarcoma review date 31/03/2025.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Clinic rooms- second floor				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Serra,  Maria		Finally approved		No Harm		No harm		5/9/25		Superintendent alerted. 
Datix submitted, protocol still matched as required.

		I11638		4/30/25		5/1/25		Inpatient prescription requested - Linezolid 100mg/5mls, 2 bottles (op), 30mls BD. At request of Dr. Prescribed on EPMA, confirmed with ward pharmacist - NG tube - Note for flushing added to EPMA. 
Dispensed item from TCP incorrect - Linezolid IV 600mg in 300ml - inject as directed. 
Arrived on ward 30/04 PM - dose should of been given 01/05 AM. Now missed due to wrong formulation. 
CWP Note 30/04 16.43pm from Dr. Confirms request for Linezolid Oral Suspension.		Incident presented to management and superintendent pharmacist for consideration
Included in monthly TCP patient safety briefing to raise awareness of incident		The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary				Network Services		Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Formulation - wrong		Nolan,  Russell		Finally approved		No Harm		No harm		5/6/25		TCP notified, incorrect stock taken back. TCP stated on call pharmacist made decision to send IV, assumed it was a mistake. Robot had broken down at 5pm, possible additional cause of decision. 
Original prescription checked in case of error, transcribed correctly by ward pharmacy technician. 
Correct item dispensed @ 10.20am 01/05 and brought to ward.

		I11641		4/30/25		5/1/25		Anidulafungin 200mg IV stat dose not given on ward. EPMA box red. Stock was specifically sourced by pharmacy and 2 vials brought to Ward at 15.45pm for stat dose. 
01/05 AM Nurse queried how to infuse medication, found out stat dose not given, no reason found as different nurse now looking after patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Langstaff,  Alexandra		Incident being managed locally		Low Harm						Sent alert to ward pharmacist & Speciality dr. Confirmed datix to be done, re-prescribed stat dose for administration, informed day nurse. 
Further supply of 7 days medication dispensed and brought to ward @ 10.30am 01/05. Confirmed daily dose to continue with speciality Dr.

		I11666		4/30/25		5/1/25		Stat dose of INJ. Anidulafungin 200MG IV missed. Pharmacy informed , they dispensed the meds yesterday itself and it was in the fridge.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Langstaff,  Alexandra		Incident being managed locally		No Harm						Patient made aware of this, apologised.
Escalated this to the nurse in charge, pharmacy and medics.
cancelled todays regular dose prescription and stat dose administered today
ensured a weeks dose of the medication received from the pharmacy and is stocked up in the fridge
team made aware that the injection is in the fridge, so he wouldnt miss any

		I11650		4/30/25		5/1/25		Incorrect pharmacy form submitted on patient's notes. DATIX submitted as per trust policy.		this incorrect document has been redacted		The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Saunt,  Denise		Finally approved		No Harm		No harm		5/21/25		Reported to IT who removed the incorrect documentation and requested on correct patient's notes.

		I11685		4/30/25		5/2/25		Sample does not meet transfusion labelling requirements.
No year on date on sample				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Paterson,  Ruth		Finally approved		No Harm		Low harm		5/2/25		Patient re-bled. Delay to patient care.

		I12050		4/30/25		5/14/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/19/25		Deputy TP-  On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12045		4/30/25		5/14/25		Patient received a unit of RBC's  and the pack number was recorded incorrectly on the prescription by the nurse upon receipt of the unit. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/19/25		Deputy TP - traceability confirmed with the corresponding laboratory compatibility form.
Pack number recorded as G095 625 196 607 3 instead of G095 625 196 697 3

		I11968		4/30/25		5/12/25		As per protocol, a new referral was sent on 30th April to the 'New Referrals' team to book an outpatient appointment and request urgent path review and relevant imaging. 
On 9th May, secretarial team were advised by consultant that path review appeared to have not yet been requested.		- Officer requested documentation when referral received.
- This delay was due to an external environment delay/no communication.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		5/23/25		Path review urgently requested by secretarial team after notice from consultant that had not been requested by 'New Referrals' team.

		I11851		5/1/25		5/8/25		Histology reported incorrectly added to the wrong patient CWP profile		Techbar ticket raised and actioned		The Christie NHS Foundation Trust / Corporate / Performance / Tracking team				Corporate		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Williams,  Joanne		Finally approved		No Harm		No harm		5/13/25		Error not know at the time

		I11906		5/1/25		5/9/25		INCIDENT REPORTED BY MFT: Patient hadT1aN0M0 RUL adenocarcinoma - Rx with 55Gy in 20# RT - completed on 16 July 2024. imaging completed back Christie hospital January 25 shows right middle lobe nodule which wasn't reported, patient then had further ct april 25 which shown further growth, now sadly has wide spread disease				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT		The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Finally approved		Low Harm		No harm		5/27/25		Thank you for submitting this incident Prof Evison has advised this needs to be sent to the Christie for comments - (this has
been requested) and validated as slight harm as it has not changed the outcome for the patient.

		I11699		5/1/25		5/2/25		Patient arrived on HTDU with pink PVC still in situ.  Had been discharged from PW on 28/04/2025.
Patient could not remember having the cannula inserted (she had admission to CCU during stay on PW). No PVC careplan completed on CWP for insertion/ongoing care recorded.		15/05 - NB and AMH will talk about having a targeted month on palatine regarding back to basic nursing care, this will be fed back via ward meeting and CPF to talk to EJ regarding doing a complete discharge process. Emphasis on discharge during induction teaching, scenarios and assessment.  AH		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		5/21/25		Cannula removed, no redness, swelling, pain etc at site. Gauze applied.  Patient seen for bloods and review post discharge and then sent home.  Next due to be seen Tuesday 6/5/25 in transplant clinic

		I11693		5/1/25		5/2/25		pt own drugs signed in incorrectly- 25 pregabalin caps signed in. 28 counted on giving back to pt				The Christie NHS Foundation Trust / Network Services / Palatine Ward				Network Services		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Drug count incorrect		Anderson,  Rebecca		Finally approved		No Harm		No harm		5/19/25		informed ward manager. error written in book. resigned in  and out at correct amount

		I11703		5/1/25		5/2/25		Surgical cancellation on the day 1/05/2025 for patient planned to undergo Cytoreductive surgery with HIPEC. Cancellation due to unavailability of critical care beds.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		Dewberry,  Annie		Finally approved		No Harm		No harm		5/20/25		Escalation procedure followed.

		I11704		5/1/25		5/2/25		Surgical Cancellation on the day 01/05/2025 for patient undergoing cytoreductive surgery with HIPEC. Due to unavailability of OCCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Non-clinical reason – Bed availability		Dewberry,  Annie		Finally approved		No Harm		No harm		5/6/25		Escalation procedure followed. 
Patient remained inpatient on ward 10 and re booked for 02.05.2025 due to clinical urgency of interval debulking surgery.

		I11705		5/1/25		5/2/25		Patient came to ORTC with ? Hickmann line infection. 
Seen by ORTC Dr and IPU team and happy to go ahead with treatment but for antibiotics to be prescribed. 
Myself and colleague asked ORTC Dr to document this and to prescribe. This was also written down on Dr list. 
When rest of TTOs were given it was noted that no antibiotics had been prescribed and due to time of day there was no dr to prescribe these.		as above		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Network Services		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Omitted medicine/ingredient		Saunt,  Denise		Finally approved		No Harm		No harm		5/28/25		Informed patient of situation. 
Requested job for DR starting next day 
Posted abx to patient. 

Passed to ORTC as unclear why oncall SpR was not contacted.

		I11716		5/1/25		5/2/25		All found OA;
C3 PU to L + R elbow 
C3 PU to sacrum + inner buttocks
Multiple skin tears across body - notable are L shin, L shoulder blade, R + L arms				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Bostock,  Louise		Finally approved		No Harm		No harm		5/5/25		pu CLEANED AND DRESSED WITH PADDED KLINIDERM. 
Flaminol applied

		I11655		5/1/25		5/1/25		Patients pressure areas were checked  in the theatre post surgery. Bruise ? moisture lesion was noted on patient left groin. Bruise ? moisture lesion noted by the anaesthetist, Dr Kunal, in the anaesthetic room prior to the surgery. Moisture lesion was pre-existent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 8				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		barrier spray applied to the area, note made in the care plan, datix completed,

		I11656		5/1/25		5/1/25		Tazocin dose QDS b ut thought it was TDS so given after SACT when it should have been before		Nurse to complete reflection		The Christie NHS Foundation Trust / Network Services / Palatine Ward				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delayed >2 hrs (given before next prescribed dose)		Bamforth,  Arlene		Finally approved		No Harm		No harm		5/22/25		NIC made aware, dose given after SACT complete

		I11657		5/1/25		5/1/25		Patient came from palatine ward for nephrostomy insertion in IPU radiology on the PM list. Blue radiology careplan sent to the ward and signed for as received the day before. Radiology nurse also called ward the evening before the procedure and explained that the pre-procedural sections would need to be completed prior to the procedure. Patient brought to department by CNS and careplan left completely blank, causing delay to the start of the procedure.		To be fed back at ward meeting to ensure pre-procedural documentation is complete and if unsure contact IPU.		The Christie NHS Foundation Trust / Network Services / Palatine Ward				Network Services		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Brennan,  Naomi		Finally approved		No Harm		No harm		5/19/25		Pre-procedural checklist completed by radiology nurse and notes reviewed to establish medical history.

		I11658		5/1/25		5/1/25		Pt aged 89 attended IPU for routine surgical dressings clinic 1 week post skin graft under plastics team. Pt unwell on arrival to IPU. NEWS=5. Spo2 95%, RR 24. Pt states he feels SOB. 
Dressings Nurse requested review. The Plastics Reg saw patient briefly but stated to IPU Nurse to contact medical oncology on call and then put patient in a taxi and send him to A&E.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Myriokefalitaki,  Eva		Finally approved		No Harm		No harm		6/4/25		Pt has extensive cardiac history - heart failure, DOAC, pacemaker and hypertension.
Medical oncology oncall challenged request for review and correctly stated the patient was the responsibility of the parent team. Outreach contacted by IPU NIC for further support and outreach reiterated to Plastics Reg that formal review should be made by the parent team with subsequent medic to medic referral as appropriate. Plastics Reg stated he had referred patient to local A&E but it became clear that he had only spoken to admin staff and patient had not been formally accepted by a medic. Awaiting  blood results and then patient to be reviewed by Plastics Reg, with subsequent referral to A&E as appropriate. Patient main carer for wife who is home alone and unwell. Safeguarding referral made. 
Patient nursed in IPU recovery bay and emergency bed request submitted to Patient Flow as safe transfer likely to be beyond IPU's opening times.

		I11659		5/1/25		5/1/25		Patient required TPN by 10:00am, however, it was not prescribed correctly followed by a delay in inpatient pharmacy. Resulting in medication not being delivered at the correct time. Finally commenced treatment approx. 15:00pm, 5 hours past the required time. This will result in patient having sleep disturbance tonight.  Apart from that it could  affect her nutrition status,  Could have drop her blood glucose., which can lead to affect the safety of the patient				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay				Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Sutherland,  Lydia		Incident being managed locally		No Harm						Informed nurse in charge, pharmacy and involved the dietician, plus Dr of patients team.

		I11662		5/1/25		5/1/25		Patient was reviewed on ORTC today after telephone call this morning mentioning rash that has worsen. Patient attended alone and appeared not very happy. Assumed it was the rash that was bothering patient. Later, when informing patient that treatment is likely for deferral, patient mentions that she has been waiting since 11:00.		I have reiterated to the scheduler's we need to be checking the card before giving/sending back to the patient. We now have a new process following on from this
where the reception staff check the appointments on Care flow against them on Iqemo making sure they match before handing back to the patient.		The Christie NHS Foundation Trust / Network Services / SACT Services / SACT Admin and Scheduling		The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Neille,  Maxine		Finally approved		No Harm		No harm		5/13/25		I apologised to patient and explained that I had her appointment scheduled on my list for 15:00. Patient was very understanding after explanation was provided that we had different appointment times. However, patient was still not happy and wishes for it not to occur again in the future. I have emailed schedulers to prevent this from occurring again.

		I11664		5/1/25		5/1/25		TSRT9/TS/13cc/Level3/SB3i/MD13cc/CF3a
kV panel drop out occurred mid-acquisition (25.3 degree angle on counter-clockwise scan)
No inhibits present prior to beaming on for image
5.8mGy dose delivered to that point (217 frames)
kV panel long position fault when checked by engineers		KV Enable dropped in the middle of scan. Delivered 271 frames for patient 202503611

Checked the event logs and found panel long position fault. Closed the panel and opened to check for any faults and found its in good position to continue the scan. Assuming it may be a one off event.
Rescanning completed successfully.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		TSRT9/TS/13cc/Level3/SB3i/MD13cc/CF3a
Phoned engineers
Escalated to B7 who authorised additional imaging
Once engineers satisfied, reimaged patient and proceeded to treat.

		I11665		5/1/25		5/1/25		Patients mum approached me to say that the patient had a fall around 40 mins prior to telling me. They were getting out of bed to go to the toilet and their legs fell from under them. Hadn't hit their head and claimed they had no pain just felt slightly dizzy.		all correct actions taken		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Finally approved		Low Harm		No harm		5/17/25		Observations taken inc lying/standing- all stable.
Alerted the ward doctor and team who came from ward round.

		I11668		5/1/25		5/1/25		I came to theatre to assist taking the patient off the table. Prior to transferring the patient to recovery where I was planned to be his recovery practitioner I noticed at the surgical end a small indentation and mark on patients right hand index finger and middle finger seen from where IV line had pressed on skin during the surgical procedure. Both appeared red but blanching (18.00).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Equipment incident		Medical		Injury caused by medical equipment		Madden,  Sarah		Finally approved		Low Harm		No harm		5/8/25		Areas marked with arrow, team and anaesthetist made aware. Datix completed and will handover to CCU to monitor and contact medical illustration if needed. Mark on middle finger appears to have gone whilst patient in recovery (19.39), the mark on the index finger has greatly faded but can still be seen slightly and is blanching. Both areas have been marked with an arrow.

		I11677		5/1/25		5/2/25		Patient was admitted previous night to start pre hydration for mtx early in the morning. Noted tat fluids wasnt started when i reached ward around 9:15am.Asked the nurse what has happened and was told chemo wasnt in ward and hence pre hydration not started .Explained the reason for starting hydration so to facilitate early chemo delivery. Fluid wasnt started until 11.Not sure whether they got  that handover from night team.go ahead was given on previous day		12/05 - later admission to the ward so wasn't reviewed by parent team, and chemo was not taken off hold as this is normally done by parent team or ward pharmacist who had already gone home at this point. Night staff believed t hat methotrexate wouldn't have arrived in time it took to give rehydration fluids, so did not start them. Morning staff awaiting more knowledge of when methotrexate would arrive, started fluids later than parent team would consider in optimal time, Do not think this caused any delay in discharge or any determent to the patient. Ward manager working on improving admission and discharge process.		The Christie NHS Foundation Trust / Network Services / Palatine Ward				Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		5/12/25		Apologised to the patient for the delay as he was worried  whether it will cause chemo delay .
Informed ward managers as there is some communication issue  regarding starting pre hydrtion while chemo is on its way

		I11670		5/1/25		5/2/25		Patient found lying on the floor after an unwitnessed fall near bedside. Patient stated that he was trying to sit on the edge of the bed but got caught in pillows and ended up falling on to his knees at the bedside, he said he tried to lower himself on to the flood and pull his way in to the middle of the bay.		All necessary actions taken post fall, falls risk assessment updated, medical review requested, no obvious injuries and no further actions, encourage patient to ask for assistance, call bell within reach at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Finally approved		No Harm		No harm		5/2/25		Found on floor, called for help from ward staff. Asked patient if he had any pain, or if he hit his head. Full observations checked and recorded. Full body exam completed, no injury or bleeding found. Duty Dr informed and completed an assessment. Attempted to help the patient to a sitting position then to stand with x3 RN, no problem with getting in to sitting position however patient struggled to stand due to tiredness therefore requested help from a hoist to return to bed. Duty manager informed to assist with returning patient back to bed. Hoist and sling used to return to bed with the help of x4 staff. Another set of observations taken and further examination from duty dr who stated that patient is okay and does not require CT or Xray or neurological monitoring. NEWS2 assessments continued. 
Moving and handling not completed as patient unable to stand and requested for further assistance.

		I11671		5/1/25		5/2/25		I noticed a drug error when giving patient her evening dose of pregabalin. pt prescribed 150mg BD. morning staff gave the patient 175mg in error. 1 of 100mg tablets and 3 of the 25mg tablets.		reiterated lessons learned with the team and importance of escalation/documentation.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Bibi,  Amina		Finally approved		No Harm		No harm		5/6/25		DRUG counted to ensure it was not written in error. book and EPMA prescription checked by my, a second nurse and the nurse in charge. Nurse in charge informed of error. and datix form completed

		I11672		5/1/25		5/2/25		Cat 2 to R side of sacrum. MASD to groin, coxis, buttocks, sacrum, testicles.				The Christie NHS Foundation Trust / Network Services / Palatine Treatment Centre Ground Floor				Network Services		Incident affecting Patient		Near Miss		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Brennan,  Naomi		Finally approved		No Harm		No harm		5/19/25		Seen by medical ill on 30/05. TVN referral sent, awaiting input.  Pump on mattress and on 2 Hour turns 2 Hourly turns. Catheter in situ. Ointments + barrier sprays applied.

06/05/2025 :TVN review
Reviewed the patient to assess the skin breakdown. He has severe moisture-associated skin damage. With the current management plan, skin breakdown is improving in all areas.

		I11643		5/1/25		5/1/25		Whilst prepping the patient to begin surgery, the patient had moisture lesions to bilateral groins and under his apron.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 8				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		This was documented on the patient careplan and handed over to recovery staff. It has been requested that recovery staff apply barrier spray and requested medical illustrations to attend to photograph the groins and under the apron. Datix completed.

		I11644		5/1/25		5/1/25		Patient  identified on OPWL that was not picked up by the secreatry. Decison was made back in March and picked up by the ASM 1st May when clearing the backlog on the PTL. Pt opted for xrt.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Network Services		Incident affecting Patient		Harm		Non-clinical incident		Referral		Delay/ failure		McGillion,  Annemarie		Finally approved		Low Harm		No harm		5/7/25		ASM highlighted this to the sec and asked for a booking form to be submitted. ASM added to the XRT OPWL. 
ASM asked for OPWL meetings with the secs to be reinstated until all the outstanding patients are cleared. 
Support mananger to oversee this

		I11649		5/1/25		5/1/25		TSRT9/13cc/CF3a/MD13cc/SB3i level 3

Prostate #7/20. M10 filter 476/633 frames given.
Additional dose to pt = 5.9mGy
1st Occurrance.

XVI Fault - communication error.
Engineers informed and attended.		- 01/05/25 - Initial Report: Scan dropout at -83.14 degrees on gantry. M10 CC. Patient removed from machine. Checked logs - Possible CAN2 issue. Attempted scans in both directions trying to replicate issue. Unable to replicate. Returned to clinical use. Possible cabling issue? Will check interconnections at next service.
- 05/05/25 - Scan termination DATIX (11742) - CAN2 inhibit apparent on XVI app - removed patient from room repeated scan and drop out @ GA270 - tried again same error same place - removed XVI from use, patients transferred to other linac. Further investigation of scan drop out - checked the cable connections at XIM, RIC and inside the drum. Nothing obvious. Checked cable connections on bracket in Area 16, one cable seemed loose so tightened the connector screws. Multiple test scans ran without further error. Handed back to clinical.
- 06/05/25 - Scan Drop out CAN 2 inhibit - checked and remade all CAN 2 cable connections scan terminates at GA270 bus can be seen to go offline in XIM utility - restarted everything and scans now NOT dropping out will ask early engineer to check again on run up prior to handing back for clinical use.
- 07/05/25 - Checked again on run up and scan drop outs still apparent. Consulted Elekta who agreed the issue looked like cable 1509024. Cable ordered awaiting delivery.
- 09/05/25 - Cable 10509024 replaced - multiple scans completed without error. CATPHAN QC completed, all passed.

No further reports of the issue.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		TSRT9/13cc/CF3a/MD13cc/SB3i level 3
Pt off bed.
Engineers investigated.
Additional XVI approved.

		I11806		5/1/25		5/7/25		Hospital onset healthcare associated C-diff infection. Admitted 29/4/25, sample taken 1/5/25. Attributed to AAU.		Sample sent.
Isolated in a side room.
Oral vancomycin commenced.
Care plans completed.
Full discussion with IPC following this Datix.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		Cdiff		HOHA (healthcare onset – healthcare associated)		Clarke,  Catherine		Finally approved		Low Harm		No harm		5/16/25		72 hr review to take place with ward area.

		I11756		5/1/25		5/6/25		patient has Ecoli BSI, COHA, possible CAUTI.  Rapid review required within 72 working days.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Clinical Oncology / Gynae(Clinical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Dale,  Emma		Finally approved		Low Harm		Low harm		5/12/25		carcinoma of the cervix, re catheterised, recent discharge from ward 10 28/04/2025 following hysterectomy, call to hotline on 30/04/2025 UTI, bladder pain, catheter bypassing, SPR suggested pain due to catheter as foreign body, loose stools watery with yellow foul smell,  catheter flushed with NS advised by Dr 29/04/2025, catheter kit given to patient re call to hotline with pain in bladder since catheter insertion 01/05/2025

		I11721		5/1/25		5/2/25		Patient is on 2hourly turns due to pressure damage, he has had a category 1 on right buttock this admission, but it has developed to a category 2 as the skin is now broken. On his sacrum there is also a category 1, and he has MASD to testicles and sacrum also, so skin is very vulnerable. A new category 1 pressure ulcer has also been identified on his left ankle.		To give a refresher on categorising MASD/Ulcer		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Anderson,  Rebecca		Finally approved		Moderate Harm		No harm		5/13/25		Strict two hourly truns and barrier creams applied, pump on bed, nurse in chrage informed. TVN was called and messages left x3, TVN informed us that they did not need to see a Category 2 pressure ulcer, as long as it was incident reported and medical illustration had pictures, due to staffing pressures on their team they would have to review remotely. Medical illustration to come Monday, team needs to picture weekly. Bowel management system put in situ as has had type 7 stools which could be contributing to deteriorating MASD.
TVN review of PACS 05/05/2025
Reviewed photos on PAC and clear evidence of moisture damage to the buttocks, and the skin breakdown is diffuse and has no clear margin. The history of loose stools is evident, which causes the moisture damage.

		I12185		5/1/25		5/19/25		Letter dated 29th April had diagnosis recorded incorrectly. In the diagnosis it says 'Metastatic gastric resistant prostate cancer'. This a typo and should have been 'Metastatic castration resistant prostate cancer'. This was copied from the previous letter however the previous one was amended before being issued.				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Rees,  Amanda		Finally approved		No Harm		No harm		5/19/25		The letter has been amended and resent to all Referring Onc, Patient, GP and on CWP (audit record available via ePRO) and a clinician will contact the patient to let them know. Reminder to whole team about checking the treatment and diagnosis matches previous letters- including the referral letter which should be checked for the referring Onc address. 
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		I12227		5/1/25		5/20/25		Patient received albumin and the pre transfusion vital signs were recorded 66 minutes prior to the commencement of the transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Bostock,  Louise		Finally approved		No Harm		No harm		5/20/25		Deputy TP- patient continuously monitored on OCCU, no harm.

		I12228		5/1/25		5/20/25		Patient received unit of platelets and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/22/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12229		5/1/25		5/20/25		Patient received a unit of RBC's  and the pack number was recorded incorrectly on the prescription by the nurse upon receipt of the unit. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/22/25		Deputy TP - traceability confirmed with the corresponding laboratory compatibility form.
G009 564 516 646 5 recorded instead of G095 625 166 465 K

		I12230		5/1/25		5/20/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/22/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12240		5/1/25		5/20/25		A clinic letter dated on 23rd April was typed up in EPRO, however, in error the wrong diagnosis and treatment history was entered. Our team was informed about this via email from the referring oncologist's team, asking for the diagnosis and treatment history to be checked and then altered and re-sent.				The Christie NHS Foundation Trust / Research and Innovation				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Pearson,  Sally		Incident being managed locally		No Harm						Our team was emailed by the referring hospital's team about a mutual patient; asking us to check diagnosis and treatment history as they thought it may be incorrect. I checked this and it had been copied across incorrectly, from another patient's record.

I informed my line manager about this, who asked me to complete a Datix urgently. A clinical member of the team is going to call the patient and inform them that we will send the amended letter out. I have updated the letter with the correct information and on CWP (Audit trail on ePRO) 21_CLPHA_215

		I12262		5/1/25		5/20/25		1 x unit of platelets transfused to the patient on 01.04.2025 and no evidence of traceability.
Pack number: G072 425 014 497 G				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		Component or product transfused but no Prescription		Millington,  Kerry		Finally approved		No Harm		No harm		6/4/25		Emailed ward manager on 01.05.2025 and 09.05.2025

		I12298		5/2/25		5/21/25		- Patient had videofluoroscopy assessment on 2/5/25
- Issues in reporting included: No PAS score to rank aspiration severity on thin fluids > only measured when manoeuvre trialled, so PAS not comparable
- Despite identified aspiration risk (PAS score 7) recommended up to 5 teaspoons of level 0 thin fluids
- Patient has baseline COPD and high staging - T4 BOT, so vulnerable to dysphagia and aspiration pneumonia
- known higher risk of aspiration pneumonia in light of baseline COP				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Images for diagnosis		Documentation- Inadequate/ Incomplete		Cardenjones,  Jeni		Learning response required		Severe Harm						Actions taken: Reported within 48 hours of coming across incident information on 21/5 when adding patients to a ward round list.
SL reported planning to see patient on 21/5 as inpatient for review of swallow safety - referred by ward due to concerns

Further information:
Admitted to ward with hospital acquired pneumonia - suspected aspiration pneumonia and referred by medical team for SLT assessment. GC seen on 21/5 who reports signs of aspiration identified. Potential that dysphagia may have worsened across duration of treatment however patient was already noted to have 'profound dysphagia' and be aspirating PAS score 7 on instrumental assessment of swallow on 2/5.

Unclear why recommended to have up to only 5 teaspoons when this seems an arbitrary number - 5 tsps not assessed on videofluoroscopy to determine why this quantity was selected and no identified fatigue component to swallow on assessment to suggest 5 teaspoons was an appropriate limit.

No documented discussion with medical team about accepted risk of aspiration for this gentleman or documentation about why it was proportionate to consider oral trials at accepted risk of aspiration, or discussion of this with the patient. I query whether overseeing consultant is aware of how profoundly this patient was aspirating on assessment.

On 9/5: Seen for inpatient SLT assessment.
 Patient mentions difficulty with swallowing and coughing on oral trials. Not assessed by SLT to review this risk. reports doing head tilt to the wrong side (I query if this is because this was not clearly communicated/explained in session), advised to correct to right side head tilt
No direct swallow assessment completed at this time to review swallow risk despite further through radiotherapy so might hypothesise worsening aspiration picture. Note entry states 45 minutes taken to complete consultation and complete documentation, however entry on CWP is not reflective / challenging to justify time spent. 

Despite high risk patient, not then seen from 9th May until 21st May. No review of swallow across this time. 
On 19/5/25: deprioritised from ward SLT cover today, despite this appearing a high priority/risk patient

On 20/5/25: no SLT  note entry to identify why SLT couldn't see

On 21/5 (11 days since last review despite high urgency patient): seen by SLT and identified from bedside swallow assessment that he is at risk of aspiration, and placed Nil By Mouth. However patient already has aspiration pneumonia at this point from risk of aspiration identified in assessment on 2/5 on videoswallow assessment 

Please note: Medical team oncologists and consultants recommend we place our patients Nil By Mouth if any aspiration risks identified as want to reduce risk of aspiration pneumonia which can result in poor patient outcomes, and delays to/ not completing curative treatment. 

Current chest presentation/ harm caused:
Admitted with temperature, raised CRP, CXR 16/05 - Slightly increased opacification in the right lower zone when compared with previous CXR
Tazocin restarted - second dose

		I12321		5/2/25		5/22/25		Delay in antibiotic administration for a patient with high risk sepsis. Breach of 1hour 5 min				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Other		Clarke,  Catherine		Incident being managed locally		Low Harm						Antibiotics administered- reason for delay not documented

		I12326		5/2/25		5/22/25		tsrt9
5 point mask was made for a lung patient; no labelling of 'inner' or 'outer' shoulder settings on the mask nor were recorded on the scan sheet.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9G Labelling of mould room/workshop outputs		Sutherland,  Emily		Incident being managed locally		No Harm						This was noticed day 2 of treatment and screenshots of the plan were used to decipher which setting they should be on.

		I12248		5/2/25		5/20/25		Unit of FFP ordered and not used for patient on day requested.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Madden,  Sarah		Finally approved		No Harm		No harm		5/23/25		Removed from issue fridge. Wasted on TDBB and added to wastage sheets.

		I12102		5/2/25		5/15/25		Hospital onset healthcare associated klebsiella bloodstream infection. Patient admitted 18/3/25, sample date 2/5/25. Attributed to ward 4.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		Klebsiella BSI		HOHA (healthcare onset – healthcare associated)		Langstaff,  Alexandra		Incident being managed locally		Low Harm						72 hr review to take place

		I11722		5/2/25		5/3/25		Patient walking to bathroom with drip stand, legs started to 'feel like jelly', unable to continue walking to the toilet and was assisted to the floor by RN, buzzer pulled and got help. Patient sat against the wall to catch breath and then assisted back to bed.		all correct actions taken at the time		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Observations, CBG and neuro observations taken.
Medical on call doctor made aware for review.
Lying and standing blood pressure taken and updated when able to stand up again.
Checked over for any cuts/bruises.
Made sure suitble foot wear on.
Nursing call bell in sight at all times for help when needed the bathroom.

		I11720		5/2/25		5/2/25		Patient has a known Reaction to Iodine contrast during her scan. She was given an oral preparation (Gastrographin) for the scan and it contains iodine. it was seen and realized just before the scan was done.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Patient allergic to treatment		Iddles,  Sarah		Finally approved		No Harm		No harm		5/29/25		Patient was monitored to avoid any possible reactions. scan was done and patient feels fine. patient was kept for 15mins after the scan for further observation. patient was given contrast leaflet and Aftercare procedures was explained in-case of any reactions in the future as per protocol. 
No harm to patient.

		I11763		5/2/25		5/6/25		Trial patient attended for treatment on the CRF. Treatment had not been pack allocated and taken off hold within the permitted window. Treatment was therefore not given- patient was deferred by one week.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)				Research and Innovation		Incident affecting Patient		Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Pearson,  Sally		Incident being managed locally		Low Harm						Patient informed, CRF informed, consultant informed. Senior nurse informed after bank holiday weekend as she was off. DATIX completed by senior nurse.

		I11765		5/2/25		5/6/25		Incorrect consent form found in patients notes with her name on but stated it was not her signature				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Disneygoodwin,  Danial		Finally approved		No Harm		No harm		5/22/25		Removed from patient's notes

		I11718		5/2/25		5/2/25		tsrt9 level 4 19a cf2c sb19a md12
Out of date protocol used. PBT Clinical Protocol – Ewing’s Sarcoma (TYA and Adult) has a review date of 6/12/24.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Serra,  Maria		Finally approved		No Harm		No harm		5/9/25		Prescription annotated and justified by clinician in CWP and ARIA.

		I11702		5/2/25		5/2/25		Patient screen failed for a trial and was informed by a consultant. Patient's daughter called distressed and disappointed by the news that we've raised their hopes by providing am option for a trial and now screen fail - they want to know what exactly went wrong? 
I explained that there may have been an error in the pathology report. They wanted further clarifications therefore escalated to patient's consultant.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Pearson,  Sally		Incident being managed locally		No Harm						Provided clarifications for screen failure and apologised
Informed trial consultant and lead nurse for that particular trial

		I11724		5/2/25		5/3/25		Patient spiked temperature at 18:52. 
Medics reviewed at 19:15 and antibiotics prescribed at 19:35.
Handed over by nurse patient does not meet PGD criteria and no antibiotics had been prescribed.
Patient did meet PGD criteria, meropenem had been stopped for 36 hours. 
No antibiotics given by day staff within the hour or before end of shift, no VBG done with septic screen at time of spike, no paracetamol given, no fluid balance at time of spike.		06/05 - to be reallocated AMH - statements required from nurse JJ & nurse in charge RG.
12/5/25- Statement from nurse who submitted datix. Will speak to nurse involved on 15/5/25  AH
Will close datix on 15/5/25  AH
Nurse has been on nights -unable to catch up  AH
Discussed care of a transplant patient and the importance of documentation and continual assessment. Nurse did not feel that retraining on PGDs was necessary as it was only the 24hr period they were unsure about.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		5/20/25		antibiotics given by RN on night shift as soon as handover finished, Day shift RN did not handover time that patient spiked, only realised after handover of antibiotic breach.
Dr aware of antibiotic administration time - also requested repeat bloods. 
Bloods sent overnight as well as VBG and medically reviewed.

		I11694		5/2/25		5/2/25		TSRT9
Incomplete ARIA questionnaires not picked up until EoT Summary.
Consent questionnaire: the CIED question is blank. 
Pregnancy questionnaire: signature for the operator who confirms patient outside age range on #1 is missing. 
Both picked up on final fraction of treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Bentley,  Melissa		Finally approved		No Harm		No harm		5/20/25		Informed superintendent. Datix submitted. Treatment completed as usual.

		I11696		5/2/25		5/2/25		TSRT9 / Level 3 / 13Z / MD 13I / SB 13HH 13I / CF 1C 2C
A patient was scanned for a verification image with a CBCT instead of a 2D, as was previously the imaging protocol. Operator error.
Patient was having off-set cbct followed by cbct at iso as confirmation. This process had changed at systematic review but was not picked up on this fraction.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Redfern,  Holly		Finally approved		No Harm		No harm		5/19/25		Superintendent informed. Additional imaging dose recorded and error reported.

		I11697		5/2/25		5/2/25		Patient was late for her appt so I called Passenger Cars (Now Veezu) to chase up. I was told they couldn't find her on their system. I told them to transfer me to someone who had access to both systems (NWAS and theirs). I got transferred to a lady who told me she could see the booking on the NWAS screen but can't see it on their system and there must have been a mis booking.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Transport				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Transport		Planning failure		Shardlow,  Jemma		Finally approved		No Harm		No harm		5/8/25		I told her to book trans for the patient. When I called to chase it up an hour later, they still couldn't find her on their system. I was then told that she refused transport yesterday and did the same today. But the patient wasn't booked for transport yesterday

		I11698		5/2/25		5/2/25		Patient attended Tameside Macmillan Unit for an outpatient appointment. Upon arrival patient had a skin tear to his left hand (done at home on a door handle). No dressing in situ. 
Upon taking patients bloods, the tourniquet caused another skin tear to the left fore arm 3cm x 3cm.		Discussed with TGH staff importance of skin assessment and documenting assessment.		The Christie NHS Foundation Trust / Network Services / Satellite Sites / Haematology Tameside				Network Services		Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin tears		Kelly,  Marie		Finally approved		Low Harm		Low harm		5/14/25		Both skin tears cleaned and dressed. 
District nurse referral completed for wound care - to visit on 7th or 8th May. 
Spare dressing given to patients NOK.

		I11841		5/2/25		5/8/25		No hospital number on transfusion sample. Sample does not meet transfusion labelling requirements. Sample rejected and new sample requested. New sample arrived with wrong name on sample. Rejected and new sample requested.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bostock,  Louise		Finally approved		No Harm		Low harm		5/13/25		Sample rejected new sample requested via phone.

		I11845		5/2/25		5/8/25		Blood transfusion sample mislabelled. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bostock,  Louise		Finally approved		No Harm		Low harm		5/13/25		Sample rejected new sample requested via phone.

		I12002		5/2/25		5/13/25		Patient booked in for a CT Guided lung bx on IPU. Patient contacted via telephone as she had not attended. Patient stated she had not received a letter/call to inform her of appt. CT informed who were unable to rearrange appointments to accommodate patient. On further investigation, patient letter was sent on 2/5/25. Patient denies receiving letter. IPU co-ordinator liaised with admin staff who said they follow up letters with a telephone call.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Hughes,  Thomas Sheridan		Finally approved		No Harm		No harm		5/15/25		IPU co-ordinator contacted CT lead who was not able to re-arrange slots to accommodate patient. CT bookings team contacted to inform and re-arrange appt at the earliest opportunity. IPU co-ordinator made issue aware to admin staff and requested letter/call is documented on CWP system in future.

		I11844		5/3/25		5/8/25		Blood transfusion sample not signed. Sample does not meet transfusion labelling requirements.		On 4/5/25 2 blood samples were taken on AACU. one sample had no signature so therefore could not be processed due to blood transfusion policy. The second sample on 4/5/23 was in fact not needed but the learning to identify is more education and awareness of taking blood transfusion bloods at separate times and labelling them correctly with date times, correct details and signature.
Will mention in handover and highlight to other areas including the blood room about learning identified.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Barlow,  Molly		Finally approved		No Harm		No harm		5/22/25		Sample rejected new sample requested via phone.

		I11726		5/3/25		5/3/25		Patient had unwitnessed fall in the shower
Patient was  incontinent in bed so he ask to have a shower.
2 HCAS walked him to the bathroom sat him down on a shower chair and told him to press the buzzer when he was done.
HCA was outside the bathroom door the whole time
Patient was in the shower sat on the shower chair when the soap slipped.
He tried to reach for it and his right leg slipped and fell down on the side of the shower.		Patient assisted back to bed
Observations and BM stable
reviewed by DRs
GCS 15- Neuro obs continued for monitoring 
No injury noted 
Ongoing hip pain which was manged- scan considered if pain worsening. No scan was required 
Known to physios and reviewed before being discharged 3 days later 
NOK updated		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		6/3/25		HCA heard the commotion tried to enter bathroom but shower door was blocking the door .
Asked staff for assistance .Staff were able to push the door open .
Critical alerted duty manager and on call medic.
A set of observations was done and his blood sugar levels were checked. Checked his skin for any visible injuries.
Assisted with four people back in bed .
Had a wash in bed instead .
Communicated to the patient , he was NIB until reviewed by PT.
Next of kin was informed of the incident.

		I11727		5/3/25		5/3/25		AACU gave ambulatory care this patient due to busy capacity. This was arranged the day before. She came to the unit - CWP prescription was completed but there was no crossmatch and no blood at Blood bank when I checked. This delayed treatment significantly.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Scott,  Sabrina		Finally approved		No Harm		No harm		5/20/25		Informed AACU and spoke to the nurse in charge. She informed me that she would need a crossmatch and then a unit of blood. Took a set of bloods as well as a crossmatch and informed the patient about the delay that would occur.

		I11728		5/3/25		5/3/25		Patient is on TDS tazocin on Withington Ward. The dose given on day shift was administered at 1.08pm on Friday 2nd May. It wasn't given until 1.26am on 3rd May, making this 12 hours since the patient had the dose.		Delayed medication - dose not given within two hours of time prescribed. Staff nurse aware of the importance of give medication on time.  Staff nurse will complete a reflection.		The Christie NHS Foundation Trust / Network Services / Withington Ward				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		6/2/25		When I came on shift, I immediately administered the 8am dose. Completed this DATEX when there was time. Checked bloods when they came back, including CRP.

		I11723		5/3/25		5/3/25		Patient admitted with multiple MASD to sacrum, coccyx, spine, stomach fold/groin. Blistering to bilateral lower limbs. Reviewed by TVN 2/5/25 and dressing plan followed. Mattress changed by day staff however, when reviewing patient to do dressing noticed mattress not inflated.		Added to the learning from incidents bulletin		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 3		Spooner,  Jennie		Finally approved		Moderate Harm		No harm		5/17/25		TVN referral done and review done, dressing plan in place

		I11734		5/3/25		5/4/25		unwitnessed fall from bed to floor
patient found knees on the floor and body resting against the bed
cut/ red lump found to patient left knee		Patient was hoisted back into bed and Dr on call informed. Appeared slightly disorientated after fall but no head injury. Enhanced observations overnight and encouraged to use nurse bell thereafter. Dry dressing applied to knee and falls risk assessment updated.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Paterson,  Ruth		Finally approved		No Harm		Low harm		5/13/25		doctor informed + reviewed 
Camel used to safely get patient back into bed
dressing applied to left knee
full movement visible to all joints 
1:1 post fall
duty manager informed.

		I12232		5/3/25		5/20/25		Patient received unit of RBC and the 15 minute  vital signs were recorded 37 minutes following the commencement of the transfusion.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Vital signs recorded out of time limits		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/22/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.

		I12257		5/4/25		5/20/25		Patient received a nit of RBC's and outcome of transfusion not documented on the prescription.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Monitoring		No outcome completed on prescription		Bostock,  Louise		Finally approved		No Harm		No harm		5/20/25		Deputy TP - On review no harm to the patient or issues/concerns documented on CWP during or post transfusion.  Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I11751		5/4/25		5/6/25		Chest drain inserted 2.5.2025 at 4pm for  pleural effusion ward 2.1000mls drained on insertion.Clear instructions left with nursing staff and a message sent to weekend handover medics to remove drain after xray in the morning if effusion resolved.		Consultant and Lead for postgraduate education has been made aware of the chest drain situation and delays in removing chest drains as a result of delays in requesting and reviewing chest x-rays.  Consultant to release some training videos for the resident doctors,		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Pearson,  Angela		Finally approved		No Harm		No harm		5/16/25		Minimal output overnight observed only 750mls overnight. 
3pm on 3.5.2025- 400mls during the day drained. Then sent for xray- some fluid remained no report formally documented on Xray. Advised to leave drain insitu.

4.5.2025 - -Target of 2 litres mentioned which is not protocol drainage handover given between two  nurses. Only 200mls drained overnight in total. 
Drained  then aspirated then removed at 9.57. 
Drain ideally should have been removed the night before. Xray should have escalated for removal purposes.

		I11736		5/4/25		5/5/25		On admission  patient skin was checked and it was discovered that patient has C1 pressure ulcer on the buttock and MASD on the groin, scrotum and perenial area				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Bostock,  Louise		Finally approved		No Harm		No harm		5/12/25		the area was cleaned and med-derma pro ointment was applied

		I11737		5/4/25		5/5/25		Inappropriate admission directly to Ward 4.  
Call from NMGH directly to Ward 4 to handover a patient, NIC queried with duty manager as patient did not have an altered airway so policy to admit via AAU. 
Duty manager advised to take the patient as a treat and return XRT as AAU was full and they had planned for SpR to review immediately on admission to Ward 4.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Admission		Inappropriate		Langstaff,  Alexandra		Finally approved		No Harm		No harm		5/20/25		Patient came to Ward 4, NIC escalated to medic on call to review approx 18.50.
No clerking by handover at 19.30, escalated to duty manager on night shift.
Patient transferred to AAU for clerking, escorted by Ward 4 RN so leaving ward short an airway trained RN for the transfer. 
Inappropriate as breaching admission policy, patient at risk of catastrophic bleed, delay to medical review as on ward, skill mix of agency RNs and high acuity on the ward.

		I11754		5/4/25		5/6/25		Drain  inserted at 16:00 2.5.2025 only 48 mls drained on ward. Advised to send patient for xray for +/- removal depending on effusion resolved on xray in the morning . Messages sent to ward NIC and medics for management  plan to follow protocol.		Informed Inpatient and Acute Oncology Clinical Director and Director of postgraduate education.
Education and training to be provided to all resident doctors to instil the importance of requesting chest x -rays promptly once a patient has been identified for chest drain removal to prevent any delay.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Pearson,  Angela		Finally approved		No Harm		No harm		5/19/25		3.5.2025- 2.58am - documented as nothing drained-to be  clamped overnight as per NIC instruction despite xray done in the morning stating effusion not resolved. Drainage should have continued. 
Chest drain then flushed at 7pm not blocked document. Drained further 300mls. 
4.5.2025- Medics documented tube blocked now draining.
Xray done at 11am and 4 pm exactly same results. 
Discussion had with Radiologist oncall who advised to remove drain after comparison with xray on 2.5.2025.
Drain removed at 7pm on 4.5.2025.
Drain resided too long.

		I11730		5/4/25		5/4/25		On checking patients skin this pm, found to have moderate skin tear to midline of spine.		AAU ward manager made aware, email sent to team highlighting the incident and expressing the need for correct equipment use. Correct procedure followed on detection of skin tear.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin tears		Clarke,  Catherine		Finally approved		Low Harm		Low harm		5/16/25		Cleansed skin, dressing applied/
Outstanding medical pictures
Datix completed
Skin bundle updated
Informed staff to always use slide sheet when sliding patient up bed or bed transferring

		I11731		5/4/25		5/4/25		A floating particle visible to the eye was noticed the Oxycodone liquid by an RN prior to admisnistration.				The Christie NHS Foundation Trust / Network Services / Pharmacy				Network Services		Incident affecting Patient		No Harm		Medication incident		Controlled drugs (regulation/process errors)		Spill/breakage/damage		Lowe,  Melanie		Finally approved		No Harm		No harm		5/24/25		Duty manager notified. Stock medication recalculated. Pharmacy to review medication

		I11732		5/4/25		5/4/25		A-E pt assessment completed, upon completing skin check, CAT2 was identified on anal cleft/ sacrum area. On admission this area was previously blanching.		All appropriate actions taken and reviewed by TVN - to follow their management plan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Paterson,  Ruth		Finally approved		Moderate Harm		Low harm		5/15/25		Bed pump in place and already in use. Purpose T updated and SKINN bundle. Escalated to NIC. TVN ref complete. Med ill outstanding.

TVN review 06/05/2025 
Reviewed the patient with the named nurse to assess the sacral pressure ulcer .

On examination, she has a category 2 pressure ulcer on the sacrum with minimal slough. Patient was admitted with the pressure ulcer.

Management plan 

1 ) PU sacrum

Clean with normal saline 

Apply Flaminal forte

Use kliniderm foam adhesive as a secondary dressing

		I11733		5/4/25		5/4/25		Patient had fall from bed, while sitting on the edge of the bed and having his lunch. 
 Mild pain reported to his left shoulder and left side of the head. Patient stated that he sat on the edge of the bed by himself, as he could not eat ,while in bed.		Patient hoisted back to bed, due to not being able to get up from the floor with assistance 
Drs informed- no injuries found 
observations stable 
Dr stated No Scan required on review
Ongoing pain in shoulder prior- pain relief given 
1:1 then put in situ for safety 
patient was slightly muddled the morning after fall but it deemed to be ,down to his brain mets but CT scan requested by on call Dr as cover 
NOK informed, who also mentioned that patient can often get muddled 
Patient reviewed by physios and discharged 
Moving		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Non- patient)		Fall from bed, chair or height		Langstaff,  Alexandra		Finally approved		Low Harm		No harm		6/2/25		Emergency call bell pressed . Observation taken , while patient on the floor. Doctor informed and review requested. Patient assessed and mild pain reported to his left side of the head and shoulder.
Assisted to bed with hoist and 4 members of staff safely. Pain relive given, patient advised to press call bell ,if needs assistance. Patient was incontinent and helped with wash and change. awaiting doctor review.

		I11760		5/5/25		5/6/25		Personal care given to patient epidural removed and tip sent for culture. Noted that there are blisters underneath the epidural tape.		All appropriate care and action taken.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Skin condition		Blisters (including epidural blisters)		Dimaline,  Helen		Finally approved		Low Harm		No harm		5/21/25		Barrier cream applied to area. Not stable enough for repositioning for medical illustrations yesterday to be completed today. Purpose T to be updated.

		I11740		5/5/25		5/5/25		TSRT9
During 2DKV acquisition at T30, 2DKV acquisition interrupted.
KV beam on button not released by operator.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Escalated to MCR and superintendent radiographer. 
2nd attempt at 2DKV successful

		I11741		5/5/25		5/5/25		TSRT9 / level 5 / 11J / SB11t / MD13 / CF1c
Noted when checking skin renders for #1 left breast DIBH patient, incorrect BEV provided - lateral view of medial beam and medial view of lateral beam, therefore unable to appropriately check beams as per protocol.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Whitehurst,  Philip		Finally approved		No Harm		No harm		5/30/25		Escalated to B7 
Patient taken off bed
Planning phoned to obtain correct skin renders
New renders added into plan
Patient treated as per protocol

		I11742		5/5/25		5/5/25		TSRT9/TS/Level3/13cc/SB3i/MD13cc/CF3a
Fast Lung M10 preset 5.3mGy. 256/350 frames given - additional dose to pt = 4mGy.
XVI Fault.
Engineers called and attended.
Pt off bed, treated on OL1
Additional XVI approved by B7.
First occurance, non-reportable.		- 01/05/25 - Initial Report: Scan dropout at -83.14 degrees on gantry. M10 CC. Patient removed from machine. Checked logs - Possible CAN2 issue. Attempted scans in both directions trying to replicate issue. Unable to replicate. Returned to clinical use. Possible cabling issue? Will check interconnections at next service.
- 05/05/25 - Scan termination DATIX (11742) - CAN2 inhibit apparent on XVI app - removed patient from room repeated scan and drop out @ GA270 - tried again same error same place - removed XVI from use, patients transferred to other linac. Further investigation of scan drop out - checked the cable connections at XIM, RIC and inside the drum. Nothing obvious. Checked cable connections on bracket in Area 16, one cable seemed loose so tightened the connector screws. Multiple test scans ran without further error. Handed back to clinical.
- 06/05/25 - Scan Drop out CAN 2 inhibit - checked and remade all CAN 2 cable connections scan terminates at GA270 bus can be seen to go offline in XIM utility - restarted everything and scans now NOT dropping out will ask early engineer to check again on run up prior to handing back for clinical use.
- 07/05/25 - Checked again on run up and scan drop outs still apparent. Consulted Elekta who agreed the issue looked like cable 1509024. Cable ordered awaiting delivery.
- 09/05/25 - Cable 10509024 replaced - multiple scans completed without error. CATPHAN QC completed, all passed.

No further reports of the issue.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		TSRT9/TS/Level3/13cc/SB3i/MD13cc/CF3a
Engineers called and attended.
Pt off bed, treated on OL1
Additional XVI approved by B7.
First occurance, non-reportable.
Additional Dose to pt = 4mGy

		I11735		5/5/25		5/5/25		Pt was sat on the toilet, advised to press bell when done but pt stood without assistance, was found lying on the floor. No injuries, pt hit her head on the floor, no evidence of bleed.		Reviewed by medics.
Observations taken, including neuro obs.
CT head obtained.
Nurse call bell in patient's hand and advised not to get up unless she has called for assistance.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Finally approved		No Harm		No harm		5/8/25		Informed medical team, nurse in charge, night duty manager. Reviewed by medical team , Full set of bloods sent, skin check thoughroughly to check for injuries. Datix ongoing

		I11747		5/5/25		5/6/25		tsrt9
Interrupted 2DKV image acquisition at T30, button not released by operator.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Online input from MCR and superintendent radiographer.
2nd attempt at acquiring 2DKV successful.

		I11749		5/5/25		5/6/25		TSRT9
Image acquisition error on initial image, in room				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		MCR called, repeated successfully

		I11770		5/5/25		5/6/25		Patient was prescribed TPN on 02/05/25- 05/05/25. 

On 05/05/25 when staff nurse was due to prescribe PN the PN was not prescribed on EPMA therefore this was re-prescribed on EPMA by ANP Claire Edwards at 20.45. 

When staff nurse due to hang PN the bag was no in fridge therefore no PN was given on 05/05/25				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		5/12/25		Instead of PN IV fluids were hung in replacement for patients hydration
Spoken with Pharmacy tech and ward ANP. Handed over to nurse.

		I11884		5/5/25		5/8/25		Patient  at Churchill Unit on  C4 ox/cape.   When returning from toilet with IV oxalplatin via infusion pump with concurrent IV 5% dex in progress, reported cannula bleeding, IV tegaderm partially dislodged. Fresh blood around exit site. Pump still running. No pain, redness, swelling, burning.  Oxaliplatin infusion stopped. Sat back in chemo chair.				The Christie NHS Foundation Trust / Network Services				Network Services		Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Omahony,  Mary		Finally approved		No Harm		Low harm		5/9/25		Extravasation kit bought. Cannula dressing removed. Area cleaned. Replacement IV dressing applied. Bruise to cannula site 0.3cm x1cm at exit site. No swelling/stinging/burning/redness/pain to site.  Good flash back on cannula. Small amount Iv dex given and flowed freely, No further signs extravasation but dressing became slightly wet.
Bolton extravasation policy followed.
Treating consultant informed.
Daughter in attendance

		I12299		5/5/25		5/21/25		Unit of platelets collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Capital, Estates and Facilities		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		5/21/25		Deputy TP - Able to confirm traceability using the corresponding laboratory collection form

		I11843		5/6/25		5/8/25		No date of birth on transfusion sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bostock,  Louise		Finally approved		No Harm		Low harm		5/13/25		Sample rejected new sample requested via phone.

		I11846		5/6/25		5/8/25		Blood transfusion sample mislabelled, full first name not included on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Roberts,  Philip		Finally approved		No Harm		No harm		5/22/25		Sample rejected and new sample requested via phone

		I11847		5/6/25		5/8/25		Blood transfusion sample mislabelled. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Bostock,  Louise		Finally approved		No Harm		Low harm		5/13/25		Sample rejected new sample requested via phone

		I11848		5/6/25		5/8/25		Blood transfusion sample mislabelled. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)				Research and Innovation		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Donovan,  Helen		Finally approved		No Harm		No harm		6/2/25		Sample rejected and new sample requested via phone

		I12020		5/6/25		5/13/25		Request received at Transfusion lab, form was unsigned.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)				Research and Innovation		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Bennie,  Andrew		Incident being managed locally		No Harm						Rang CTU 3 times there was no answer so a new form was not requested.

		I12026		5/6/25		5/13/25		C1D1 Patient given the go ahead at 10:23hr John  was ready to be dosed after being fed and well hydrated. However the IMP had not been checked or released, pharmacy did state the check would be complete by 13:00hr therefore pre-meds were given as per IQEMO.  The drug was released at approx. 14:15hr and the patient dosed 14:33hr.  Further pre meds were not given but fortunately John did not suffer nausea or vomiting due to the delay in treatment post pre med.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Trials				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Longland,  Jessica		Incident being managed locally		No Harm						NA

		I11961		5/6/25		5/12/25		Incorrect patient date of birth recorded on CWP - wrong month recorded.
Patient underwent blood sampling 6/5/25 and labelled according to information held on CWP/stickers.
DPYD sample sent to external labs and on 9/5/25 a query was raised regarding a discrepancy with the patient's date of birth when checked against NHS records.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)				Network Services		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Patient incorrectly identified		Williams,  Heather		Incident being managed locally		No Harm						12/5/25 - confirmed correct date of birth with patient. Emailed admin staff to update CWP records. Confirmed correct date of birth with external lab so report could be released.

RP 02/06 - Patient registered by member of staff in Christie Medical Physics and Engineering so redirected. I will flag with referral team that this should have been checked on adding referral.

		I11912		5/6/25		5/9/25		E.coli positive in peripheral blood culture 6/5/25. Inpatient on ward 4 since 24/4/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Langstaff,  Alexandra		Finally approved		Low Harm		Low harm		5/13/25		72 hour review requested. Medical team aware. Added to HCAI DCS.

		I11771		5/6/25		5/6/25		A patient had an appointment made for a Trial without Catheter (Twoc) for Monday 07/05/2025.  This was a bank holiday Monday and IPU was closed.  The patient turned up for their appointment.		IPU Admin booking error as she did not realise 05.05.2025 was a bank holiday and therefore IPU was closed. Apologies given to patient. Human error and discussed wth team member. Pt underwent TWOC on 06.05.2025 on IPU. No further action required.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU admin				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/9/25		The patient had an appointment for today in another department.  They informed IPU via email that the patient had turned up for the TWOC appointment yesterday to find the unit closed. The patient was admitted today for the TWOC instead.

		I11768		5/6/25		5/6/25		Patient was prescribed Lipoflex Peri TPN on 1/5 then Nitroflex from 2/5 to 5/5.
Has 2 separate TPN sheets for each bag prescription. 
Nitroflex sheet has been lost - unable to locate on ward.
Lipoflex sheet has had the Nitroflex prescription details written on this which is not appropriate as sheet shows different bag contents. 
The prescription was correct on EPMA for all days.		added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Delay/ failure		Dale,  Emma		Finally approved		No Harm		No harm		5/19/25		Re-written prescription today on new Nitroflex sheet. Updated nurse, pharmacy tech and ANP. Datix submitted.

		I11807		5/6/25		5/7/25		A TTO was sent down to TCP from ward 14 for dispensing at around 16:30. TCP dispensed the items at 16:50, however this was placed in the queries section of the pharmacy shelving resulting in it not being checked by the pharmacist on duty. As no one had booked the discharge onto the tracking system it was not picked up on by any TCP staff until the following day. The patient had transport arranged with a relative but had to stay an additional night as the meds were not available to leave.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary				Network Services		Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay		Patel,  Rizwan		Finally approved		No Harm		No harm		5/13/25		upon receiving an Alertive the following day the pharmacy technician assigned to the ward went to TCP to investigate. Where the pharmacist on duty has discovered the unchecked prescription and  apologised. they proceeded to checked the medication and the technician brought the Medication with them back to the ward to prevent further delay

		I11808		5/6/25		5/7/25		Email regarding patient was sent to an incorrect email address, recipient is in the NHS but at a hospital in Birmingham.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		data e-mailed to incorrect recipient		McGillion,  Annemarie		Finally approved		No Harm		No harm		5/19/25		He has deleted the email.

		I11803		5/6/25		5/7/25		Patients TTO havent arrived on the ward, which result in patient staying extra night on and caused patient and family being upset				The Christie NHS Foundation Trust / Network Services / Pharmacy				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Worgan,  Howard		Finally approved		No Harm		No harm		5/28/25		TTOs chased up with on call pharmacist at 19:00 as they were not delivered. Pharmacist advised that they have been dispensed at 16:50 and asked  me to double check every draw and desk on the ward , fridge and CD cupboard. No meds found
Patient explained that there is not medication to take home ,as they havent being delivered on the ward and that she has to stay another night.
Patient got a  bit upset , but agreed to stay.

		I11810		5/6/25		5/7/25		TSRT9
Patient scanned with trousers not pulled low enough. Coin in pocket at same level of PTV.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Gumbhir,  Preeti		Finally approved		No Harm		No harm		5/12/25		Escalated to treatment band 7.
Trousers moved further away from treatment field.
Patient rescanned and treatment delivered.
Additional imaging dose of 7.9mGy.

		I11813		5/6/25		5/7/25		Asked to assist with re-insertion of invasive bowel management device
CCU team didn't feel patient clincially met criteria for continued use of this invasive device, nor felt adequate consideration made of the long term implications / harm this device can cause due to staff not bieng familiar with its use, indications and contra-indications due to lack of staff education outside of critical care areas 
Lack of clear plan on CCU discharge for continual assessment for appropriate & continued use		To relocate back to CCU of clarification of SOP		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- Adult		The Christie NHS Foundation Trust / Clinical Haematology		Network Services		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Eboiyehi,  Oseyaede		Finally approved		Moderate Harm		No harm		5/13/25		Discussed with Palatine nurse in charge, understanding of reasons 
Documented justifications on CWP 
Discussed concerns with Haematology medical team 
Discussed concerns with outreach team 
Next day - Discussed with Matron - advised to datix to highlight change / improvement in practice, & SOP needed. 
Discussed with TVN as likley will require TVN authiorisation where Skin integrity is used as justification

		I11750		5/6/25		5/6/25		TSRT9/level 5/6d/CF1c/MD6
Patient received a letter for a appointment, attended as requested. Letter sent out was incorrect, patient was scheduled for telephone TBS.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6D Communication of appointments to patient (including requested changes following initial booking)		Shardlow,  Jemma		Finally approved		No Harm		No harm		5/16/25		Review to see patient face to face for consent, discussed with booking team regarding cross-checking letter before sending out

		I11752		5/6/25		5/6/25		TSRT9 / Level 5 / 14C / MD 14C / SB 14C / CF 1C
2D/3D image count not checked at weekly chart QA between 22/04-5/05.
Value recorded correct in both.
Discovered at weekly chartQA				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Redfern,  Holly		Finally approved		No Harm		No harm		5/20/25		Escalated to super-intendant. Verified the recorded value is correct.
Datix submitted.

		I11755		5/6/25		5/6/25		TSRT 9/Level 3/TS/13cc/SB3i/MD13cc/CF6a
CBCT completed, error message when sending CMA moves through, multiple inhibits present		LT Con H - likely power brown out.
Rebooted linac and TRM PC. 
Cleared timers as re-image needed anyway. 
Handed back and stayed until image had completed OK.
Additional image needed so likely DATIX.
Case raised with Avrenim (estates contractor) help desk however no response as of yet.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		TSRT 9/Level 3/TS/13cc/SB3i/MD13cc/CF6a
engineers called round, machine had lost power and needed to be restarted. checked patient was okay and offered her a break if needed. machine was restarted. additional CBCT needed due to time elapsed since first CBCT. treatment delivered as planned

		I11758		5/6/25		5/6/25		Out of date Brachytherapy protocol found on Hive - queried correct dose / protocol with Consultant. Discovered protocol had been updated, but in a recent update, old version uploaded to Hive.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Radiotherapy incident		QS - Quality system		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Bradshaw,  Ellie		Finally approved		No Harm		No harm		5/8/25		Confirmed correct dose and checked against patient's prescription - no error made and treatment could proceed as planned. 
Discussed with Brachytherapy Manager and found correct 'updated' document that should be on Hive. 
Liaising to get document updated on Hive.  Now sorted.

		I11781		5/6/25		5/6/25		TSRT9
2D kV acquisition interrupted. 
No image acquired no dual tone heard. Finger moved off of button				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Re-Imaged according to process

		I11782		5/6/25		5/6/25		TSRT9/TS/Level3/13cc/SB3i/MD13cc/CF3a
Additional Dose 5.66mGy
#14/20 prostate M10 
During routine CBCT the equipment developed a fault causing the scan to terminate prematurely and failure to capture an image fit for matching		- 01/05/25 - Initial Report: Scan dropout at -83.14 degrees on gantry. M10 CC. Patient removed from machine. Checked logs - Possible CAN2 issue. Attempted scans in both directions trying to replicate issue. Unable to replicate. Returned to clinical use. Possible cabling issue? Will check interconnections at next service.
- 05/05/25 - Scan termination DATIX (11742) - CAN2 inhibit apparent on XVI app - removed patient from room repeated scan and drop out @ GA270 - tried again same error same place - removed XVI from use, patients transferred to other linac. Further investigation of scan drop out - checked the cable connections at XIM, RIC and inside the drum. Nothing obvious. Checked cable connections on bracket in Area 16, one cable seemed loose so tightened the connector screws. Multiple test scans ran without further error. Handed back to clinical.
- 06/05/25 - Scan Drop out CAN 2 inhibit - checked and remade all CAN 2 cable connections scan terminates at GA270 bus can be seen to go offline in XIM utility - restarted everything and scans now NOT dropping out will ask early engineer to check again on run up prior to handing back for clinical use.
- 07/05/25 - Checked again on run up and scan drop outs still apparent. Consulted Elekta who agreed the issue looked like cable 1509024. Cable ordered awaiting delivery.
- 09/05/25 - Cable 10509024 replaced - multiple scans completed without error. CATPHAN QC completed, all passed.

No further reports of the issue.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		TSRT9/TS/Level3/13cc/SB3i/MD13cc/CF3a
Engineer and Band 7 contacted.
Treatment machine removed from clinical operation.
CBCT had to be repeated first incomplete scan contributed additional dose for this patient.
Treatment delivered without further event.

		I11783		5/6/25		5/6/25		The pump has bleeped for a flush. I have realised that cetuximab administered by my colleague at slower rate than the prescribed rate as per IQEMO. 390 mls in the bag, pump programmed for 320mls over 2h instead.		spoken with nurse involved who states they do not remember what happened. We had a drug discussion around how to check volume of bags and how to programme this correctly.
no issues surrounding nurses understanding and knowledge of how to do this.
will always take time to programme the pump and avoid other distractions at the time of doing so.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Faulkner,  Daniel		Finally approved		No Harm		No harm		5/30/25		Sister on the unit made aware.
Apologies made to the pt.
SACT update and datix completed.

		I11784		5/6/25		5/6/25		Pt cannulated prior to MR scan in left ACF, VIP 0, flushed without resistance and patient said there was no pain or stinging.

Post contrast images showed no contrast in the brain. On examination of patient's arm - there was slight swelling around the cannula site. Patient reported that it had felt painful when it was being 'pumped in' but she did not complain of any pain to the radiographer as the pain stopped immediately after injection.

19mls of Dotarem extravasated into the soft tissue				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Donohue,  Victoria		Finally approved		No Harm		No harm		5/7/25		The cannula was removed, after failed attempt at aspiration, and a cold compress given with advice to elevate the limb. Patient was informed that the contrast had extravasated and an aftercare leaflet was given along with verbal instructions on signs to seek medical attention for.

The site was assessed and mild swelling found just above site, no redness, patient said was not painful at this point but had hurt going in. Medical illustration form and pictures completed. Recorded on CWP and CRIS.

		I11786		5/6/25		5/6/25		Recognised that the patients weight was documented wrong from the previous week and the treatment were dosed on that weight. But actualy the weight of the patient is 81.5 when checked today				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Network Services		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Dose or strength - wrong/unclear		Kilday,  Susie		Incident being managed locally		No Harm						Stopped the treatment and informed the unit dr who said not to give the treatment for today. we will ask the pharmacy to rescreen the script with the patients weight 81kg.

9/5/24- Incident allocated to service manager as initial height and weight inputted via clinic

		I11788		5/6/25		5/7/25		Patient Bibiana Feresi 202510376. I am filling this form is an this was handed over to me by the day team who were present on occu when the afore mentioned patient was brought round by the recovery staff.
Theatre recovery staff handed over the patient was on 9mls/hr of double 8mg/50ml noradrenaline , Occu staff  noticed it was quad strenght16mg/50ml,they immediately told recovery staff. The patient was experiencing some ECG changed and systolic 200/ 90  when the		It has been agreed with theatre managers to remove all Quadruple strength Noradrenaline from theatre cupboard. 
I would suggest stalking just single strength to avoid any confusion  in future and procuring higher strengths from CCU if needed.
 As many of our nurses / ODPs may not have enough CCU exposure it will be more accurate and safe to request the drug by its actual strength eg 4mg; 8mg and 16 mg Noradrenaline syringe rather than using  jargon - single, double and Quad strength. 
The theatre trainers should reinforce the importance of conducting drug checks at every stage as per the nursing protocols. Also some basic education about this drug, its use and various concentrations available will be useful.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit		The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Seth,  Rajan		Finally approved		No Harm		No harm		5/19/25		patient arrived the arterial line there was no tracing. The unit was very busy @ handover the unit was still busy  &i agreed to fill in the Datix using nurse Hannah Owens notes as she was present also OCCU ANP Eddy L'hOSTE, 
Immediate was to start the correct 8mg/50ml norad , pt was attached to our monitor.

		I11814		5/7/25		5/7/25		On 29/04/2025, a redaction form and Datix were completed to request the removal of an incorrect report that was written for the wrong patient that was uploaded onto CWP.

Despite this, as of today (07/05/2025) one week later the incorrect report is still visible on CWP. A follow-up request was also submitted, Detailing which report needs to be removed, yet there appears to have been no action taken, and no changes have been made.				The Christie NHS Foundation Trust / Digital Services / Service Delivery / Applications / Clinical Applications				Digital Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Williams,  Joanne		Incident being managed locally		No Harm						Today, I contacted the Tech Bar to escalate the issue, highlighting that the continued presence of the incorrect report is a breach of confidentiality and could negatively affect the patient’s treatment plan.
The Tech Bar remotely accessed my computer, where I was able to clearly demonstrate:
The incorrect report that needs to be removed and which correct report that must be retained

They took a screenshot when they had access to my laptop,  for reference and have escalated the issue to the Application Team, marking it as high priority. I have been advised that an email confirmation will be sent to me today once the incorrect report has been removed from CWP. I have reiterated this must be removed today, to prevent any misinformation been taken by other colleagues in regards to this patient.

		I11815		5/7/25		5/7/25		tsrt9
ECAD date incorrect - set as #1 date instead of date of consent. picked up at EOT				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Bookings				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		5L Other		Miller,  Jane		Finally approved		No Harm		No harm		5/19/25		date amended, plan and course completed.

		I11812		5/7/25		5/7/25		Patient admitted for liver biopsy. Patient BP high (over 200) . Patient did not take oral anti hypertensives . Medications prescribed my junior doctor and amlodipine given, however other medications are not stocked on IPU and are patients own. Pharmacy unable to help give medications without prescription as they do not use EPMA and medication not on ward areas. Got paper drug chart written up by W10 doctor so that the medication could be distributed by pharmacy. Rest of medications given at 1058		Discussion with IPU pharmacy technician as to agreed process for IPU requesting non stock items prescribed via EPMA. Agreed support via W10 pharmacist who can be contacted via Alertive if medications are required for IPU. Comms sent to IPU team via huddle.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delayed >2 hrs (given before next prescribed dose)		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/29/25		Escalate to duty manager to support with pharmacy. Duty manager made pharmacy aware to do the medications as priority. 
Escalate to pharmacy, unable to support unless written on paper drug chart and not EPMA. 
W10 doctor prescribed on paper Kardex and taken to pharmacy. Medications distributed and given to patient at 1058, over 2 hours from high BP reading. 
Made USS aware and seen by radiologist, proceed went ahead and patient BP improved. Escalated to med oncology doctor for review before discharge.

		I11825		5/7/25		5/7/25		On skin inspection, a small PU2 was identified to the patient's left ear - potentially related to medical devices (ear SpO2 probe and L sided IJ CVC present)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Skin condition		Friction damage		Millington,  Kerry		Finally approved		Low Harm		No harm		6/3/25		The site was cleaned and the patient's neck was positioned in a way to ensure no direct pressure was applied to the wound. A tissue viability referral was sent for illustration and management advice. The patient was sedated and cared for on a ventilator - as such no duty of candour could be undertaken at this time.
TVN review 07/05/2025
Referral received for MASD to sacrum/buttocks and concern over left ear.

On assessment, there are small 0.3cm scattered blisters along the lateral left ear, with approx 1.5cm of broken granulating tissue present to the mid auricular tubercle. The ear looks odematous, which may be the cause of this.
Plan (left ear):

1. Apply flaminal hydro to granulating tissue to provide moist healing environment. 

2. Leave ear undressed. Blisters may reabsorb or break down, in which case flaminal hydro would be effective for the healing tissue.

		I11827		5/7/25		5/7/25		Patient had oedema post infusion just above the cannula site. No pain, no redness.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Barlow,  Molly		Finally approved		No Harm		Low harm		5/8/25		Tried to draw back, but no success. Drew around the area. Heat pack applied. Limb elevated.

		I11828		5/7/25		5/7/25		Gabapentin dose prescribed on epma as 300mg 7.5ml 200mg/5ml oral solution  - we stock 50mg/1ml oral solution, - this morning &.5ml of the 50mg/ml solution was given so 75mg too much.		AAU ward manager aware and spoken directly with RN involved. RN reflecting upon incident. Incident will be highlighted via team newsletter/ email to inform team to be vigilant when administering CDs especially as EPMA is a new system being used. Clinical facilitator also aware and email sent to team to ensure reduced distractions and more concentration is given when carrying out CD administration.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Clarke,  Catherine		Finally approved		No Harm		No harm		5/16/25		NIC informed, DR informed, Pt informed and apologies given - explained incorrect administration given - and explained the implications not being drastic, we gave the next dose late - clin-onc team to come discuss with patient shortly - i will also call family this evening if patient happy / discuss if she would like to tell them. 
Patient feeling well with no other implications and will require additional pain relief/review - correct dosage changed on EPMA and given correct evening dosage. 
Apologies given and accepted by patient - informed nursing staff to be aware of new EPMA system and to be extra diligent as i will be now - i take full responsibility and will learn from this error.

		I11829		5/7/25		5/7/25		tsrt9
acquisition interrupted in room				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		mcr called, repeated successfully

		I11830		5/7/25		5/7/25		had phone call from hot line . Patient sent home with port needle left in.		all correct actions taken at time when realised mistake		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Patient contacted and advised to come back and have the needle removed. Infection risks explained.
Patient refused to come back  tonight due to being tired . 
Patient assured me that she will go to Christie at Macclesfield in the morning. 
I have tried to contact them , but no answer. 
Patient assured me that she will call back , if any issues tomorrow.

		I11831		5/7/25		5/7/25		Patient contacted Hotline. She reported port needle left in situ. She had gone home from the ward and when contacted, the nurse-in-charge explained she had gone home accidentally with the port needle left in.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Discharge		Inappropriate		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Patient was advised to come, declined against medical advice. She was made aware of risks, including bleeding or infection. Advised to call back if she changes her mind. Team on ward 15 contacted, who contacted the patient as well. SpR on-call contacted. Team SpR contacted.

		I11832		5/7/25		5/7/25		pt presented to aau at 1900 following being in outpatients at 1400 logged NEWS - scoring NEWS 4 pt triggered for PGD as pt had 7/10 pain and HR 136 logged  - triggering for hourly observations on cwp . No hand over given to me on AAU by staff - pt presented with daughter to the unit in wheelchair.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services		The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Deteriorating Patient		Inappropriate escalation		Clarke,  Catherine		Finally approved		No Harm		No harm		6/3/25		Observations taken pt hr 139 scoring NEWS 3 in one area and pain to left arm - alerted NIC ann kellher and Docrots on unit to come and r/v - full admission blood and vbg taken - Lactate on VBG 3.9 - dr alerted - ECG complete cannula inserted and admitted to aau - out of 1hour door to needle PGD time - DRs taken over now -

		I11833		5/7/25		5/7/25		Reported as C2 transferred from Fairfield hospital - appears as C1 on admission - Pt reports developing at home				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Dressing applied + pressure relief

		I11834		5/7/25		5/8/25		patient due oral antibiotics at 8am - handed over to day staff to administer along with morning medications. This medication was not administered so patient missed morning dose of antibiotics.		to discuss missed medication incident using PSIRP with RN who missed the dose when next in.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Bibi,  Amina		Finally approved		No Harm		No harm		5/14/25		alerted nurse in charge on night shift and administered next dose of antibiotics.

		I11797		5/7/25		5/7/25		TSRT9

CIED question on ARIA consent questionnaire blank. Identified at #16 of treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13F Assessment of patient prior to treatment (including pre-medication prior to treatment eg analgesia, antiemetics etc, pace-maker or ICED status		Miller,  Jane		Finally approved		No Harm		No harm		5/19/25		Checked booking form on CWP and confirmed patient does not have a pacemaker. Updated consent questionnaire to say N/A. Datix submitted.

		I11798		5/7/25		5/7/25		Referral triaged for Dr Lander's clinic on 22.04.2025, but the referral did not go onto the clinic managers triage system and was missed.		- Queried with secretary team.
- Avoided adding duplicate referral as per protocol.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		IT issues		Other		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		5/21/25		Rebooked for next available appointment with another consultant.

		I11799		5/7/25		5/7/25		tsrt9
2DKV acquisition interrupted error at table 320, gantry 45 . Button not released by operator.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Escalated to MCR and superintendent radiographer
2nd attempt at 2DKV successful

		I11800		5/7/25		5/7/25		Reviewed  chest drain today.

Patient had a left sided chest drain inserted for Pleural effusion on 6.5.2025 at 4pm.

So far has drained around 1300mls and seems to have now stopped draining.		complete PSIRP with RN during looking after patient during the night. 
- update on incident report leaflet.
- ensure bedside handover is done appropriately .		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Bibi,  Amina		Finally approved		No Harm		No harm		5/14/25		There has been no drainage performed overnight which is against the protocol.  I ahve asked for this to be added to the ward handover to cascade tot he nursing team.

Site looks clean and no evidence of tube kinking. 

Patient stated she feels well and has felt benefit from drain although feels nauseous. This has been a n issue for 5 weeks or so. 

I have requested a chest xray this morning. 

Please ensure this is reviewed and drain removed immediately if effusion has resolved. 

Spoke to nurse Chloe who will message chest drink team if any further queries.

		I11802		5/7/25		5/7/25		pt admitted  to AAU 6/5/25 @1930, initial skin check incomplete. pt has MASD to bottom/ sacrum -/ pt states is a fungal moisture rash? SKin check completed when care taken over this am 07/05/2025 at 10am by myself informed NIC, DR and called for medical illustrations.
SKin condition not accurate on skin bundle and not handed over to myself		AAU ward manager informed of incident, to be highlighted to team via newsletter/ email regarding the importance of thoroughly checking pressure areas/ skin on admission. Unable to refer to TVN for MASD due to staffing issues.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		No harm		5/16/25		informed NIC, DR and called for medical illustrations, skin products applied - completed skn bundle and will complete CWP care plan.

		I11792		5/7/25		5/7/25		Due C4D1 docetaxel from aseptics, on iQemo script was scheduled for 8:30 however on CWP they had 12:00. 
Aspetics did not have this pt down for treatment or on their schedule.		staff recognised error in processes with aseptics and was honest with the patient and staff rearranged treatment for nearest treatment slot.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay		Omahony,  Mary		Finally approved		No Harm		No harm		5/7/25		I rang the pt to see what time they had and they confirmed 12:00. They said they can set off soon. 
I then rang Aceptics who explained the pt was not on their schedule for today and they have contacted the scheduler to see if they can fit them I today. I asked if I can be contacted when they have and answer and ETA for treatment, they asked if I had access to their scheduling chat I confirmed I do not. 
contact number and name taken awaiting reply. 
I rang the pt back to explain, they understood and expressed that when in clinic yesterday (6/5/25) the dr confirmed they had ordered the treatment on 6/5/24 so it would be ready for 7/5/25. Go ahead was given on the script, prescribed and screened. 
They understood and will wait at home unit I have an answer from aspetics.

		I11976		5/7/25		5/12/25		TSRT9/CF3a/11d

Post 4d reconstruction, Successful reconstruction. However proceeded to simulation, error when trying to launch tumour-loc to create MIP and AVG.
Engineers contacted, physics contacted. Tried re-exporting data from 4D to simulation - unsuccessful. For reconstruction of 4d - waited for band 7.
 Philips had not been informed - awaiting senior physics				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11D Importing of data from external and internal imaging sources		Hollis,  Ian		Finally approved		No Harm		No harm		5/15/25		Band 7 and physics re-constructed from raw data and no point manipulation, automatic export to simulation - error still present. 
Senior physics re-constructed again, manipulated points, error present and unable to create MIP and AVG. Philips still not informed.
Asked engineers to contact Philips so we have an understanding of the error.
Senior physics said image can be sent to planning, clinical radiographers didnt agree with points - amended and sent to planning - MIP and AVG to be constructed in a different planning system.
Awaiting Philips response about the error.

eQuip Job Number - 325416
Philips Job Number - 012548667
Philips believe fault lies in corrupted trace tags - does not affect any other patient

		I11999		5/7/25		5/13/25		Wrong patient letter				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Edwards,  Kerrisha		Finally approved		No Harm		No harm		5/16/25		Asked to be removed

		I11849		5/7/25		5/8/25		Blood Unit G0956257294782 was signed out of the blood issue room at 21:36 7/5/25, blood did not get transfused to the patient. Unit was then placed in an unknown fridge located on ward 11 and not brought back to the laboratory until the following day 8/5/25 at 2.25am.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Transfusion incident		Monitoring		Unsafe monitoring of patient		Diggory,  LornaJeanette		Finally approved		Low Harm		No harm		5/20/25		Night shift BMS handed over to senior BMS who called ward 11 to find out what had occured. Spoke to a nurse this morning 8/5/25 around 9am (no name taken) who stated she had no idea of what had occured as she was caring for this patient in the day but not in the night. She was advised of the correct procedure ie, if not transfusing to the patient the blood MUST be returned back to the blood issue room. Under no circumstances should blood be placed any other fridge especially a non-blood fridge that the laboratory does not temperature monitor/ maintain. Nurse apologised. Blood unit has now had to be wasted. If this unit was later transfused to the patient this could have put the patient at harm as there is audit trial of how long the blood was left at room temp for until it was placed in the fridge. Also fridge was not suitable for storage of red cells as not mapped etc.

		I11837		5/7/25		5/8/25		?w wound to left side of jaw/ neck- patient and family advised this has been present for a while, no pain reported to site.		AAU ward manager informed of correct procedure and nursing actions followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Skin condition		Other skin condition		Clarke,  Catherine		Finally approved		Low Harm		No harm		5/23/25		Nurse in charge informed, purpose T and skin bundle updated, swabbed wound, TVN referral and datix completed. 
TVN review:08/05/2025 
Patient has a malignant wound to the left post-auricular area.

		I11838		5/7/25		5/8/25		Patient admitted for LA. Patient came in hypertensive and BP remained high. Doctor wanted patient to have amlodipine, however doctor did not have access to EPMA to prescribe on as he had not completed the training.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Delay (late, but before time dose should have been given)		Marley,  Heather		Finally approved		No Harm		No harm		6/3/25		Paper kardex given and prescribed on there. 
Encouraged doctor to do training and given email to get access to training.

		I11839		5/7/25		5/8/25		on call doctor not answering alertive messages, not present on ward and reviewing patients when alerted about unwell patients. 
3 RNs alerted about 3 different patients between 20:00 - 01:25 and no response.
1 patient had deteriorated with confusion and ?perforated bowel  
1 patient spiked temperature, already on IVABX, low potassium on IV fluids, no cannula 
1 patient requiring pain relief		- Clinical Director and Education lead for resident doctors to incorporate effective, timely communication with MDT members when on-call as part of the FY2 induction programme.
-Ward staff to be made aware to contact SpR on-call or CCOT as indicated if no response from FY2 on call.
-Importance of communication with MDT on-call when contacted to be relayed at daily handover and in written communication.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Pearson,  Angela		Finally approved		No Harm		No harm		5/12/25		escalated to duty manager at approx 0345 that we had not seen a doctor all night and no acknowledgement of alertive messages although they were read.
duty manger spoke with doctors and other oncall came to review patients.

		I11853		5/7/25		5/8/25		A  blood group is required for each donor cell harvested in order to confirm blood group of each harvested cell bag. A  blood grouping sample was not collected for the patient detailed.		To encourage follow up with the team to update documentation of blood group result.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Apheresis				Network Services		Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Myers,  Nicola		Finally approved		No Harm		No harm		5/16/25		Missing blood group documented on patient record.

		I11856		5/7/25		5/8/25		07/05/2025 NGT audit completed, patient has NGT in place but no pH monitoring chart in use and CWP care plan not commenced.		updated learning to LFI form. 
ensure correct bedside handover is completed and staff are looking through all charts.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Bibi,  Amina		Finally approved		No Harm		No harm		5/14/25		NGT pH monitoring chart commenced and placed with bedside notes by myself.
Highlighted with nurse looking after patient who will commence CWP care plan.
Datix completed.

		I11858		5/7/25		5/8/25		07/05/2025 NGT audit completed on ward.
Patient has NGT in situ - patient has NGT pH monitoring chart at bedside, however this has no patient details to identify which patients it is. This has also not been completed daily to reflect routine care/tube use.

CWP NGT care plan commenced - also not used routinely/daily to reflect care/tube use.		added onto next LFI report. 
ensure strict and thorough bedside handover is carried out.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Bibi,  Amina		Finally approved		No Harm		No harm		5/30/25		Highlighted with nurse for the patient.
Datix completed.

		I11859		5/7/25		5/8/25		07/05/20025 - completing NGT audit on ward.
Patient has indwelling NGT - NGT pH monitoring chart in place, not completed daily to reflect routine tube care/use.
CWP care plan commenced but also not completed daily to reflect NGT care/use.		Added to safety huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dale,  Emma		Finally approved		No Harm		No harm		5/12/25		ward staff made aware - NGT due removal
Datix completed.

		I11860		5/7/25		5/8/25		07/05/2025 - completion of NGT audit on ward. Patient admitted with NGT in situ.
Patient has in dwelling NGT however no NGT pH monitoring chart in place to record NGT care/use.
CWP care plan not commenced to reflect NGT in situ.		AAU ward manager informed of response from nutritional specialist nurse in regards to nursing expectations for NGTs, pH charts to be commenced on all patients with NGT tubes in situ. To be emailed to team to ensure everyone is following correct protocol.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Clarke,  Catherine		Finally approved		No Harm		No harm		5/23/25		Ward staff made aware and requested these are completed.
Datix completed.

		I11862		5/7/25		5/8/25		07/05/2025 - NGT Audit completed on ward.
Patient has indwelling NGT - recently transferred from ward 2 - NGT pH monitoring chart in place but not used, despite nursing notes stating NGT has been used.
CWP care plan however does not reflect insertion of NGT.		Added to learning from incident bulletin for w12		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Ward staff made aware - they will ensure chart/care plan used routinely
Datix completed

		I11867		5/7/25		5/8/25		Patient presented with temperature 38.1 (cycle 1 day 8 of chemotherapy). 
I attended as a Trainee ACP to review the patient. The patient was fully assessed. Observations were otherwise stable. White cells and neutrophils raised. CRP raised.  Patient reasonably well. Had been feeling tired for some time. Clinically had not deteriorated however.
The nurse looking after her did a full septic screen. Administered paracetamol. I failed to advise to give IV antibiotics as per sepsis protocol.				The Christie NHS Foundation Trust / Network Services / Ward 3				Network Services		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Rouine,  Sharon		Incident being managed locally		No Harm						I discussed the case with the registrar (unaware IV abx not administered) who advised, as not neutropoenic. Ok to go home on oral antibiotics for likely urine infection.
Safety netted to hotline.
The following day, blood cultures had grown gram negative rods. Team contacted by Micro with advice to admit for IV antibiotics.

		I11885		5/7/25		5/8/25		TSRT9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
 CBCT dropped out after 335 frames resulting in 4.1mGy additional dose delivered.		kV enable drop: Error 14
kV enable drop halfway through pelvis M10 CC scan.
kV generator log showed error 14: Anode-Cathode voltage not reaching final value in designated rise time.
generator rebooted itself, test scan completed without issue
No reports since.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2				Network Services		Incident affecting Patient		Near Miss		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		TSRT9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Engineers and band 7 called. Engineers required to deliver test scan so patient taken off the bed to wait. Engineers handed machine back after test scan and band 7 authorised an additional image to be taken.

		I11871		5/7/25		5/8/25		Patient rang to complain of waking up today with rash all over her body after having had a CT scan the day prior.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Patient allergic to treatment		Whelehan,  Sarah		Finally approved		No Harm		No harm		5/22/25		Patient advised to visit A&E or speak to her GP to seek treatment as soon as possible.

		I11890		5/7/25		5/8/25		Pt was experiencing n+v overnight and into the morning during her feed. 
Dietician was alerted in regards to this as pt wanted to change the feed. Upon review the dietician noticed that the rate the feed was running at was wrong, it was to fast. It was meant to be running at 58mls per hour but instead it was running at 83mls per hour, which could of led to the reason  was experiencing n+v.		To carry out thorough bedside handover.
Added incident onto LFI report so all staff are aware.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Nutrition		Wrong infusion rate		Bibi,  Amina		Finally approved		Low Harm		No harm		5/30/25		Datix complete
Nurse in charge informed
pt was made aware
Nurse who put it up made aware

		I12285		5/7/25		5/21/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		6/4/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 03:15. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12287		5/7/25		5/21/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Bostock,  Louise		Finally approved		No Harm		No harm		6/4/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 07:32. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12319		5/7/25		5/22/25		1hour antibiotic time breach of 27minutes for a patient with a high risk of sepsis. Reason not documented		full care was given to this patient, and she was attending for a regular blood transfusion, and she was unwell an emergency bed was requested.   she was also AaND from 8.5.25, she was in the final stages of her disease. 
it is not clear why there was a 27 minute delay, but reading her notes, it is clear this patient was given all care appropriately.
the patient has passed away today, and her husband has contacted the hospital to thank them for all the care they gave to his wife.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Network Services		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Other		Saunt,  Denise		Finally approved		Low Harm		No harm		5/27/25		antibiotics administered 27minutes after the 1 hour breach

		I12389		5/7/25		5/23/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Dimaline,  Helen		Finally approved		No Harm		No harm		5/23/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. Patient continuously monitored on OCCU. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12255		5/7/25		5/20/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/22/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed within timescale for transfusion vital signs. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12256		5/7/25		5/20/25		Patient received a unit of RBC's  and the pack number was recorded incorrectly on the prescription by the nurse upon receipt of the unit. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Traceability		pack number or batch number incorrect		Bostock,  Louise		Finally approved		No Harm		No harm		5/20/25		Deputy TP - traceability confirmed with the corresponding laboratory compatibility form.
Pack number recorded as G095 625 177 014 2 instead of G095 625 177 074 2

		I12249		5/7/25		5/20/25		FFP ordered for patient and not used on the day.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Paterson,  Ruth		Finally approved		No Harm		No harm		6/4/25		Removed from issue room and wasted on TDBB. Added to wastage sheets.

		I12226		5/7/25		5/20/25		Patient presented with myasthenic/myositic crisis - respiratory failure. Rapid deterioration over a week.
Needed high dose dose steroids, IVIg and Tocilizumab
OCCU admission for respiratory support

Seen in clinic on 7/5/25. c/o muscle pains. Raised AST. This was a sign of early immune checkpoint inhibitor related myositis.				The Christie NHS Foundation Trust / Network Services / Outpatients A				Network Services		Incident affecting Patient		Harm		Clinical incident		Deteriorating Patient		Inappropriate escalation		Kilday,  Susie		Learning response required		Severe Harm		Severe harm				Acute management as above
Patient and family not yet informed due to severity of current condition

		I12216		5/7/25		5/19/25		Patient email scanned to 202506502 instead of 202406502.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Edwards,  Kerrisha		Incident being managed locally		No Harm						IT asked to redact document

		I12196		5/7/25		5/19/25		Head and neck patient. T3 N2 M0 SCC left base of tongue SCC.
Patient not seen by SLT overseeing their care until fraction 22/ 30# only when admitted onto ward as inpatient. Pathway is for weekly SLT reviews. Admitted to ward with productive cough, temperature and mucositis.
Chest clear and no aspiration identified on assessment. However earlier SLT review may have enabled early advice re: side effect management, swallow assessment and advice around easier diet textures,?help to avoid admission				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Incident being managed locally		No Harm						Raised this as a patient example to Managers . They advised me to put a datix in. 

Concerns outlined in more detail below:
4 weeks as outpatient where not seen by SLT. This poses risks of unidentified/managed dysphagia, especially due to high risk disease group. 40% of oropharyngeal cancer patients have dysphagia with increasing aspiration risk across the duration of radiotherapy, and this lady has high cancer staging also.

Inadequate patient care. Against SLT pathway for weekly reviews outlined in HNC Guidelines for best practice. Pattern of patients under-reviewed and not seen for weeks, poses risks around unidentified aspiration which may lead to avoidable aspiration pneumonia's, reduced secretion load and reduced admissions to hospital. 

Leads to issues around inequality in patient care received depending on which SLT oversees their care. I.e. if other SLT's are providing weekly input and advice to patients.

		I12064		5/7/25		5/14/25		TSRT9 level 4 5K/ CF2C / MD 13JJ / SB 13CC

IRMER approved by clinician without the relevant scope of practice

Picked up before treatment delivery by radiographer reviewing documentation - not identified in planning or during prep process

Non-reportable				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department				Network Services		Incident affecting Patient		Near Miss		Radiotherapy incident		CL - Clinical Oncology		5K Authorisation to irradiate (IR(ME)R) (including requests not signed by appropriately entitled practitioner and authorisation of additional imaging)		Hudson,  Scott		Finally approved		No Harm		No harm		5/30/25		-B7 informed
-B7 communicated with ST and consultant to approve a new IRMER prior to delivering #1 radiotherapy
-new IRMER form approved in time for #1

		I12561		5/7/25		5/30/25		INCIDENT REPORTED BY TCPC: Considerable delays to patients appointment - appointment should have been at 1330 but was not called down until 1615 when IPU called to cancel appointment (please see email for more details)		Patient was 5th on a PM endoscopy list - 6 patients in total. The TCI time to TCPC was 13:30 - this was never the procedure time
and I am unsure why the patient/TCPC staff thought this. IPU staff communicated to TCPC and requested the patient get brought down to IPU into our subwait areas - as per normal endoscopy pathway once the list was started and the patient has been admitted. The patient did not arrive onto IPU and it was requested that the patient come down to IPU at 16:15. The list was running late due to complicated procedures and it was discussed the risk of patients being cancelled if the patient did not arrive onto IPU in a timely manner. The patient did come down to IPU and the procedure went ahead as planned on that day. Unsure why this has been datix as a cancellation		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/30/25		"I ensured to reassure patient multiple times as well as apologise.
I notified nurse in charge.
Delays have also been escalated to Endoscopy coordinator and ward manager of IPU."

		I12085		5/8/25		5/15/25		Copy of letter returned to ECMT regarding mutual patient and it was noted the treatment history and diagnosis was incorrect on letter. The letter was sent to Referring Oncologist, Patient and GP. Incorrect treatment history and diagnosis copied.				The Christie NHS Foundation Trust / Research and Innovation				Research and Innovation		Incident affecting Patient		Harm		Non-clinical incident		Record		Inaccurate documentation		Rees,  Amanda		Finally approved		Low Harm		No harm		5/28/25		Once I received the email I asked to speak to my line manager about this. We discussed it in full, ensuring that I was aware that a Datix needed to be issued urgently, then the letter was amended and emailed to GP and Referring Onc with details of the error, however, not sent out to patient until patient had been contacted by the team to inform them of incident. There are checks within the Secretaries processes and believe this error was due to copying from the incorrect patients information rather than not performing the check.
21_CLPHA_231

		I12143		5/8/25		5/16/25		No pregnancy test taken on patient pre chemotherapy administration
No nursing notes mention around this
Nursing notes mention patient is on period 
Known to nursing staff patient is sexually active as being tested for Chlamydia at time of chemotherapy starting 
Information flagged by doctors during morning handover 16/5am				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Anderson,  Rebecca		Finally approved		No Harm		No harm		5/30/25		Ward manager informed and CNS who stated she will have a conversation about this error with the patient. Pregnancy test to be taken just incase.

		I12201		5/8/25		5/19/25		33# Radiotherapy for  T4 N1 M0 BOT SCC 

Head and neck cancer patient. Known high risk dysphagia due to high staging in base of tongue and neck nodes.
Not seen until fraction 17/ 33# on treatment by SLT, so 3.5 weeks with no review of swallowing or check of safety/aspiration risk				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Incident being managed locally		No Harm						SLT emailed managers who advised to Datix this. 
Not felt to be aspirating on assessment but earlier SLT Input could have led to identification of any concerns and providing of advice/support. 

Very possible for this patient to have been struggling with dysphagia but no SLT review to identify this or provide any Specialist assessment. This poses wider issue of likely unidentified aspiration risk with patients not seen on treatment, which may lead to aspiration pneumonia and avoidable hospital admissions / patient deterioration. We know this can cause to delays and missing fractions of radiotherapy on treatment, which can affect long term swallowing outcomes.

		I12445		5/8/25		5/27/25		tsrt9
Moving and handling not completed at SAV week				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT pre-treatment				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Pask,  Elizabeth		Incident being managed locally		No Harm						Alert added to aria to ensure this is completed #1.

		I12446		5/8/25		5/27/25		Antibiotic breach of 25minutes for a high risk sepsis patient. Documented reason was delay in senior review to prescribe antibiotics				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Network Services		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Morgan,  Karen		Incident being managed locally		Low Harm						Antibiotics administered once prescribed

		I12301		5/8/25		5/21/25		Received email from Consultant with request for SLT to review patient 08/05/25 at 11:20 “This patient is threatening self discharge several times, very unhappy to be in. One of the crucial factors affecting my ability to discharge him is his swallow safety. IF swallow safe, I will remove the ng and let him go”,  “Can I ask please to assess his swallow. Please do not write “patient sound asleep” please wake him up to assess his swallow, he is really upset that his discharge is delayed becaus...				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Discharge		Delay/ failure		Cardenjones,  Jeni		Learning response required		Moderate Harm						...e is delayed because I cannot take out his ng tube” 

On review of CWP, I noted SLT colleague CWP entry 06/05/25 “Pt currently asleep in bed with O2 mask in place. Sounds chesty. Did not disturb. To remain NBM.” 

Actions taken:  
Email response to Consultant as follows “Thank you for your email. I completed this gentleman's initial clinical swallow evaluation which is documented on CWP and I handed over to the inpatient SLT team. Unfortunately, I  don't oversee the inpatient caseload and therefore have been unaware that this situation has arisen. I appreciate and share your concerns regarding not attempting to wake a patient for a further assessment.” and cc’d in SLT manager for awareness of issue.  
Datix per advice of Division management

		I11891		5/8/25		5/8/25		Multiple possible category 2 pressure ulcers found on patient's sacrum, buttocks and stomach whilst repositioning patient. MASD also present on patient, already known to have MASD previously.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Moderate Harm		No harm		5/19/25		Medical illustrations taken
TVN referral
NIC made aware
DATIX done

		I11892		5/8/25		5/8/25		Patient found after having unwitnessed fall stated he had slipped whilst trying to reach the commode and slipped,some urine on the floor on attendance. Patient stated he had hit his head on the weighing scales and was found lying on his back. Patient denied any pain but had some localised bruising on the back of his head. OOH medics bleeped and have since reviewed, patient awaiting urgent CT head. Patient was hoisted back to bed with assistance.		Nurse followed protocol. 
CT NAD. Localised bruising on the back of his head.
Falls to be the topic of Ambi Incidents Newsletter in May.		The Christie NHS Foundation Trust / Network Services / Withington Ward		The Christie NHS Foundation Trust / Clinical Haematology		Network Services		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Martinspitacas,  Irina		Finally approved		Low Harm		Low harm		5/12/25		Observations taken including neurological observations. Blood glucose taken. OOH medics urgently bleeped. Patient reassured and hoisted back to bed when safe to do so. Environment was assessed for further trip hazards. Family updated.

		I11895		5/8/25		5/8/25		Patient found on fall by HCA. Bed rails were up as patient on 15 minute checks due to some confusion when arriving on ward. Observations taken, doctors +CCOT bleeped. Duty manager was already on the ward and attended to incident. Neuro observations, continuing every 15 minutes. Patient stated pain to nose, abdo + Left shoulder. Skin tear to left should on inspection. 
Patient transferred onto bed with A06 via scoop. Eventually transferred onto xray/ CT bed.				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Eboiyehi,  Oseyaede		Learning response required		Moderate Harm						Pain relief given prior to scoop.
NEWs observations (1h)  + Neuro observations ongoing. 
Awaiting for call to head to Xray + CT.
Partner informed of incident

		I11896		5/8/25		5/9/25		PO morphine given instead of SubCut morphine given to a patient, on ward 10.		both staff asked to complete reflective statement  -- medication management training upto date for both staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Dale,  Emma		Finally approved		Moderate Harm		No harm		5/29/25		Given her the correct route of morphine, and will inform patient when awake.

		I11909		5/8/25		5/9/25		tsrt9
kV acquisition interrupted.
Operator 1 finger removed from button before image acquired.
No images acquired				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		MCR contacted.
Second attempt successful

		I11914		5/8/25		5/9/25		08/05/2025 - NGT audit on the ward.
Patient has NGT, no CWP care plan in place to reflect NGT insertion and ongoing care. 
NGT pH chart at the bedside (attached), appears to be completed to reflect tube use, however on more than one occasion it is documented that aspirate not obtained, but NGT used. Nurses at the bedside advised no CCU NGT risk assessment document in place for this patient, that would support this practice, staff advised this was likely missed as patient was 'a heavy patient		Ward staff aware of need for risk assessment completion.
Email to be sent to ward manager and practice educator to advise NGT used without confirmation of gastric placement in absence of risk assessment. Also CWP care plan not utilised as per local policy.
Datix completed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dimaline,  Helen		Finally approved		No Harm		No harm		5/22/25		Ward staff aware of need for risk assessment completion.
Email to be sent to ward manager and practice educator to advise NGT used without confirmation of gastric placement in absence of risk assessment. Also CWP care plan not utilised as per local policy.
Datix completed.

		I11916		5/8/25		5/9/25		TSRT9 
Missed vac bag check meaning 14 days passed since last vac bag check.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Miller,  Jane		Finally approved		No Harm		No harm		5/19/25		Vac bag checked and feedback given to relevant staff.

		I11886		5/8/25		5/8/25		TSRT 9
Image acquisition error when attempting to take 2DKV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Phoned MCR to clear fault and successfully took the 2D image.

		I11887		5/8/25		5/8/25		TSRT9 / Level 5 / 14C / MD 14C / SB 14C / 1C 2C
No vac bag check - (30/04). Carried out following week. Not picked up at chart qa.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Redfern,  Holly		Finally approved		No Harm		No harm		5/20/25		Vac bag check completed.

		I11888		5/8/25		5/8/25		Delay in treatment. Treatment deferred as patient has not been reviewed in clinic and treatment has not been changed after their previous x2 reactions. Protocol is to reviewed, change trt and reconsent.		It was explained to the patient that she would need  re consented to a different regime. 

 patient was informed that an email to the team and schedulers to see if there is any way to her reviewed sooner if possible and if she could be slotted in for treatment next week or sooner to avoid any further delays		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy		The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		Saunt,  Denise		Finally approved		No Harm		No harm		5/20/25		Patient had checked in the hospital. I have called patient up, explained the delay and deferral. Apologised for the breakdown in communication. Advised that out of safety we will not administer SACT today without a review.

		I11889		5/8/25		5/8/25		22G cannula inserted into LACF, no issues during flush and bled back without issue.
During administration patient complained of pain, injection stopped and scan aborted				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		5/23/25		apologised to patient, picture taken, line drawn around swelling, filled out photography request form, cold compress given, aspiration attempted and cannula removed.
Patient did not wish to have further cannulation attempts and proceeding with NO IV scan

		I11883		5/8/25		5/8/25		Patient found to have grade 2 pressure ulcer to right buttock on admission/
Looks as if it is healing slowly, but skin is still broken. 
Had x1 visit from the district nurses at the beginning of the week.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Barrier cream placed to surrounding area.
Kliniderm foam dressing placed to sore.

		I11868		5/8/25		5/8/25		Scanned wrong referral letter onto patient CWP.		- Requested retraction.
-Uploaded correctly.
-Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		6/4/25		Datix and request removal from tech bar

		I11873		5/8/25		5/8/25		I was uploading a copy of trial consents on CWP for my trial patients and I noted that one copy of consent form was uploaded to a different patient in error.				The Christie NHS Foundation Trust / Research and Innovation / Research Systems and Information				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Russell,  Philip		Finally approved		No Harm		No harm		5/14/25		Contacted IT

		I11863		5/8/25		5/8/25		TSRT9 Level 5 12
Picked up after #1 of PBT. Document type was incorrect.  Document recorded as Replan PBT plan report not as the correct New Phase PBT plan Report. No impact on patients treatment, Document copied and reapproved by prepper. Incorrect document errored out.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		12 Treatment entry data process		Bentley,  Melissa		Finally approved		No Harm		No harm		5/20/25		Document copied and reapproved by prepper. Incorrect document errored out.

		I11861		5/8/25		5/8/25		TSRT9
Patient attended for first day chat prior to treatment.
Upon discussion of side effects, patient mentioned that due to spinal surgery history and previous haemorrhoids he struggles to hold his bowels, and therefore would have issues with doing an enema.
With further discussion it was ascertained that the patient did not do a enema prior to RTP, and so should not be doing enemas whilst on treatment.
This was not recorded on the scan sheet, nor in CWP or Navigator.

Patient scanned at withington				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		8D Advice on procedure (including training on breath hold, bladder or bowel preparation, ICED or pacemaker status, information on pre-medication, fiducial insertion etc)		Thomas,  Helen		Finally approved		No Harm		No harm		5/27/25		Escalated to band 7
Attempted to check with scanning radiographers if enema was done prior to RTP, unable to clarify due to both staff being away.
Note made on system to ensure patient not asked to do enemas whilst on treatment unless clinically significant.

		I11854		5/8/25		5/8/25		Patient contacted who should have been in DOSA for 07:00 but did not attend. Patient stated that the taxi did not turn up and she also mentioned that her bowel prep had not worked and was feeling nauseous		Pt was due into DOSA at 07:00 on 08.05.2025. Listed for total abdominal hysterectomy. Pt had not arrived as expected and so was called by DOSA staff at 7:30. Pt stated her taxi had not yet arrived and that she felt extremely nauseous after bowel prep. The bowel prep had also not worked. Advised that the transport office would be called to check the status of the transport and that it would still arrive. However, pt stated that she did not want to come into hospital. She was concerned about care for her children whilst she was in hospital - safeguarding referral had already been made and care arranged for her children. Pt seemed extremely anxious regarding her surgery. Surgeon informed and reinforced that pt should still come in despite bowel prep not working, which had already been stated to pt by DOSA staff. However, pt had seemingly made the decision to not come in for surgery and could not be persuaded. Surgeon informed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Clinical reason		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/12/25		Spoke to Gynae Dr who stated that the patient should come in and that it didn't matter that the bowel prep had not worked.  We also explained that we would sort out transport.
Patient declined stating that she no longer had child care as she sent them away when the taxi did not turn up and there was no one that could replace her

		I11855		5/8/25		5/8/25		Consent for found in a patient's noted that did not belong to her despite it having the correct stickers on.  It did not however have the correct patient's signature on it				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Albes,  Abigail		Incident being managed locally		No Harm						Removed from the patients notes, IT contacted

		I11842		5/8/25		5/8/25		Patient letter sent and letter received by incorrect GP surgery. Addressed to correct GP and address but did not include the GP Surgery Name so was sent to another GP Surgery with similar address nearby. 
Addressed to: Dr X, Durham Avenue, Lytham St Annes, Lancashire, FY8 2EP (Poplar House Surgery) but was sent to St Annes Health Centre Durham Avenue, Lytham St. Annes, FY8 2EP (Parkhill Medical Centre)				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services				Research and Innovation		Incident affecting Patient		Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Rees,  Amanda		Finally approved		Low Harm		No harm		5/13/25		Incorrect GP surgery asked to dispose of letter securely. All details checked on spine/careflow to ensure correct. Address for GP on ePRO amended to include the GP surgery name. To send datix to confirm who needs to contact and inform the patient.

		I11850		5/8/25		5/8/25		Two patients not attended surgical dressings clinic today. When called, they informed dressings nurse that they were unaware of their appointment. Both patient's booked by same receptionist.		Both patients were inpatients on W10 at time of request. Emails sent to to IPU admin staff reminded that it is IPU responsibility to ensure patients are informed of their appointment date/time, even if they are inpatients. Both pts seen as overbookings in dressings clinic and no delay to care/treatment.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/12/25		Apologised to patients. 
Rebooked appointments. 
Ensured all admin staff are aware to call patients when booking appointments for them.

		I11977		5/8/25		5/12/25		E.coli in peripheral blood culture 8/5/25. Attributed to ward 11. Current inpatient on ward 4.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Caporn,  Alice		Incident being managed locally		Low Harm						Medical team aware, reported to HCAI DCS, 72 hour review requested.

		I11985		5/8/25		5/12/25		TSRT 9 
#11 oesophagus 
XVI taken however moves dismissed on CMA window before being applied 
Band 7 called but delay with Band 7 attending, band 7 then not sure of process to resend moves so another band 7 called. By time 2nd band 7 attended over 13mins passed since scan acquired and concerns patient moved. 
Opted to acquire another XVI		Spoke to 1st B7 and discussed process on how to re establish connections and signposted to work instruction for future.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Bashir,  Syrah		Finally approved		No Harm		No harm		5/15/25		additional image authorised by band 7 and documented in MOSAIQ 
band 7 now aware of process of resending moves through if dismissed

		I11974		5/8/25		5/12/25		TRST9/level 4/ 10B/ CF7a/ SB 10o /MD10L

Whilst being consented for MSCC patient informed the Consultant that she was hurt during the patient transfer manoeuvre from her bed to the CT scanner couch.
Patient was log rolled with 4 staff and a further 2 staff assisting on the other side of the couch.
A red slide-sheet was used and Patslide to slide over. 
Patient said she was hurt during the slide from bed to couch top that has left her in pain in her right hip throughout the night,

Staff unaware of pain at the time of scanning or moving her to the CT couch or back onto her bed,		discussed and agreed further movement of the patient		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10B Positioning of patient		Davies,  Julie		Finally approved		No Harm		No harm		5/27/25		Staff unaware of pain at the time of scanning or moving her to the CT couch or back onto her bed,
Discussed process with the patient when she was being consented / down for treatment.

Authorisation given to Move patient using the Logroll, AIRPAL and patslide by the consultant consenting patient to help reduce pain on transfer as patient has maximum pain control.

Patient transferred and treatment delivered without event

		I11975		5/8/25		5/12/25		C.diff PCR positive toxin positive 8/5/25. Inpatient on Palatine ward since 23/3/25.		29/05 - NB to speak with IPC regarding incident		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Infection control		Cdiff		HOHA (healthcare onset – healthcare associated)		Anderson,  Rebecca		Finally approved		Low Harm		Low harm		5/29/25		Medical team aware, 72 hour review requested, reported to HCAI DCS.

		I12042		5/8/25		5/14/25		Patient referred for MRI scan with a pacemaker. Referrer did not complete implant question. Pacemaker was identified by alarm on Radiology Information System (CRIS).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Albes,  Abigail		Incident being managed locally		No Harm						Request forwarded to radiographers vetting pacemaker requests.

		I12004		5/8/25		5/13/25		Frozen section arrived in the pathology lab and the consultant who was on rota to cover frozens was no where to be found on site. No cover had been organised by the said consultant nor were colleagues informed. The lab informed me that other specialist colleagues were too busy.  So, I stepped in to cover and as a result my scheduled work was disrupted.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology				Christie Pathology Partnership		Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Delay/ failure		Cardenjones,  Jeni		Finally approved		No Harm		No harm		5/19/25		I covered the frozen sections and there was no patient impact.

Assigned to JC as Histo consultants sit under the trust.

		I12007		5/8/25		5/13/25		Patient being treated with compassionate use Trastuzumab (Kadcyla), prescription dated for 8th May 2025.  6 vials of FOC stock ordered on 29th April 2025 and delivered to pharmacy stores on 30th April 2025.  Message received from Aseptics team notifying me that there was no stock of this drug.  Advised to defer patient by one week in order to allow enough time to investigate and obtain further supply of drug.  Second incidence within last 6 months.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary				Network Services		Incident affecting Patient		No Harm		Medication incident		Storage		Drugs missing/cannot be found		McCaughey,  Joanne		Incident being managed locally		No Harm						Checked with pharmacy stores and they confirmed they were unable to locate this stock.  Drug company contacted to ask for proof of delivery.  POD showed stock was signed for on 30th April 2025 @ 13:19.   Nevertheless, stores still unable to locate stock.  Contacted by Aseptics for an update, advised to defer patient's treatment for one week to allow enough time to investigate and receive further supplies from the drug company.  Resupply issued on 13th May 2025, expected delivery date 14th May 2025.  As this is the second instance of this error within the last 6 months, drug company have advised any further occurrences would likely result in the access programme being suspended for this patient.

		I11836		5/8/25		5/8/25		Patient has spiked a temp of 39.1. Patient not on any ABX cover. Alerted on call doctor to review. Doctor unable to review as at a crash and instructed to "give stat of meropenem". Patient met criteria for PGD of meropenem. Unable to PGD as ePMA won't allow the override and administration of meropenem to a patient with penicillin allergy		I have arranged a meeting with the sepsis team for the 21st May. The root cause of this incident was a communication breakdown. We strongly recommend following the escalation process for medical/prescribing concerns. 

Met with the sepsis nurse and summary and actions from the meeting:
-	Meeting organized in light of the datix concerning Meropenem and Penicillin
-	Identified that this incident was a communication breakdown as the escalation may not have been followed
-	There is no reporting yet for ePMA. The audit/presentation by Katie is an alternative for understanding the issue.
-	Sepsis SOP due for review

Actions:
-	I will close the datix
-	Amy and I will try to tell as many staff about the importance of escalation. Amy will do it for study days and Caroline will do it on walkabouts. Posters and emails are not as effective as most are left unread in inboxes and wards are covered with posters that very few people read.
-	I will forward the presentation sent by Katie to Amy V to Amy W – sent
-	Amy will speak to antimicrobial team and review the Sepsis SOP		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Williams,  Joanne		Finally approved		No Harm		No harm		5/21/25		On assessment, patient was clinically stable
Observations and blood cultures taken
Escalated to duty manager who was unfortunately busy and replied "at arrest, we all are" 
Re-escalated to on-call doctor and asked for a stat of meropenem to be prescribed on ePMA, responded with decline
Informed nurse looking after patient to increase observation frequency and monitor until doctor can review 
Ensure call bell to hand for patient

		I12010		5/9/25		5/13/25		Incorrect patient pathology report scanned to other patients notes.
The incorrect document was a CT abdo pelvis dated 10/3/25 of patient 202512558 on the record of 202511067.

Documents were scanned by referrals & bookings staff Sin Han Au on 10th May		- User has been notified and reminded to be extra vigilant when uploading documentation going forward.		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / Renal (Medical Oncology)		Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		6/4/25		Datix reported.

		I11958		5/9/25		5/12/25		Initial telephone call received from patient following discharge home. Concerned re discharge medications, as to how she would stop her Oxycodone from spilling once she broke the vial.
Transpired Sandra had not found her oral Oxycodone and had only located the subcutaneous Oxycodone. 
Subsequent call received from district nurses stating patient/family are struggling with the NJ tube and medications.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Verbal patient directions - wrong/omitted		Langstaff,  Alexandra		Finally approved		No Harm		No harm		5/12/25		Patient and husband instructed to put the subcutaneous Oxycodone, Levo and water for injection on one side for the district nurses. I have also clearly explained that she should take 1ml of oral Oxycodone as this is a 10mg dose. I asked patient to repeat this back to me so ensure she had understood. Discussed with Ward 4 RN who confirmed she had explained discharge medications to patient before she left the ward. Attempted to speak with District Nurse, she was unfortunately not available. Above details sent via e-mail with a request that district nurses review patient this pm rather than tomorrow even if via telephone. E-mail delivery receipt obtained. 

Following call from district nurses I tried contacting the district nurses directly but only able to leave a voicemail. Voicemail message left to confirm that at no point was it suggested that district nurses would offer support with NJ care, feeds or medications. We are well aware this is not within community teams remit.
Patient had been reviewed by both dietetics and the nutritional nurse service prior to her discharge today.
At no point had there been any concerns raised with regards to pateint returning home with the NJ. I have advised that the DNs contact Ward 4 directly should they require any further information. I have provided direct telephone details as well as the number for the Christie Hotline. I also spoke with patient and her husband. Husband confirmed he was not concerned about administering the feeds, however medications were not explained. I have explained the basics of medication administer to the both and agreed I would ask the ward 4 team to call and clarify any specific instructions for patient's specific medications. Telephone discussion with Ward 4 RN Nurse in Charge, she will kindly call patient and husband to clarify medications. She also confirmed that the NJ pump training yesterday will have included medication administration.

		I11986		5/9/25		5/12/25		Leighton Hospital attempted to refer a patient to Haematology, and sent an email through to an unmanned email inbox address:
"PALATINEWARDQUERIES (THE CHRISTIE NHS FOUNDATION TRUST)" <the-christie.palatinewardqueries@nhs.net>				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Other		Percival,  Tobias		Incident being managed locally		No Harm						Email Address reported to IT to close down. 
Referring consultant contacted to send referral on to correct email inbox

		I11978		5/9/25		5/12/25		tsrt9
2D image acquisition interruption				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Liaised with MCR. 2nd attempt successful

		I11972		5/9/25		5/12/25		Informed by admin staff by email of data confidentiality breach. Patient had called to say that she had received another patients appointment letter alongside her own via post (do not have the calling patients details). She stated that she had shredded the letter but gave admin staff the name and hospital number.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Data posted or faxed to incorrect recipient (hand delivered)		Jackson,  Claire		Finally approved		No Harm		No harm		5/22/25		Contacted patient to inform of GDPR breach. Apologised and reassured that her letter had now been destroyed and that a new appointment letter had been sent to her.  Patient stated that she would like a copy of this incident report.

		I11993		5/9/25		5/12/25		TSRT9

XVI fault after 22 frames delivered. Table Clutch inhibit present - not checked by rads prior to initiating exposure.

Additional dose to patient = 0.3mGy.

1st occurrence - not reportable.		Reminder added to departmental memo for rads to refamiliarise themselves with WI/switch-on process.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Gascoyne,  Niamh		Finally approved		No Harm		No harm		5/26/25		Engineers/B7 informed. Rads reminded to check inhibits prior to starting XVI.

Pt off bed for test scans.

Additional XVI authorised.

Pt re-imaged + treated successfully.

		I11994		5/9/25		5/12/25		TSRT 9 

#2/5 Left Breast Tangent Pair.

Complete partial not done at point of delivery of Medial beam following the pre port image process which resulted in an additional 5 MU being delivered.

Not reportable.		Reminder that dose override only to be undertaken by B7+ rad added to departmental memo.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Y Setting of monitor units		Gascoyne,  Niamh		Finally approved		No Harm		No harm		5/26/25		Reported to a band 7 at point of #3 due to noted treatment calendar red.

Unsure if reported to a band 7 at time of #2- noted dose mismatch/override done by band 6 radiographer.

		I11995		5/9/25		5/12/25		TSRT9 13CC SB3i MD13CC CF3a

Machine fault during XRT treatment delivery - pt off bed for engineers to resolve.

Additional XVI required; additional dose to patient = 0.8mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Walkin,  Joseph		Finally approved		No Harm		No harm		5/21/25		Engineers/B7 informed.

Pt off bed for engineers to fix linac.

Additional image authorised.

Pt reimaged + treated successfully.

		I11917		5/9/25		5/9/25		TSRT9 
Image acquisition error when trying to take 2DKV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Phoned MCR to clear interlock and successfully took a 2DKV.

		I11919		5/9/25		5/9/25		Patient found on floor in the corridor at Palatine entrance. 
Was attempting to walk to clinic appointment unattended while NOK parked the car. 
Member of the public helped patient to the floor and both member of the public and patient report that they did not hit their head.				The Christie NHS Foundation Trust / Network Services / Outpatients A		The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Network Services		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Outpatient)		Unwitnessed Fall		Berman,  Danielle		Finally approved		No Harm		No harm		5/20/25		Obs recorded and documented in CWP. BM not recorded due to lack of access to glucometer on the corridor. 
Contacted Outreach via Alertive, who met the patient in Outpatients. 
Haematology nurse and medic attended to review patient. 
Assisted patient back to wheelchair and escorted to clinic appointment in Department 22. Liaised with clinician to ensure they were aware of the patient and their fall on their way into clinic. 
Outreach reviewed in clinic waiting area. 

Correct procedure followed.  All observations carried out.  Review by outreach and medical team.  No injuries encountered.

		I11920		5/9/25		5/9/25		Tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Image acquisition error at the very end of acquisition appears whole scan had acquired but image data would not reconstruct and so image was lost
4d m20 abdo dose 20.3mgy 1333 frames acquired
1st additional image due to fault		"XVI cannot read the image file. Image Gear Error-3440" popped up after a CBCT (4D Abdo M20, CC).
When clicked ok on the error message, "The reconstruction did not complete correctly. XVI will not save the results" error message popped up. Moved the patient out. Did two test scans (4D Abdo M20, CC and CW). CC was successful while CW failed. As per Sebs instructions, rebooted XVI PC and logged in with Elekta Spanner and checked RAIDs status. No warning or errors found. Logged back on clinical and did 2 4D Abdo M20 CC and CW test scans and 2 3D scans. No issues reported. Handed over back to clinical. Needs monitoring.
Added to existing Elekta case as this is a known issue affecting multiple machines. There is a fix for this however Elekta have not been able to get the fix through regulatory compliance. It has been lowered down the priority list internally at Elekta which is disappointing.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		Tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
band 7 and engineers called
unable to reconstruct images
known fault therefore advised to get pt off bed and test scan

		I11921		5/9/25		5/9/25		Upon review of patient it was identified that her PCA device was set at 0.75mg bolus strength. This did not match the patient's PCA prescription on ePMA that instructed the nursing staff to set the PCA device with a 1mg bolus. 

Nursing documentation from overnight identifies that bolus was reduced due to hallucinations. No medical review documented on CWP to support this decision and no amendment to original PCA prescription on ePMA in audit trail.		I have asked Tara - CPE to speak with staff member to reiterate the importance of getting these things checked		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10		The Christie NHS Foundation Trust / Surgery / Colorectal Surgery		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Dale,  Emma		Finally approved		No Harm		No harm		5/19/25		Patient informed of error and apology offered which was accepted.
PCA device set to 1mg bolus to match ePMA prescription.
Full assessment of pain performed by Pain Management CNS.
PCA prescription on ePMA then amended to 0.5mg bolus as a result of Pain Assessment.
NIC informed of error.
DATIX submitted for learning opportunity.

		I11925		5/9/25		5/9/25		The patient underwent PET-CT imaging at the Christie Oldham site on 8th May, 2025. After reviewing the image quality, the radiologist on duty advised the Oldham site to rebook the patient for an appointment at the Christie PET-CT scanner. Consequently, the patient returned the next day, 9th May, 2025, for a follow-up imaging session. However, staff in the control room questioned why the patient needed a second imaging examination within 24 hours, as no records indicated this in the system.		Update 13/5/2025: Referred to Oldham for investigation, and site MPE notified so can support investigation. Update 2/6/2025: To be discussed at operational meeting 3/6/2025.		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Network Services		Incident affecting Patient		Near Miss		Clinical incident		Images for diagnosis		Request form inaccurate/ incomplete		Williams,  Heather		Incident being managed locally		No Harm						Clarity was sought from the Oldham site, but no definitive answer emerged; it was noted that the SUV (Standardised Uptake Value) was low. A senior radiologist was present on site, and his advice was requested on whether a rescan of the patient was necessary. He stated that the scan was reportable. The decision was then discussed with the initial radiologist, and they were agreed with the decision not to repeat the scan.

The physics team was notified, and a dose calculation was performed to determine the amount of radioactive material injected into the patient. It was noted that approximately 21% of the injected activity was visible in the images, after accounting for radioactive decay.

An apology was extended to the patient, and they were sent home as the scan did not need to be repeated. However, there remains uncertainty regarding the fate of the injection, as no extravasation was observed during the scan.

		I11926		5/9/25		5/9/25		Ciclosporin prescribed as IV fluids rather than IV medication infusion
Levels 63 from 8/5 - no top up dose prescribed		As this is part of the EPMA roll out on the ward. Pharmacist involved are aware and are working with EPMA to rectify this as ongoing concern.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		No Harm		Medication incident		Prescribing		Record - illegible/unclear		Mamat,  Mohd		Finally approved		No Harm		No harm		5/27/25		Highlighted to NIC and registrar
Already had morning dose running (signed under IV fluids)
100mg top dose prescribed as Stat and administered by nurse
Registrar to prescribe appropriately in EPMA using titration dose and prescribe as IV Medication rather than IV fluids

		I11930		5/9/25		5/9/25		Complex pain pt under care of SCT moved from AAU to SOU during the night. Her Abstral had been prescribed and ordered from pharmacy whilst on AAU. Ward pharmacy team had asked ward to transfer medication with pt should she be moved to another ward. 
Pt reviewed by SCT 10am 9.5.25 and pt was in tears as she had not had access to any Abstral for breakthrough pain. Sensitive to other opioids, so fentanyl based drugs most effective option. Patient said she would discharge herself over weekend.		WM spoke with patient and relative. 
Reassurance given
patient received her pain relief
was transferred again to medical ward		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Clarke,  Catherine		Finally approved		Low Harm		No harm		5/28/25		Apologised to patient for distress, pain exacerbated as not able to have usual morning doses. Daughters also attended shortly after and were very upset. Reassured that we would investigate and arrange a supply of Abstral. Unclear whether attempts were made to contact duty manager or on call pharmacist to obtain medication, patient reported that she was told after arriving on SOU that the medicine wasn't in stock. Patient's daughter offered to return to her car to get some Abstral (had a small supply). A further inpatient supply was then arranged. Updated AAU pharmacy team and W15 pharmacy team as pt planned for further transfer.
Patient agreed to stay in over the weekend so her pain meds could be titrated.

		I11931		5/9/25		5/9/25		TSRT 9

#2/5 Liver SABR 

3D HQ scan acquired before 4D scan in error.
Additional dose of 31mGy. 
2nd additional image to date, not reportable.		Discussion with staff involved. 
Added to agenda for next staff meeting for discussion with whole team RE sequencing of 4D and 3D SABR images and checking of presets.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Ensum,  Hannah		Finally approved		No Harm		No harm		5/22/25		Band 7 reviewing image picked up on error. 
On discussion with staff they had verbalised 4D scan preset but not sufficiently crossed check with the imaging field. 
Additional image documented. 
DATIX submitted.

		I11933		5/9/25		5/9/25		Patient receiving carboplatin, flush going through after infusion and patient reported pain to cannula site. On inspection the site appeared bruised and was tracking up her arm. 
Infusion stopped, 3mls withdrawn back, cannula removed, site marked with pen and heat pack applied for 20 mins. Hydrocortisone supplied to patient. Picture taken on patient's phone and advised to call hotline if any issues.		Incident recorded correctly. Extravasation managed using correct policy. Patient photographed own arm to monitor for improvement/worsening site. Patient followed up by NIC next day
Hydrocortisone documented to have been provided by patient on CWP however not prescribed. Will give this feedback to treating nurse as we cannot PGD this on ORTC		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Barlow,  Molly		Finally approved		No Harm		Low harm		5/16/25		infusion stopped, cannula removed, heatpack applied

		I11936		5/9/25		5/9/25		Patient admitted onto AACU, during skin check it was observed patient had red non blanching sacrum with a healing pressure sore on sacrum. Patient aware of this and has been using cream- catergory of this previous pressure sore is unknown but estimated cat 2.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Patient been admitted to ward and skin intergrity handed over
Air matress recommended 
TVN referral done

		I12283		5/9/25		5/21/25		Procalcitonin request sent to refferal lab. They processed and booked in prolactin. Prolactin result returned but entered into the pro-calcitonin field.  This was noted upon reviewing reports and validating send away queue.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Incident being managed locally		No Harm						when identified, attempt to contact ANP who acknowledged result in CCU to inform them. ANP on leave, spoke to nurse in charge.

		I12442		5/9/25		5/27/25		Patient reviewed by SCT cons/CNS/pharmacist- complex pain, due to start chemoRT for H&N cancer. Using high doses of opioids. SCT plan to start Ketamine/haloperidol CSCI on the evening of 9th May. CSCI preferred as no oral access (all meds via RIG) and due to start C1 cisplatin that evening, so concerned about absorption should CINV be an issue. Plan handed over to ward team by CNS. 
10.5.25 SCT CNS advised that ketamine/haloperidol CNS had not been started as no syringe pumps available.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Equipment incident		Medical		Lack/ unavailability of equipment/device		Warren,  Mark		Incident being managed locally		No Harm						SCT CNS was able to lend the ward one of the teams' spare syringe pumps so that the CSCI could be commenced. Almost 24h delay in setting up CSCI. Incident escalated to SCT leadership team on the next working day. Patient didn't appear to have an increase in sc opioid prns as a result of the delay, but didn't find these particularly helpful anyway, which was why the ketamine was indicated.

		I12393		5/9/25		5/23/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Unsafe monitoring of patient		Jackson,  Claire		Finally approved		No Harm		No harm		5/23/25		Deputy TP- On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS not completed. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12178		5/9/25		5/19/25		Head and neck cancer patient, seen by colleague SLT on 8/5/25 on ward round:
R neck nodes (unknown primary) SCC T0N3bM0, palliative RT, history of COPD
8/5/25:
Reports struggling to swallow. On questioning feels exacerbated by dry mouth. Ward staff report coughing on drinks also - noted has already been referred to SLT and awaiting assessment.

On 9/5/25 seen by Inpatient SLT team:
interpreter not present so assessment not attempted despite risk identified.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Learning response required		Low Harm						Emailed Managers re: incident for their advice, datix advised.
Emailed: divisional managers

Highlighted risks: Swallow safety not assessed when overt signs of aspiration identified, in light of head and neck cancer and known risk of aspiration associated with radiotherapy, coupled with comorbid factors such as baseline COPD (known high incidence of silent aspiration in these patients). 
Preferred action may be:  Seeking patient consent to observe a screen of swallow on a drink - although this may not be a thorough swallow assessment without an interpreter present it may remediate any immediate risk. Although gold standard is to have an interpreter present, there was no attempt to communicate with patient with any gesture, short simple sentences or any problem solving of situation. 

Most importantly, no correspondence or liaison with nursing team or medical team about unidentified risk of aspiration. Would have benefited from a MDT discussion about how to manage potential identified risk over the weekend. E.g. do team want him continuing to eat/drink at potential undetermined risk of aspiration ahead of SLT assessment planned for Monday, or do they want to eliminate any chance of any aspiration ahead of full SLT swallow assessment?

Instead just left with suspected aspiration over the weekend (with no SLT cover) and then transferred to North Manchester hospital on Monday so not able to do planned SLT swallow assessment at the Christie.

I believe that this is unfortunately a pattern of work avoidance, where patients are not seen because they are not at bedside, asleep etc, without any attempts to return to see patient, or wake patient for swallow assessment. There is no risk management or careful decision making skills with these patients from any of the Inpatient Speech and language therapists, patients often not being prioritised appropriately based on risk, or given timely swallowing assessments when risks have been highlighted. 

This highlights a wider issue that delays to swallowing assessment can also result in bed blocking, delaying a timely discharge from hospital, and patients' aspirating or being placed Nil By Mouth for longer than necessary. This is associated with poor quality of life/discomfort and poor patient health related outcomes. 

As discussed with my Manager DG and emailed AD, I have requested anonymity and confidentiality in me raising this datix and concern about a team member.

		I12170		5/9/25		5/19/25		Absence of clinical reviews across a 4 week period. 
Head and neck outpatient being overseen by one of the Speech and language therapists. Under her care on her caseload. 
Not seen once across the duration of her treatment, 20 fractions of radiotherapy until admitted on the ward and referred to SLT on 9/5/25 with difficulty swallowing, respiratory distress when swallowing, dysgeusia, odynophagia. 
Overt signs of aspiration seen on swallow assessment on fluids via straw, risk identified				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Incident being managed locally		No Harm						Fed back in Email to Senior managers, now advised to raise this as Datix 
Raised concerns around risk: risk of aspiration identified from fluids via straw, which had been the patients method of taking drinks. I query whether earlier SLT intervention would have enabled safe swallow advice to be given to reduce this risk. Fortunately chest was clear but this may have not been the case given vulnerabilities to dysphagia/aspiration: head and neck cancer, age  84 (frailty), previous strokes and COPD, may have developed into an avoidable aspiration pneumonia. 
In absence of swallow assessments we could not have picked up on this risk, and we know aspiration risk is  cumulative, increasing across duration of treatment.

Rationale for weekly SLT reviews for head and neck patients: (Dysphagia occurs in up to 40% of head and neck cancer patients prior to treatment(6). After oncological treatments, dysphagia is also a common symptom in HNC patients with a prevalence ranging from 23% to 60%)
Reference: https://pmc.ncbi.nlm.nih.gov/articles/PMC10954268/

Evidences that this Speech and language therapist is not following the pathway clearly established in SLT team meetings about how we are managing head and neck patients:

Pasted from H&N meeting agenda minutes: (attached to bottom of Datix for evidence)
Essential recommendations for management during radiotherapy:
Weekly review of patients receiving: ≥60 Gy to a defined clinical target volume in oral cavity or oropharynx, or neck levels Ia/b; or bilateral radiotherapy fields &/or concurrent chemotherapy 

When admitted to ward seen by Inpatient SLT which although is the standard pathway for head and neck inpatients - still not seen once by SLT overseeing this patients' care. 

This is unfortunately not an isolated event with multiple examples of this speech and language therapist not routinely reviewing her patients frequently enough or doing regular swallowing assessments. I think this needs to be investigated and managed accordingly. I worry this puts patients at risk of developing aspiration pneumonia whilst having radiotherapy treatment, which could result in delays to treatment, avoidable hospital admissions and patients becoming unwell. This is particularly pertinent in chemotherapy patients who are already in an immunosuppressed condition. 

I have requested anonymity and confidentiality with raising this Datix so the SLT staff member does not know I reported this. I would respect it if this is listened to.

		I12245		5/9/25		5/20/25		Platelet ordered and not used on day requested.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/22/25		Platelet removed from issue room and wasted on TDBB. Added to wastage sheets.

		I12246		5/9/25		5/20/25		Unit of platelets wasted on ward.		Incident is being monitored and trended through IRM. Action plans are in place to mitigate these incidents for reoccurring.		The Christie NHS Foundation Trust / Network Services / Withington Ward				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted out of laboratory		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/22/25		Wasted on TDBB and written on the wastage sheets.

		I12094		5/9/25		5/15/25		patient is meant to be observed for 30 mins post STA551 before being given atezo, this was not adhered to		Prior to administering any treatment check the whole of the iQemo prescription to ensure the time scales between administrations especially when there are 2 treatments in succession.
This is similar to other trials we undertake so ask at handover to be sure of the correct facts and process.		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)				Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Donovan,  Helen		Finally approved		No Harm		No harm		5/30/25		unknown

		I12065		5/9/25		5/14/25		Patient letter sent to incorrect GP Surgery.   Surgeries are in the same building.
Sent originally to :  
Old Henry Street Med Ctr
Henry Street
Leigh
Lancashire
WN7 2PG
Correct address:
Leigh Family Practice
Bridgewater Medical Centre
Henry Street
Leigh
Lancashire
WN7 2PE

2 letters sent by 2 teams sent incorrectly and returned via post.  Address not added correctly when registering the patient from Spine to Careflow this meant the incorrect GP address was on EPRO. 21_CLPHA_215				The Christie NHS Foundation Trust / Research and Innovation / Administrative Services				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Rees,  Amanda		Finally approved		No Harm		No harm		5/15/25		•	I rang and spoke to a receptionist at the GP Surgery that matched the address details from Spine.  She confirmed that the patient is registered with them at Leigh Family Practice.   She advised when updating our system to put Leigh Family Practice followed by the address

•	Updated on Careflow as per above and from Spine

•	Edited and amended letter on EPRO – letter sent electronically to correct GP, S Pitalia @ Leigh Family Practice

•	Email sent to Dr McNamara’s secretary,  explaining what has happened and for her to re-send her letter.   They have confirmed that she will re-send

•	DATIX to be completed

•	To put on Risk Agenda

•	ECMT Clinician to contact patient to inform them and let them know

		I12562		5/9/25		5/30/25		INCIDENT REPORTED BY TCPC: Patient has been waiting two days for a abdo/pelvis CT scan. Doctor on the ward tried multiple times to chase this up, no one was answering the phone throughout the day therefore the Doctor herself walked to the CT department to ask them for a update and was told there was no appointment slots. Phone call then received from CT department around 17:00 to say patients CT scan was at 18:00 and they would bring the prep sheet with the scan prep.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cofie,  Afua		Incident being managed locally		No Harm						Ward doctor was informed when the medication arrived, CT department was called but no answer. The medication was disposed off and our ward pharmacist made new medication, unfortunately it was too late for the patient to drink the new prep as her scan was at 18:00 and had already been collected by the porter.

		I12563		5/9/25		5/30/25		INCIDENT REPORTED BY TCPC: "TSRT9 - CF2c - 10j - Level 5

ABC information not recorded in the assessment tab on MOSAIQ as per protocol, during the pre-treatment process.

Headrest position was also not recorded on the set up sheet during the pre-treatment process."				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Hudson,  Scott		Incident being managed locally		No Harm						"On fraction 1, noticed that there was no ABC data saved on the assessment tab, and also that the patient set up document had no headrest position recorded.

ABC information:
Checked the ABC laptop, to check that the data from the pre-treatment scan had been saved. The data was available on the ABC laptop so able to proceed with treatment correctly. Information has now been transcribed into the assessment tab on MOSAIQ for future use.

Headrest:
Set the patient up and placed the standard headrest in a comfortable position under head. Imaged patient and position was good, treated as per protocol. Added the headrest position used on day 1 to the set up documents for future fractions. "

		I12392		5/10/25		5/23/25		Patient received unit of RBC and no end vital signs recorded. Unable to provide evidence for traceability.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Transfusion incident		Monitoring		Omitted vital signs		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/28/25		Deputy TP – On review no harm to the patient or issues/concerns documented on CWP during or post transfusion. NEWS completed at 18:34. Transfusion practitioner completed prescription on CWP and provided evidence for traceability.

		I12250		5/10/25		5/20/25		FFP ordered for patient and not used on the day.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Anaesthetic Pre-Op				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Madden,  Sarah		Finally approved		No Harm		No harm		5/23/25		Removed from issue fridge. Wasted on TDBB and added to wastage sheets.

		I12447		5/10/25		5/27/25		Delay in antibiotic administration by 4 minutes for a patient who was high risk of sepsis. Reason documented as delay in senior review to prescribe		Patient received antibiotics be it 4 mins late  AH		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Hamilton,  Ann-Marie		Finally approved		Low Harm		No harm		5/29/25		Antibiotics administered 4 minutes late

		I11938		5/10/25		5/10/25		patient admitted with non blanching redness to sacrum - C1				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Mobile and repositioning independently. Barrier cream applied. Sskin bundle updated

		I11939		5/10/25		5/10/25		Dry scab to Left elbow				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Unstageable		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Clinical web portal updated. Photo needed. SSSKIN bundle updated.

		I11940		5/10/25		5/10/25		once chemo had finished removed cannula as no extrav or swelling present to forearm or hand prior to removal. Once cannula removed the hand became swollen (cannula above hand). I asked the patient if had any pain during the treatment going through patient said no and no swelling appeared during treatment. On removal of cannula the area and hand was all normal. 

Treated as an extrav and followed policy		All appropriate actions were taken once incident identified. Medical illustration photographed arm on 12/5/25 as requested. PICC line inserted now for better access as patient is having weekly chemotherapy.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Paterson,  Ruth		Finally approved		Low Harm		Low harm		5/13/25		followed extravasation policy for paclitaxel and given hyalvronidase  as pre procotol due to swelling of hand and drawn around the area with a pen. 
not able to refer to medical photography due to being closed at weekends will refer on Monday 13/5/25.

		I11942		5/10/25		5/10/25		Patient was given a metal knife and fork with Lunch, patient was frustrated that he was not allowed to leave the ward and go home. 
Held knife to his neck for a few seconds and threatened that he will harm himself if we did not let him go home.
Knife removed from patient and de-escalated/distraction techniques.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Nurse in charge informed. 
No knife to be given to patient, food to chopped beforehand, wooden fork given to eat. 
Informed staff of this plan. 
Nurse to handover to team. 
To continue using de-escalating and distracting techniques.

		I11944		5/10/25		5/10/25		Took patients care over in the morning. Went into patient's room to introduce myself and son had noticed that syringe driver was not inserted in patient's soft set. Syringe driver still infusing.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Incident being managed locally		No Harm						Apologised to patient and family. Informed nurse in charge. Doctor aware.
Ensured SD was infusing throughout the day. 
Patient did not seem to be in more pain than usual throughout the day

		I11946		5/10/25		5/11/25		Whilst preparing a PRN dose of oromorph for a patient, me and the nurse got the drug out the CD cupboard and recorded the drug correctly for the correct patient and the correct dose in the CD book. Whilst walking to the patient I noticed the nurse was no longer behind me and had gone to give the dose to a different patient, when I realised where she had gone, it was already too late and the patient had received oromorph that was meant for someone else.		Reflective discussion
Incident managed appropriately at the time.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Mismatching between patient and medicine		Caporn,  Alice		Finally approved		No Harm		No harm		5/13/25		Informed patient of drug error.
Informed on call doctor of drug error.
wrote drug error in the controlled drug book.
monitored patient for any opioid toxicity.

		I11983		5/10/25		5/12/25		MSSA in port blood culture 10/4/25. Previous discharge from ward 4 25/4/25 within 28 day window - COHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		E-Coli BSI		COHA (community onset – healthcare associated)		Newman,  Becky		Incident being managed locally		Low Harm						Medical team aware, 72 hour review requested, Reported to HCAI DCS
Rapid review attached

		I11952		5/10/25		5/12/25		Wrong blood labels was labelled on the Different blood products and sent to the Lab by the Nurse at 0640 am on the 10/05/25.We had a nurse from other ward to cover the shift from 2am till 7:30,She tried to access the routine blood for a patient in the morning but could not,so she kindly asked me to obtain blood as patient was difficult the bleed. this was around by 7:15 in the morning I  went to the patient and explained,obtained blood only in the Brown bottle but not the Red tube.		AAU ward manager aware of incident, mis-communication between RN covering shift and Sister requested to help obtain bloods. Reminder sent to team to ensure blood labels are printed prior to blood being obtained and labels are applied by individual who has obtained the blood sample in accordance with checking patient details.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)		The Christie NHS Foundation Trust / Medical Oncology / HPB/NET (Medical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Clarke,  Catherine		Finally approved		No Harm		Low harm		5/16/25		Request the nurse to reprint the blood labels and sent the blood samples (this was at 0740 am)she agreed that she will send the blood.
When rectified the mistake(10/56/25@2100)Duty of candour was maintained
Explained to the patient and Repeat bloods were sent 
Doctors were aware.

		I11947		5/11/25		5/11/25		Pt was cleaning his drinking glass in the bathroom and it was chipped. Whilst cleaning it, he cut his finger, minor cut (like a skin tear), 1cm approx.		AAU ward manager informed, unfortunate accident, incident managed well, prompt and appropriate nursing actions carried out. Escalated and well documented. Chipped glass disposed of to reduce further injury.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Skin condition		Other skin condition		Clarke,  Catherine		Finally approved		Low Harm		Low harm		5/16/25		Finger cleaned and dressed. Extra dressings given to take home. Pt aware to contact the hotline if his finger does not heal. 

Patient aware to just ask for a clean drinking glass from the kitchen if needed. 

This drinking glass in question has been disposed of. 

Nurse in charge aware. Dr will be informed.

		I11949		5/11/25		5/11/25		C2 pressure ulcer noted on admission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		- Full skin inspection with witness and documented. 
- Barrier cream and dressing applied. 
- Pressure relief given. 
- Education given to patient to relieve pressure where possible. 
- Unable to medical illustrate due to weekend cover but handed over med ills outstanding.

		I11950		5/11/25		5/11/25		I was alerted that the patient had been buzzing, when I entered the patients room, he explained that his arm was sore where his peripheral cannula was placed in his right arm. I noticed swelling in his arm and palpated the area which he stated felt quite tender. I immediately stopped the infusion. 800mg aciclovir was running at the time. There had still been about 40 minutes left of the infusion which had been started by a member of the night staff prior to handover.				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Anderson,  Rebecca		Finally approved		Low Harm		Low harm		5/30/25		I immediately stopped immediately stopped the infusion. I assessed the patients site. There appeared to be swelling. I then informed the nurse in charge. She went through the extravasation kit and extravasation guidelines. I tried to draw back as much as I could from the cannula, but I was only able to draw back 1ml clear fluid. I removed the cannula and dressed the site. As stated by the guidelines, I also applied a cold pack on the site, and advised the patient to elevate the arm and keep the pack on for about 20 minutes. The nurse in-charge also showed me the extravasation form to put outside the patients room. She advised to watch out for redness and apply a cold pack 4 times a day for 20 minutes onto the site.

		I12243		5/11/25		5/20/25		Unit of RBC ordered and not used by ward on day they requested it.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Anderson,  Rebecca		Incident being managed locally		No Harm						Unit of blood removed from issue fridge and wasted on TDBB and wastage sheets.

		I12061		5/12/25		5/14/25		Medication arrived on ward from pharmacy, technician was matching up medications ready for a discharge for the patient and noticed that the medication supplied was incorrect.
Drug was for Metoclopramide 10mg tablets, ONE THREE times a day, had been labelled correctly but the item picked was Amitriptyline 25mg tablets, which the patient wasn't even taking.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Inpatient dispensary				Network Services		Incident affecting Patient		Near Miss		Medication incident		Preparation of medicines/dispensing in a pharmacy		Drug/medicine - wrong		Patel,  Rizwan		Finally approved		No Harm		No harm		5/14/25		Removed the drug from the patients medication bag, went down to pharmacy to show them the error as the original Metoclopramide item will then need to be dispensed correctly on the discharge with the other medications.
Informed the staff, including those involved and brought back to the ward to dispose of correctly.

		I12069		5/12/25		5/14/25		biochemistry Bloods on system dated 12/5 results appear to be incorrectly attributed to patient, not consistent with other results				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Patient incorrectly identified		Clarke,  Catherine		Incident being managed locally		No Harm						Call to lab to remove notes ward informed.

		I11954		5/12/25		5/12/25		i was reviewing a patient's notes and found an entry that belongs to another patient.		Note has since been redacted by Tech bar. Unable to see on CWP which note was added incorrectly and therefore unable to ascertain who added the note.		The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Clinical Oncology / Lung (Clinical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Finally approved		No Harm		No harm		5/30/25		Added it to correct patient record under the correct date.
Making a Datix so I can request to have the incorrect entry redacted.

		I11956		5/12/25		5/12/25		Received a referral from Salford Royal. Referral letter is dated 08/04/2025.		wrong hospital number was entered into the datix. 
this is now corrected.  There is evidence of an email trail.
patient has been contacted and an appointment date has been agreed		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		Saunt,  Denise		Finally approved		No Harm		No harm		5/28/25		I have added the referral on as urgent and asked Salford royal why there has been a delay in sending the referral.

		I11959		5/12/25		5/12/25		tsrt9
kV acquisition error x2
MCR contacted following the first instance. 2nd interrupt whilst still on call to MCR				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Contacted MCR.
Permission to take second attempt. 3rd attempt as per MCR successful

		I11960		5/12/25		5/12/25		The height and weight for a patient was wrongly recorded on a patients clinical observations chart on CWP. it just needs to be removed from their record				The Christie NHS Foundation Trust / Network Services / Outpatients A				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shepherd,  Sophie		Finally approved		No Harm		No harm		5/24/25		datix recorded

Correct procedure followed.  CWP checked and wrong patients height and weight has been removed.

		I11970		5/12/25		5/12/25		Wrong CT report on wront pt				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Edwards,  Kerrisha		Finally approved		No Harm		No harm		5/13/25		Asked for it to be removed

		I11962		5/12/25		5/12/25		tsrt9
couch compensation loss, leading to additional 2D kV pair as verification image showed 2mm discrepancy in treatment area.

TKP not allowing motion enable, leading to PTC in error state. MCR performed a manual reset using task manager causing bed to lose compensation between initial image and verification iimage.

As verif image showed discrepancy, subsequent moves were applied and authorised by B7 and additional image acquired.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		5/26/25		MCR contacted.
Local procedure followed for recording of additional imaging

		I11967		5/12/25		5/12/25		tsrt9
Table compensation loss between initial 2D and conformation.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		5/26/25		Re-compensated table and imaged our conformation image, within tol. No additional images required.

		I12000		5/12/25		5/13/25		Patient has a Category 1 pressure injury on the sacrum, during admission.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Caporn,  Alice		Finally approved		No Harm		No harm		5/27/25		Patient requires 2–4 hourly skin assessments and regular repositioning. Document on skin bundle chart Ensure appropriate pressure-relieving mattress is in use and functioning correctly. Medical illustration would be required. Send a TVN referral.

		I11996		5/12/25		5/12/25		Mild MASD found to L buttock approx 1m wide				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		Cream applied
Education givn
Pt lying on side
Pad removed to air

		I11980		5/12/25		5/12/25		TSRT9 / EL3 / 13I / CF1C / MoD 13I / SB13i SB13aa

Incorrect imaging preset used #1.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Dawidpaluch,  Caroline		Finally approved		No Harm		No harm		5/21/25		Escalated to treatment superintendent prior to #3.
Not identified on #1 or 2.
Imaging preset changed to 4D S20 from 4D M20.
However, upon review 4D S20 poorer quality therefore authorised to change to 4D High Quality S20 from #4.

If the correct preset had been used #1 the image quality will have likely been highlighted at this point & high quality authorised/justified. The dose for M20 is lower (10.1mgy) than high quality (11.8mgy)  therefore no additional imaging dose has been delivered, however the incorrect preset as per protocol was selected.

Feedback given to radiographer that completed image prep & treatment staff that treated #1&2.

		I11981		5/12/25		5/12/25		TSRT 9/level 5/6A/CF1c/MD8
Patient planning scan booked incorrectly.
Booking form states 4D Lung (1 hour apt), booked in as RTP lung (30min appt). 
Significant time difference for appointments resulting in triple booking of patients.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6A Booking made according to protocol		Shardlow,  Jemma		Finally approved		No Harm		No harm		5/23/25		Correct activity scheduled as per booking form.

		I11991		5/12/25		5/12/25		TSRT9 level 5 19a cf2a md12a sb19a

Out of date protocol - "PTP.3.56 SIB for Chordomas and Chondrosarcomas of the Mobile Spine and Sacrum". 

Review date: 03/04/25.

Picked up at Treatment Prep task.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/30/25		Datix submitted. Treatment prep completed with no issues.

		I11992		5/12/25		5/12/25		Pressure sore to right hip				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Bostock,  Louise		Finally approved		No Harm		No harm		5/13/25		swabbed, cleaned and redressed.

		I12012		5/12/25		5/13/25		Sample received at Transfusion lab on an unsigned form. Surname spelt incorrectly on sample.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Day Unit (Clin Res)				Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Bennie,  Andrew		Incident being managed locally		No Harm						Tried to contact department to request a new sample. Rang three times no answer

		I12013		5/12/25		5/13/25		Sample received at Transfusion lab on an unsigned form.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on request form		Mathew,  BetsyAnn		Finally approved		No Harm		No harm		5/24/25		Couldn't locate patient, new form not requested. 

Staff have been informed during morning huddle that cross match forms before sending to labs should be checked to make sure that the form has been signed by a doctor and the amount of units have been requested.

		I12015		5/12/25		5/13/25		Sample received at Transfusion lab for a cross match. Sample bottle expired.		14/05 HD email sent to reporter for clarification of the reason for the re-draw ? expired bottle or name miss-spelt?		The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Research OP clinic first floor				Research and Innovation		Incident affecting Patient		No Harm		Transfusion incident		Equipment		Equipment used incorrectly in clinical area		Donovan,  Helen		Finally approved		No Harm		No harm		5/30/25		Rang ward and requested new sample.

		I12016		5/12/25		5/13/25		Incorrect year on sample date and request form wasn't signed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/14/25		New form and sample requested.

		I12029		5/12/25		5/13/25		TSRT9/TS/Level3/13cc/SB3i/MD13cc/CF3a

Communication failure between XVI and Mosaiq. Unable to apply table moves.

Repeat acquisition necessary.
Additional dose to patient 5.3mGy
Non-reportable.		- 01/05/25 - Initial Report: Scan dropout at -83.14 degrees on gantry. M10 CC. Patient removed from machine. Checked logs - Possible CAN2 issue. Attempted scans in both directions trying to replicate issue. Unable to replicate. Returned to clinical use. Possible cabling issue? Will check interconnections at next service.
- 05/05/25 - Scan termination DATIX (11742) - CAN2 inhibit apparent on XVI app - removed patient from room repeated scan and drop out @ GA270 - tried again same error same place - removed XVI from use, patients transferred to other linac. Further investigation of scan drop out - checked the cable connections at XIM, RIC and inside the drum. Nothing obvious. Checked cable connections on bracket in Area 16, one cable seemed loose so tightened the connector screws. Multiple test scans ran without further error. Handed back to clinical.
- 06/05/25 - Scan Drop out CAN 2 inhibit - checked and remade all CAN 2 cable connections scan terminates at GA270 bus can be seen to go offline in XIM utility - restarted everything and scans now NOT dropping out will ask early engineer to check again on run up prior to handing back for clinical use.
- 07/05/25 - Checked again on run up and scan drop outs still apparent. Consulted Elekta who agreed the issue looked like cable 1509024. Cable ordered awaiting delivery.
- 09/05/25 - Cable 10509024 replaced - multiple scans completed without error. CATPHAN QC completed, all passed.

No further reports of the issue.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/14/25		TSRT9/TS/Level3/13cc/SB3i/MD13cc/CF3a
-Engineers called
-B7 informed
-Patient taken off the couch for engineers to investigate
-Repeat XVI after linac handed back

		I12046		5/12/25		5/14/25		INCIDENT REPORTED BY MFT: The cytology department process and report Christie Hospital cytology samples. On the 1.5.25 a cytology fluid sample was sent from the Christie Pathology specimen reception to Manchester Cytology. Christie staff inform Manchester Cytology staff via an
email of the expected sample.
No sample was received from the Christie				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Cytogentics				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Missing		Seals,  Deborah		Incident being managed locally		No Harm						Email sent to Christie informing them that the cytology sample has not been received. Christies sent a transport tracking sheet confirming the sample had been sent to Cytology.

Manchester Cytology have checked with Cytology departments at both Salford and Oldham hospitals to see if the sample had been delivered there. No sample was received.

Manchester Cytology contacted the microbiology department at Salford Hospital who confirmed that a fluid sample had been received and reported for a Christie patient.

		I12023		5/12/25		5/13/25		On 12/5/25 we had a total of about 13 /14 admissions in Outpatients Department with one patient who had to wait for 11 hours for a bed. From the Head and Neck reaction clinic, there were 9 admissions . All outpatients were due to finish shift at 5 or 6pm.These admissions caused many members of staff to stay 4 hours after shift(starting shift 8:30-22:00) then back in at 8:30 on the following day.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						Patients reviewed by doctor on call, two patients from Head and neck clinic was sent home and planned to come in following day. Escalated to duty manager who escalated to the Exec on call.

		I12567		5/12/25		5/30/25		incorrect patient consent form scanned into CWP

the correct form is also present for the patient				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham Scanner				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Davies,  Julie		Incident being managed locally		No Harm						once identified datix submitted

reported to IT for removal

checked correct consent form is present in both patients affected

		I12506		5/13/25		5/28/25		Patient haematology report has been scanned onto CWP as a histology report		- Uploaded correctly and asked for removal.
- Submitted Datix as per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		5/29/25		correctly scanned the report, completed this datix form and asked tech bar to remove incorrect report.

		I12028		5/13/25		5/13/25		Patient attended DOSA for elective axillary dissection under GA. The cytology was needed to safely perform operation. This had not yet been processed. Operation cancelled and patient admitted overnight at doctor's request for planned procedure tomorrow when cytology will be available.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Planned day case (urology/gynae/colorectal/plastics)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Clinical reason		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/13/25		Consultant had discussion with patient and explained rationale for postponing surgery. This was communicated to PatientFlow team via theatre team. W10 bed available as planned originally. Unsure of suitability for overnight due to nil acute need, however arranged by plastics team. Transferred to W10 and will hopefully have procedure tomorrow once cytology results are back.

		I12044		5/13/25		5/14/25		tsrt9
RTQA Plan approval form not present at #1. This document contains the IRMER justification information, it was *not* identified at treatment prep that this information was missing. Fraction 1 delivered without justification documented. Issue noted at post treatment check.  It is important to note that the prescription was in ARIA, therefore, this is not reportable.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		12C Use of correct data		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/26/25		Clinician asked to complete missing form, in place before #2 was delivered.

		I12051		5/13/25		5/14/25		NW Genomics issued DPYD report which was scanned to CWP.  NW Genomics then issued amended report as DOB incorrect. Original report gave incorrect DOB as 16/07/64 should ne 16/06/64.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Seals,  Deborah		Incident being managed locally		No Harm						Contact Digital Services requesting removal of incorrect report. I then scanned correct report to CWP.

		I12030		5/13/25		5/13/25		TSRT9 / Level 3 / 13CC / MD 13CC / SB 3A / CF 3I
PBT no beam available for approx 50mins: 'beam path not clear' interlock.
Engineers required to access beam line and perform re-sets in order to remedy.
Patient could not tolerate delay, off bed after 1 beam delivered.
Additional imaging required when treatment resumed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Redfern,  Holly		Finally approved		No Harm		No harm		5/23/25		Breakdown escalated to B7.
Liaised with MCR as G1 had GA patient under throughout breakdown.
Additional imaging authorised in advance of getting patient back through.

		I12031		5/13/25		5/13/25		2 x patients (ascitic drain, nephrostomy insertion) being cared for in IPU recovery by staff nurse. Both patients requested analgesia following their procedures. Staff nurse administered paracetamol without prescription or PGD as she thought this had been PGD'd by another staff member. Pre-administration checks therefore not completed as per Trust policy.		Staff Nurse involved in the incident is a newly qualified RN on IPU. She had checked EPMA for both patients and neither patient had a prescription for analgesia. As a newly qualified RN, she also cannot administer yet via PGD. She still decided to give paracetamol to both patients. 
Reflective documented discussion held with Staff Nurse and she understands that harm could have occurred and that she should have escalated it to a peer RN or the Nurse in Charge for advice. 
No harm resulted. Paracetamol administration retrospectively documented on EPMA and countersigned. 
SN will be continued to be supported with supervised practice and to achieve sign off with medicine management competency.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/23/25		IPU co-ordinator identified issue after staff nurse asked co-ordinator to record PGD'd medications. Patients settled and stable in recovery. No evidence of harm observed. No EPMA PGD completed. EPMA profile updated by IPU deputy ward managers to PGD paracetamol for time that staff nurse stated she gave these to avoid duplicate medications given if being transferred to other IP areas. Spoke with staff nurse to complete a statement of events. Explained to staff nurse to act within scope of practice. Ward manager informed, awaiting discussion. Encouraged staff nurse to write reflection on incident.

		I12032		5/13/25		5/13/25		Patient attended DOSA for planned GA plastics procedure. Cytology not yet back although patient has been scheduled for surgery today, therefore consultant surgeon not happy to proceed with planned operation. Bed arranged via patientflow (theatres and plastics liaised) and patient admitted overnight to hopefully have procedure tomorrow depending on cytology results.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Surgical Cancellation		Clinical reason		Marley,  Heather		Incident being managed locally		No Harm						Consultant surgeon explained reason for deferring procedure to patient. Theatres and plastics team liaised with bed managers to support overnight stay (?no clinical indication). Patient transferred to surgical ward for overnight stay. Datix submitted.

		I12034		5/13/25		5/13/25		Patient attended unit for blood transfusion on HDTU. After transfusion started patient needed the toilet. When she came back from the toilet her pump had turned itself off. Staff member plugged pump in and turned it back on, then entered the details for her blood however the rate was completed alongside the volume to be infused. As a result the blood was administered over an hour instead of two hours.				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Duration		Patient overtransfused		Diggory,  LornaJeanette		Incident being managed locally		No Harm						Infusion stopped, patient observations completed and staff ensured patient was feeling ok.
Patient informed about what had happened. 
Advanced nurse practitioner assessed and reviewed patient.

		I12035		5/13/25		5/13/25		TSRT 9.
Took patient into room to set-up for treatment delivery, noticed during in-room checks that no lateral beam skin render had been included in the plan document.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		11J Generation of plan for approval (to include DVH, incorrect labelling, inappropriate beam arrangement, replans or missing plan information etc)		Goldstraw,  Rhiannon		Incident being managed locally		No Harm						escalated to band 7's. patient had to get off the bed and wait for skin render to be re-sent by planning and added into the plan document. patients treatment delivered as planned, although delays caused.

		I12036		5/13/25		5/13/25		Patient had a CT Tap Scan scan done
After contrast administration it was noticed that the patient's hand is swollen				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Cofie,  Afua		Finally approved		Low Harm		No harm		5/27/25		Cannula was aspirated 
Cold pack was given and Patient asked to elevate arm
Images taken and extravasation leaflet given to the patient

		I12037		5/13/25		5/13/25		When staff went to hang final bag of SACT, noticed it was leaking		Patient was clearly communicated to with a plan. Fortunately on 14/5/25 the nurses rang her in time to told her her treatment was being rescheduled so she did not make a wasted journey. Doctors made a plan which was clearly communicated and since this incident report has been submitted the patient has been reviewed and had another full cycle of chemotherapy without complications.

In handover nurses reminded to inspect infusion bags before spiking and to spike IV bags carefully over a tray. this information was given just incase this was a contributing factor towards this incident.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		Harm		Medication incident		Waste		Unavoidable waste of medication		Faulkner,  Daniel		Finally approved		Low Harm		Low harm		5/23/25		Disposed of according to spillage policy, apologised to patient, discussed with baxters, unable to make a new treatment tonight,  patient will have to return for final bag of treatment tomorrow

		I12038		5/13/25		5/13/25		Swelling noticed to right forearm. Cannula already removed.
?Extravasation.		Correct processes followed, patient contacted following extravasation.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Johnson,  Rhona		Finally approved		No Harm		Low harm		5/15/25		Elevation and heat applied.

		I12019		5/13/25		5/13/25		TSRT 9
when inputting patients treatment in prep, noticed orientation in site set-up was incorrect (supine instead of prone) and unable to be changed. Called planning, asked for them to edit this and re-send the plan data. Planning called back and informed the orientation had not been selected correctly at CT scan and they needed the CT scan to be re-exported with the correct orientation in order for them to transfer the plan.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10G Labelling of images (including pre-scan data entry eg. ID format, orientation etc and production of reference images)		Sutherland,  Emily		Finally approved		No Harm		No harm		6/2/25		Informed band 7, informed pre-treatment. Pre-treatment asked to re-export scan with correct orientation. Patients treatment not currently delayed. 

Update - Pre-treatment unable to reconstruct with altered orientation, informed planning and physics who could change. Patient treated on original start date as intended.

		I12021		5/13/25		5/13/25		tsrt9 level 4 6 cf1c sb5i md12a
Patient booked for breast RTP before chemo had finished. Booking form stated last chemo 8/6, patient booked for RTP 15/5. Patient actually finishes chemo 15/5.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Salford				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6 Booking process (pre-treatment, planning, treatment and follow up)		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/30/25		Patient called to clarify date of last chemo and cancel appointment for 15/5. Patient rebooked for 30/5.

		I12022		5/13/25		5/13/25		2 Surgical procedure cancelled due to non-availability of CCU bed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Bed management		Bed not available		Dewberry,  Annie		Finally approved		No Harm		No harm		5/20/25		Escalated to Service Manager. Patient spoken to my Attending Consultant.

		I12014		5/13/25		5/13/25		Whilst rolling the patient on the bed a split on the sacral cleft was identified by the theatre staff, Barrier spray was applied onto the area at the end of the procedure.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin tears		Madden,  Sarah		Finally approved		Low Harm		No harm		5/23/25		Tissue viability link and Coordinator were informed, Medical illustrations informed to photograph the area in recovery. 
Applied barrier spray onto area
Handed over to recovery.
IRF.

		I11998		5/13/25		5/13/25		At 03:15 I mistakenly placed the incorrect patient sticker on a venous blood gas (VBG) sample. Upon realizing the error, I promptly informed the doctor on call and notified the haematology laboratory to prevent any potential misidentification or erroneous analysis. The incorrect sample was identified and managed appropriately, ensuring no clinical decisions were made based on the mislabelled specimen.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Caporn,  Alice		Finally approved		No Harm		No harm		5/15/25		The action taken was that I have made the Dr on call aware and the haemology labs. I have taken another VBG and added on the correct label. I will call haemology labs and hopefully get the vbg result removed from the wrong patients CWP.

		I12086		5/13/25		5/15/25		Pt to be switch from octreotide infusion to lanreotide depot.
Plan written in CWP notes, EPMA notes and paper CSCI chart to continue octreotide until lanreotide given.
Despite this octreotide stopped by dr on EPMA at 15.44 and lantreotide not given until 18.44. 

I am not sure what time to actual CSCI came down.		no further action		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Myriokefalitaki,  Eva		Finally approved		No Harm		No harm		5/29/25		Need to check paper CSCI but pt has been discharge - please can someone check notes/what time the CSCI was taken down.
Possibly the CSCI was continued as per SCT instructions however this would have been without a valid prescription.

		I12130		5/13/25		5/16/25		Performing additional imaging task and updating number of additional images in questionnaire. Noticed that 'checked in chart QA date' was over 1 week ago. Investigated care path, chart QA had been completed 13/05/25 but updating questionnaires missed in task.		Completed at the time of finding and re-education of process		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		14C On-treatment review of notes/data to according protocol (including omission of weekly chart checks)		Burgess,  Claire		Finally approved		No Harm		No harm		5/20/25		Emailed staff member who completed chart QA on 13/05/25 to check values (if missed) and update questionnaire dates to confirm image numbers had been checked.
Staff member responded that they have now updated this.

		I12139		5/13/25		5/16/25		TSRT9 level 5 10J SB10I MD13G CF1C
Patient attended for #1 XRT
Set up difficulties with SGRT
Tried adjusting patient position and region of interest, with little improvement of SGRT position
We believed the incline of the immobilisation was incorrect on set-up instructions
Immobilisation setting had been recorded incorrectly 
The patient was affected as their appointment took a lot longer than planned while investigating the set up				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10J Documentation of instructions/information		Young,  Helen		Finally approved		No Harm		No harm		5/20/25		Escalated to superintendent
Pre-treat staff checked measurement on the scanner to check correct immobilisation
The measurement confirmed that the immobilisation setting had been recorded incorrectly
Scan record amended for future #s

		I12068		5/13/25		5/14/25		Patients husband approached me today rising a concern about his wife's Janes (202423440) treatment yesterday. trial recommendations are that the patent is to eat then within half an hour is to take their BGB-103 tablets then is to receive two SC Aza injections both to be given over a minute.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF) / Long stay		The Christie NHS Foundation Trust / Research Delivery Team		Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Calvert,  Sarah		Finally approved		No Harm		No harm		5/28/25		Jane and her husband raised concerns as they felt that the Nurse caring for Jane yesterday rushed though her treatment. There had been a delay receiving the drug from Baxters, then jane was still eating when the nurse approached her with the Aza, Jane took her BGB-103 tablets then the nurse gave both Aza injections within 1 minute asking the patients husband what time is what between each injection which was how they know it was given very quickly. 

I escalated this to the ward manager and apologised to jane and her husband on behalf of the unit, letting them know that I would escalate it

		I12127		5/13/25		5/16/25		Patient self discharged early on 13th May, clear documentation from nursing staff and doctor that the risks were explained to the patient and that they would advise and like patient to remain inpatient for ongoing monitoring and care. Patient signed self discharge form and this is scanned into cwp. 
Following morning patients family came to ward to ask for her belongings which she had left and explained she had sadly passed away overnight.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Discharge		Self discharge/ against advice		Doherty,  Nicola		Finally approved		Moderate Harm		No harm		5/27/25		Datix and rapid review completed

		I12231		5/13/25		5/20/25		tsrt9
CBCT taken with couch at 0 position - floor angle in error. Centre couch not triggered.
No additional imaging required.
During image match, couch angle manually applied (as per 2D floor twist imaging pathway at T0.)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Q Setting of couch position/angle (incorrect setting of couch following movement to allow gantry clearance)		Booth,  Adam		Finally approved		No Harm		No harm		5/26/25		B7 made aware before shift applied.
Verif image taken as per local procedures.
No additional imaging.
DATIX submission task missed - not submitted in a timely fashion

		I12206		5/13/25		5/19/25		Patient started on PO valganciclovir on 13th May due to CMV reactivation. Admitted with AKI so reduced dose of 450mg OD prescribed, CrCl on admission was 43ml/min so should have had 450mg TWICE daily. 
Renal function improved on admission and there were missed opportunities to increase the dose further to 900mg BD from the 15th May. 
Chart reviewed 19th May, CrCl of 65ml/min noted and dose increased to 900mg BD from 450mg OD				The Christie NHS Foundation Trust / Network Services				Network Services		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Mamat,  Mohd		Finally approved		No Harm		No harm		5/29/25		Discussed with registrar dose increased as per current renal function. CMV level due to be repeated tomorrow.

		I12211		5/13/25		5/19/25		Patient had TPN running @ 110ml/hr - bag was commenced @ 13;00 on 13/5. Bag was completed @ 01:00 14/5 - nursing staff concerned that the bag had finished early. (previous bag was running @ 61ml/hr)
Informed by the dietician that the bag was running at the incorrect rate of 110ml/h and there should have been a 4 hour break between the earlier bag and this bag being started.
However the paper prescription chart for signing when the bag was commenced  could not be found to confirm the above.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Infusion rate - wrong		Millington,  Kerry		Incident being managed locally		No Harm						Contacted pharmacist - located his email copy for TPN on 12th and 13th May - nil documented on the chart for the 13th other than the date. 
New bag of TPN obtained and commenced @ 16:00. 
Dr aware.

PLEASE NOTE MEROPENEM IS RECORDED BELOW AS DRUG GIVEN AS UNABLE TO LOCATE TPN IN LIST AND UNABLE TO SUBMIT FORM WITHOUT A MEDICATION BEING RECORDED. MEROPENEM WAS NOT GIVEN.

		I12209		5/14/25		5/19/25		MSSA in peripheral and CVC blood culture 14/5/25. Previous Hickman line insertion 17/4/25 within 28 day window (27 days).		Appropriate investigations were taken, including paired blood cultures and site swabs and the patient was commenced on PO antibiotics. This was then escalated to admission and IV antibiotics once the patient self-presented to his local A&E department with increasing signs of infection. 
The line was removed after liaising with the team at Salford Royal.
No further actions have been identified.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Procedure Team				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		MSSA BSI		COHA (community onset – healthcare associated)		Hill,  Steve		Finally approved		Low Harm		Low harm		5/30/25		72 hour review requested, reported to HCAI DCS, Medical team aware.

		I12234		5/14/25		5/20/25		Unit of platelets collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Capital, Estates and Facilities		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		5/20/25		Deputy TP - Able to confirm traceability using the corresponding laboratory collection form

		I12251		5/14/25		5/20/25		FFP ordered for plasma exchange and not used.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Mamat,  Mohd		Incident being managed locally		No Harm						Removed form issue fridge and wasted in TDBB. Added to wastage sheets.

		I12122		5/14/25		5/16/25		Email sent to patient that was meant for medical team . information was regarding the same patient . Email did not include any distressing or worrying content it was regarding a plan of action for her next treatment. Patient contacted to make them aware of incident and they where understandable . information sent to patient was explained to her and questions answered. Manger informed, correct procedure followed.				The Christie NHS Foundation Trust / Research and Innovation / Oglesby Cancer Research Building				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Other		Wheeler,  Chelsey		Finally approved		No Harm		No harm		5/20/25		-patient contacted to inform them of error
-manager informed 
- datix completed

		I12088		5/14/25		5/15/25		Patient scheduled for 0730 admission for brachytherapy. 
On morning of admission, patient did not arrive for 0730. Administrator called patient who said transport had not arrived ? misunderstanding as had not been booked/requested for this admission.
Requested taxi-delay to theatre, radiology and brachytherapy.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)				Network Services		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Lane,  Laura		Finally approved		No Harm		No harm		5/30/25		Administrator spoke to patient 22/4 and enquired about transport needs.  Patient confirmed needed transport for second admission but said they would confirm if needed for first admission.  
Transport not booked by administrator (was booked for second admission as requested).
On morning of admission patient failed to arrive so administrator called patient who said transport had not arrived ? misunderstanding.
Delay 1.5 hours as needed exec approval for taxi then wait for patient to arrive 50 min journey.

		I12104		5/14/25		5/15/25		Patient attended for tunnelled line removal . When attended it was no bung on the end of the line. Line was clamped and end was wrapped with white swab . Patient informed that D/N came day before ,flushed Tunnelled line and wrapped without putting bung on .				The Christie NHS Foundation Trust / External Other Trust				External Other Trust		Incident affecting Patient		No Harm		Infection control		Devices		CVAD		Safety,  Patient		Incident being managed locally		No Harm						Line was removed . No Signs of infection. Patient aware to call Hotline if any signs of infection . 
Incident form complete
Community team to respond to this incident
If no bung was placed on the line as described, then this highlights significant education needs, this places the patient at risk of infection, blood loss and air embolism.  A patient found with out a bung/end cap on the line requires immediate action.

		I12070		5/14/25		5/14/25		The patient involved had a shower with assistance from HCA and when mobilising back to room, the patient was trying to get back in bed but started to fall back on the chair in which the HCA had to quickly escort patient onto her bottom otherwise she would have slipped from her wet hair dripping on the floor and landed to the ground.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Assisted to ground		Spooner,  Jennie		Finally approved		No Harm		No harm		5/14/25		The patient was assisted to the ground to ensure patient safety following moving and handling guidelines, emergency buzzer used, help was provided - medically reviewed, we then hoisted patient to the bed. Observations were taken regularly as protocol. Patient didnt bang her head. 
M+H risk assessment updated 
Obs and Bms checked
Dr informed 
Physios present at time and aware
Family present at time 
Re-iterated please ask for assistance when mobilising

		I12072		5/14/25		5/14/25		No octeoride 100 mcg available on ward for patients syringe driver. Rang ward 15 and ward 11 immediately and they also did not have any in stock. Asked the pharmacist on the ward and they said to write it in the yellow book and order it from pharmacy.  At 1400 I alertived them saying that it had still not arrived. The pharmacist said they would look into it. At 1500 I messaged again saying that it had still not arrived on the ward. It was brought up to the ward by the pharmacist himself at 1615.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy				Network Services		Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay		Lowe,  Melanie		Finally approved		No Harm		No harm		5/16/25		Asked the pharmacist on the ward and they said to write it in the yellow book and order it from pharmacy.  At 1400 I alertived them saying that it had still not arrived. The pharmacist said they would look into it. At 1500 I messaged again saying that it had still not arrived on the ward. It was brought up to the ward by the pharmacist himself at 1615.

		I12074		5/14/25		5/14/25		tsrt9/TS/13cc/Level 3/ SB3i/MD13cc/CF3a
Communication fault between XVI and MOSAIQ during image match. Issue resulted in need to re-image.		Rads had sent moves from XVI then error message appeared. (Mosaiq fault across all sites)
restarted Mosaiq and tested sending moves across - all ok
due to time lapsed, patient had to be rescanned		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/26/25		tsrt9/TS/13cc/Level 3/ SB3i/MD13cc/CF3a
Engineers and supers informed. Rescan authorised (11.8mGy)

		I12067		5/14/25		5/14/25		Patient was referred to the hospice on 12/05/2025, bed offered 2 days later, 14/05/2025. No TTOs written when bed was offered, had to arrange to be couriered to the hospice after patient had been transferred. Could not delay transfer until TTOs were ready as hospice has cut off for admissions.		To reiterate to the  Resident doctors verbally and in internal written communication, the importance of writing prompt and timely TTO's particularly for patients referred to the hospice.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Delay (late, but before time dose should have been given)		Spooner,  Jennie		Finally approved		No Harm		No harm		5/16/25		Escalated to Matron, suggested contacting transport, unfortunately they were not able to support, discussed with Matron, who escalated to divisional director, who arranged courrier to collect TTOs from inpatient pharmacy and take them to the hospice. 
Alertive sent to pharmacist and pharmacy tech at 11:20 to advise of urgent TTO, aknowledged that it had been received.
Rang discharge pharmacy at 12:30 who advised that they had only just received the TTO and minimum prep time would be 1h30m. 
Telephone call made to update team organising the courier to update, courier to return to inpatient pharmacy  at 14:00.
Telephone call received to advise that pharmacy can't release CDs to cournier, need to go to ward to be signed in/out, met courier on ward, band 6 nurse was in the process of receiving the medications.

		I12076		5/14/25		5/15/25		Patient has hickman line, long term TPN. 
When attending to patient to administer her TPN, her antibiotic had been incorrectly attached to white lumen 
On her TPN documentation, route given via the white lumen.		Added to learning from incident bulletin		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Nutrition		Wrong route		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Reported to Nurse in charge
Apologised to the patient and explained the mistake
To give handover for TPN via the white lumen. 
TPN started on the white lumen and IVI fluids moved to pink lumen.

		I12077		5/14/25		5/15/25		Patient found to have developed moisture-associated skin damage during admission due to ongoing loose stools and incontinence.		AAU ward manager informed to add to teams newsletter to remind staff to ensure medical photography and TVN team are informed. Nursing actions carried out well and MASD managed on ward.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		No Harm		Low harm		5/16/25		Incontinence spray used.
Dermapro ointment applied regularly/after each bowel motion.
MASD care plan put in place.
Pad regularly checked for incontinence.
NG feed currently on hold - ?source of diarrhoea.

		I12078		5/14/25		5/15/25		Pt stated to have a pressure sore that is causing pain on his buttock, on pressure areas check I saw a healing G1 pressure sore, not wet and pus visible , dry in appearance				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Pressure ulcer- present ON admission		Category 1		Bostock,  Louise		Finally approved		No Harm		No harm		5/15/25		TVN referral
Updated skin bundle 
Upgraded bed to airflow mattress

		I12080		5/14/25		5/15/25		During prep for the following day a prescription was not prescribed. I emailed her team, and the registrar on call as well as another nurse contacting the registrar via alterative. I had explained the cut off for ordering treatment was 2pm due to being a satellite unit. The registrar was aware of the cut off however did not prescribe due to her bloods not being back. This patients bloods were taken at Macclesfield and were couriered over to main site and was reported after the cut off time.				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				Network Services		Incident affecting Patient		No Harm		Medication incident		Prescribing		Omitted medicine/ingredient		Morgan,  Karen		Incident being managed locally		No Harm						The registrar informed the other nurse she was aware we had missed the cut off for ordering the treatment however to let her know when the bloods were back for her to prescribe. The bloods came back at 15:35. I emailed the registrar to inform her the bloods were back as the first conversation regarding this was via alterative and it was on the other nurses phone. I then received an email back to state I should have alterative her (which we did). The treatment still has not been prescribed resulting in a delay in the patients treatment. Fortunately I have been able to fit her in on Friday 2 days after the original date however due to the length of the treatment this has an impact on out scheduling and increased anxiety for the patient.

		I12296		5/14/25		5/21/25		The patient was referred to SLT for support with tracheostomy and ventilation weaning. The SLT strategic manager appropriately advised the Critical Care team that the current SLT service did not have the necessary skill set to support weaning. 
Despite national standards (GPICS V2.1, NCEPOD, RCSLT) mandating SLT involvement for communication needs in this context, the inpatient SLT team initially and incorrectly reported that the patient was non-verbal, ... 
Continued below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Learning response required		Moderate Harm						...resulting in missed opportunities for early communication support and equitable access to care. 

Following decannulation, the patient was referred for a Videofluoroscopic Swallow Study (VFSS) to assess dysphagia and aspiration risk. However, several preventable issues compromised this: 
- Clinic timing: The VFSS was scheduled for 09:30, which coincided with the start time of SLT colleague. Their late arrival (09:45 onsite and 09:52 in VFSS clinic) affected clinic preparation and reduced available time within VFSS clinic (Radiographer had communicated only available until 10:00). 
- Professional conduct: SLT colleague 2 arrived late without prior notice and did not acknowledge the impact of this delay on other professionals, which is inconsistent with HCPC standards. 
- Lack of familiar staff: Neither myself nor inpatient SLT colleague had established rapport with the patient, who has consistently shown preference for care from familiar staff (evidenced by his positive response to a known HCA). This likely contributed to his refusal to engage in the assessment. Further to this, The VFSS was booked at a time when the patient’s mother—previously identified as essential for engagement—was unavailable. 
- Resource management: Actions prior to and following the unsuccessful VFSS were delegated by inpatient SLT service to inappropriate staff, suggesting inefficiencies in workload distribution and raising concerns about service prioritisation and sustainability. 
These issues led to a missed opportunity for a clinically indicated VFSS and may have delayed critical decisions about nutrition and hydration. Such delays pose physical and psychological risks to the patient. 

Further concerns arose on 16/05/25, when a second VFSS was completed successfully—with the patient's mother present—highlighting the importance of key supporter involvement. Whilst this led to positive clinical outcomes for this patient, this clinic was arranged without SLT oversight. It is unclear who scheduled the session or why the rostered SLTs approved it. SLT availability was not confirmed, and two other patients were already booked into the clinic, resulting in delays to a HNC OP (who has already reported to have experienced previous care failures in another hospital and are considering a formal complaint) and impacted on service cover to inpatient caseload.  

This incident substantiates concerns about inpatient SLT service planning, communication, and governance. It demonstrates an urgent need for improved coordination, clear clinical responsibility, and adherence to professional standards to ensure safe, person-centred, and legally compliant care. 

Actions taken:  
Escalation of concerns in comprehensive detail with reference to key national standards sent to Division management who advised completion of Datix (see attached document)

		I12297		5/14/25		5/21/25		Review of CWP SLT input in order to triage inpatient SLT caseload. Upon review, the following recommendations were noted “Sips thin fluids from a cup” and “Tastes of smooth yoghurt/custard via a teaspoon if desired”, Also appears that clinical swallow evaluation of diet was stopped after 2 x tspns of yoghurt as pt c/o taste changes 

Concerns continued below.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Incident being managed locally		No Harm						Concerns: 
- Only two teaspoons of food were trialled. While the patient declined further intake secondary to taste changes and disliking yoghurt ?why were alternatives not sourced to continue with assessment.  
- The clinical rationale for limiting recommendations to yoghurt and custard only rather than Level 4 puree diet is absent/unclear from the documentation.  
- The patient has previously reported disliking yoghurt due to dysgeusia, raising questions about the appropriateness of SLTs recommendations for options of yoghurt and custard only. 
- The plan appears generic, lacking individualised goals and recommendations lack justification for specific and restrictive food selection
- The review date recorded on the CWP SLT referral list (caseload) for 16/05/25 did not align with clinical standards and may suggest inappropriate or inefficient resource allocation. If earlier review was due to limitations of the clinical swallow evaluation, this was not made clear in the SLT CWP entry. 

Proposed Solutions: 
- Use of Standardised Terminology: Implement consistent use of IDDSI descriptors for both fluid and food textures to ensure clarity and facilitate continuity of care. 
- Individualised Recommendations: Avoid restricting patients to specific food items (e.g. custard/yoghurt) without a clear clinical indication, especially when patient preferences or symptoms (e.g. dysgeusia) contraindicate these choices. 
- Application of Prioritisation Criteria: Review inpatient prioritisation criteria to support clinical decision making around review frequency and resource allocation, ensuring equitable service provision and appropriate caseload management. 

Actions taken: 
Datix completed per advice from Division management to escalate concerns re: clinical management / efficiencies via this pathway

		I12286		5/14/25		5/21/25		Email from Dr Soo Mak to Stephen Gallagher (PACS manager) 14/05/2025 @ 16:24:
"HI Steve
I reported this one but noticed it stays unreported on CRIS. The sectra report has not gone across to CWP. Scan date 12/05/25.
4405577234 (NHS);RBV202319207 (RBV Hosp No) 
I checked some of the other CT I have done and they have gone to CWP
Not sure what else I can do here. 
Thank you
KR
Soo"

20/05/2025 @ 08:45am
Still not gone over to CRIS & CWP				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Taylor,  Chloe		Incident being managed locally		No Harm						Reported to PACS manager

		I12293		5/14/25		5/21/25		While trying to recruit for the IN-HOME study, the study team noticed that the test strips and some of the QC solutions required for the study device had expired (expired January and May 2025). There was some confusion about the expiry dates as to whether these were written in the US format. The expired test strips had been used by only 2 participants in the study and there was no direct impact to the patients safety.				The Christie NHS Foundation Trust / Research and Innovation / Patient Recruitment				Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Longland,  Jessica		Finally approved		No Harm		No harm		6/2/25		Study team immediately paused recruitment and called the manufacturing company to confirm the expiry date of the test strips and solutions. We also checked to see if there was any information on accuracy data. 
We informed the chief investigator and principal investigator of this incident and discussed the steps forward. We also placed an order for new test strips and QC solutions and expedited the delivery of this. We disposed of the expired test strips and solutions. 
The patients currently scheduled for the study visit were also called and asked to reschedule. As part of duty of candour, the research practitioner explained to the patients that we had to place a new order of samples and apologised for having to reschedule.

		I12337		5/14/25		5/22/25		Patient due Meropenem at 8am but not signed. Not given?
Patient had Meropenem at 23:00 on 13/5/25 and next dose 14/5 at 14:56. More than 8 hours gap.		- MI to speak to nurse involved and get more information about incident		The Christie NHS Foundation Trust / Network Services / Withington Ward				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Delayed >2 hrs (given before next prescribed dose)		Martinspitacas,  Irina		Incident being managed locally		No Harm						Meropenem next dose given at 14:56

		I12049		5/14/25		5/14/25		IV Methotrexate bag left hanging and attached to patient 20 hours post finishing treatment		21/5/2025 - discussion with nurse- to familiarise self with MTX regime via CADD pump and to understand fluids and MTX run on two different lumens so line can be accessed for bloods.  NO to complete reflection of recent events  AB
To be highlighted within handover AH		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		No Harm		Medication incident		Waste		Incorrect/inappropriate disposal of waste		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		5/27/25		Checked SACT to double check pump had actually stopped
Escalated to nurse looking after patient
Patient detached from SACT line

		I12053		5/14/25		5/14/25		TSRT9 

Image acquisition error when taking 2DKV at T30.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Phoned MCR to clear error and successfully took a 2DKV

		I12054		5/14/25		5/14/25		patient was with sister at bed space, curtains closed as he needed to use urine bottle. Sat on edge of the bed to use however moved too far forwards and fell to the floor on his knees.		All appropriate actions taken post fall, no obvious injuries, no further actions required.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Fall from bed, chair or height		Paterson,  Ruth		Finally approved		No Harm		No harm		5/15/25		asked if he had hurt himself or hit his head, assisted patient to stand. Obs recorded NEWS 1 HR 98. witnessed by family. datix completed, falls care plan updated.  Dr informed and reviewed.

		I12057		5/14/25		5/14/25		Uploaded Physiological record (CPEX) - wrong date. Updated with new date and old record redacted via tech bar 
Submitted as per policy.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		5/15/25		Redacted - techbar reference SR-85296

		I12331		5/15/25		5/22/25		Spoken to patient off the back of a PALs complaint and identified patient did not receive pre-treatment Dexamethasone to commence ahead of SACT 24 hours prior. It was only at the point of speaking to the patient regarding the complaint that this was identified as the patient wasn't sure if they should have the medication or not so was queried. Patient had clinic appointment a few days prior at Bolton Churchill (Christie activity/consultant) ?should have received/prescribed from clinic apt?				The Christie NHS Foundation Trust / Network Services / SACT Services		The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Reid,  Claire		Incident being managed locally		No Harm						I consulted with senior nurses at ORTC who check the protocol of the treatment the patient was due to commence and assured that the patient could receive IV Dexamethasone on the day of treatment before commencing SACT. I assured the patient of this. Potential impact - may not have been able to commence treatment if not taken Dexamethasone.

		I12333		5/15/25		5/22/25		Spoke to patient regarding complaint through PALs on 15/05/25  - patient had not received any information about appointments leading up to SACT treatment planned on 16/05/25 despite multiple phone calls and requests. Patient concerned and unhappy with the response from scheduler. Reviewing separately through PALs complaint in addition.		Looked at CWP and Careflow to identify where communication failed - likely reason identified as letter either not being printed, sent or lost in the post. 
Spoke to Service Manager about PALS complaint, will speak to MR about behaviour and conduct.		The Christie NHS Foundation Trust / Network Services / SACT Services / SACT Admin and Scheduling				Network Services		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Kulesa,  Weronika		Finally approved		No Harm		No harm		5/28/25		Apologised to the patient and confirmed treatment times. Assured the patient that myself/our ASM would oversee appointments and letters to make sure they are up to date and accurate.

		I12449		5/15/25		5/27/25		Delay in antibiotic administration to a patient with high risk sepsis. Breach by 1hour 4 minutes as patient requested to go for a drink prior to administration				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in administering prescribed antibiotics		Scott,  Sabrina		Incident being managed locally		Low Harm						Antibiotics administered once patient back on the unit

		I12452		5/15/25		5/27/25		Antibiotic breach by 18 minutes for a patient with symptoms of high risk sepsis- reason for delay not documented		feedback given to medical team involved		The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / HPB/NET (Medical Oncology)		Network Services		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Other		Pabial,  Suneil		Finally approved		Low Harm		No harm		6/4/25		PGD antibiotics administered

		I12081		5/15/25		5/15/25		This incident is related to uploading foundation medicine reports for Target National 21_CLPHA_215. A foundation medicine report was uploaded to CWP but the TNE ID was missing the timepoint.				The Christie NHS Foundation Trust / Research and Innovation / Core R&I				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Rees,  Amanda		Finally approved		No Harm		No harm		5/15/25		Immediately uploaded a new report with the timepoint included in the ID and asked tech bar to delete the incorrect report.

		I12082		5/15/25		5/15/25		Patient was reviewed in clinic 14.05.25. 
It was documented that the patient will require repeat bloods before starting treatment (1. For scheduled treatment tomorrow (Repeat Christie profile)).
No arrangement has been made for repeat bloods on the day of treatment.		Doctor spoken to and discussed the reasons why bloods were not requested. Doctor had forgotten to do this due to having other tasks ongoing at the same time. 
The doctor was apologetic and endeavours to apply vigilance in the future.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Network Services		Incident affecting Patient		Near Miss		Clinical incident		Appointment		Delay/ failure		Morgan,  Karen		Finally approved		No Harm		No harm		6/3/25		Nurse in charge informed.
Called patient who was unaware that repeat bloods are required. 
Patient is unable to attend any earlier, so informed them that there will be delayed in him being treated because no arrangement was made.

		I12084		5/15/25		5/15/25		A request for extra blocks to be taken from a histology specimen  received on the 12/3/25 (H25-1104-C) was made on the 25th of April by Dr PH but the specimen was no longer available and has been disposed (15/4/25).		NK carried out dissection throwout audit and identified areas for improvement.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Histopathology				Christie Pathology Partnership		Incident affecting Patient		Near Miss		Clinical incident		Lab investigation		Inadequate/ incomplete		Billington,  Catherine		Finally approved		No Harm		No harm		6/2/25		Dr PH informed NK on the 15th of May that the surgeon raised a concern regarding the specimen disposal. NK investigated the tissue disposal records and identified that the specimen was disposed early and not according to the local protocol which requires retention/storage of remaining tissue at least 4 weeks from reporting. 

NK notified the team and DR PH regarding the error and clarified the correct procedure that need to be followed.

		I12079		5/15/25		5/15/25		Patient woke up disorientated, under DOLS, has 1:1 present at all times . Was attempting to leave the ward, verbally threating staff  he will kill one of us/strangle one of us if we do not let him out, punching walls.  Called the police for help. Security called, Patient went back to room with 1:1, the patient went into the bathroom, did not allow the 1:1 and locked the door. Unable to open the door. Security left whilst patient in bathroom. 1:1 Able to convince patient to come out of bathroom.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Security incident		Abuse to staff from patient		Verbal		Spooner,  Jennie		Finally approved		Low Harm		No harm		5/17/25		Security called. 
Nurse in charge informed. 
Spoke to police as called ward, explained situation. 
Duty manager aware of situation. 
Safeguarding referral made, psych onc to be made aware 
Continue with 1:1 and 24 behaviour charts.

		I12106		5/15/25		5/15/25		Patient attended for OGD and colonoscopy. Clo test taken during OGD and appeared negative. During colonoscopy after OGD the clo test changed to positive. Report had to be modified so there now shows two OGD reports on CWP one with the incorrect clo test result.		New CLO tests have already been ordered that show instant results if the clo test is negative or postive. I have also followed up with the Materials Management Assistant to expedite the procurement and delivery of the new test kits.  

I have also fedback to all endoscopy staff in monthly meeting the clo test takes 5-60 minutes for results to show, they must notify the results with consultants.

I also spoke with Solus, the software company behind HD Clinical, to ensure the Edit button will be available. They’ve confirmed it will be implemented in September, once the system glitches have been resolved during the reconfiguration process.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Adam,  Sumaiyah		Finally approved		No Harm		No harm		5/28/25		Informed surgeon, endoscopy manager and IPU manager. Incident form completed along with request to techbar to redact incorrect report.

		I12107		5/15/25		5/15/25		TSRT9
CBCT interrupted due to  OMRON activation. 67.5% of scan acquired, scan unsuitable to match on. New scan acquired.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/26/25		B7 authorised 2nd CBCT. Acquired successfully. Treatment delivered. AC updated to reflect additional image.     

Additional dose to patient 405maS

		I12108		5/15/25		5/15/25		TSRT9 / Level 5 / 13C / MD 13HH / SB 13C 13HH / CF 1A 1C 2C
Adhoc find, the treatment encounters selected for 08/05/25, 09/05/25 and 14/05/25 appear incorrect. Daily treatment encounter has been selected, instead of Replan treatment encounter as as a replan is being treated.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13C Patient data ID process		Redfern,  Holly		Finally approved		No Harm		No harm		5/23/25		On review, selecting the daily treatment encounter displays the wrong plan report. Investigation of RT summary indicates  the correct plan (replan) has been treated on the dates above. Investigation with operators involved is  required as the encounter should  have been amended/ updated at PAUSE check for each date above.

		I12113		5/15/25		5/15/25		doctor had talks with family at 12 noon in regards to nothing else could be done for patient and was in last hours of life.
we escalated immediately for a side room but bed management wouldn't do this as doctors annotation was written up to confirm this, which were then later back dated		SM to have discussion with Dr about the process for EOL patients to ensure they are aware of what must be actioned and the timeframes in which to do so.		The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Clinical Oncology / Breast (Clinical Oncology)		Network Services		Incident affecting Patient		Harm		Clinical incident		Bed management		Side room not available/unable to isolate		Reid,  Claire		Finally approved		Moderate Harm		No harm		5/27/25		we was unable to give the patient and their family privacy at such a distressing time and the patient ended up passing in a bay of other patients

		I12114		5/15/25		5/15/25		2nd dose of Gentamicin given, before Gentamicin level was taken.		Ask EPMA to put in as an indication to take gent level pre second dose   AH		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		6/2/25		Informed nurse on night shift as Gent level will need to be taken with morning bloods. Ordered these bloods to be taken in the morning before any more Gent to be given. Asked night team to inform dr.

		I12116		5/15/25		5/16/25		day staff hca handed over to night staff hca that buzzer including emergency buzzer are not working in sideroom 3. hand bell given to use overnight 
escalated to nurse in charge of night shift				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Equipment incident		Non-medical		Failure of device/equipment		Langstaff,  Alexandra		Finally approved		No Harm		No harm		5/30/25		nurse in charge tested emergency buzzer - light working but no sound 
tested normal buzzer, not showing on alert panel at nursing station 
escalated to estates - came to test, not able to fix overnight. will hand over to day estates and email his supervisor. have asked this is done urgently.
escalated to night duty manager that it is not safe for patient to be in sideroom with no buzzer or emergency buzzer, asked if any other beds they can transfer to, unfortunately no other beds.
Added to huddle for day staff to chase in the morning 

16/5/25 - day staff escalated to matrons and bed managers , patient moved out of sideroom, later bed managers stated they needed the bed 
night shift - NIC escalated to duty manager that it was inappropriate and unsafe for a patient to be in that room. Night duty manager expressed it was risk assessed and the patient was brought up into that room

		I12117		5/15/25		5/16/25		tsrt9
Gown activated omron - attempted with MCR guidance to restart CBCT, not possible. Image used for review and match however additional CBCT taken as confirmation to acquire appropriate quality for physics review following treatment.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		MCR called, band 7 informed. Appropriate image review carried out. Patient treated. 

Additional dose to patient is 1829mAs (equate to 87% of a CBCT)

		I12090		5/15/25		5/15/25		tsrt9
Patient booked in for a review for final fraction of 10# WBR. Noted that patient has not had a previous TBS booked. Booking protocol states weekly TBS on a Thursday is required.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield Prep Room				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		6A Booking made according to protocol		Welby,  Sarah		Finally approved		No Harm		No harm		5/22/25		Patient reviewed by ACP today as planned. Superintendent radiographer informed.

		I12091		5/15/25		5/15/25		Patient has had no TBS Annotation tasks scheduled on carepath. Picked up during systematic review after 22#'s.		Feedback to 5/6/7 datix meeting and to scheduling team		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		6A Booking made according to protocol		Burgess,  Claire		Finally approved		No Harm		No harm		5/21/25		TBS tasks added in retrospectively.  Checked CWP to confirm patient has been seen weekly in clinic.

		I12087		5/15/25		5/15/25		Trial: Target National 21_CLPHA_215. Archival tumour block histopathology report. A duplicate report was uploaded today in error (at 10:42AM).				The Christie NHS Foundation Trust / Research and Innovation / Core R&I				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		Ingham, Mrs Andrea		Finally approved		No Harm		No harm		5/15/25		This is a duplicate report so no other action from me is required.

		I12096		5/15/25		5/15/25		Patients wife called through re medication of Enzalutamide for her husband he only had one day left of this medication. She also mentioned that he had an appointment in Oldham on 7th May but this was cancelled. There was no other appointment that I could see on the system so had sent an email to Ruth Conroy and Martin to advise.		Staff member in the admin team informed of the omission and advised to be extra vigilant when undertaking such tasks. Uninterrupted time to be given to staff when moving patients from one clinic to another to ensure they are not lost mid-way through the move. 
Clinic lists for May to be re-checked to ensure all other patients have been booked in to clinic correctly and that no others have been lost in the process.		The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Network Services		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Morgan,  Karen		Finally approved		No Harm		No harm		6/3/25		I have contacted Ruth Conroy and Martin Swinton re making arrangements for a new appointment

		I12099		5/15/25		5/15/25		Drug for patient was ordered and go ahead given day before. Pack sent at 10ish today on the morning drug to be made on aseptic list in the afternoon. Our research nurse rang several times to see what was happening then around 2:30pm we recieved a call from pharmacy to say problem with drug vial not matching protocol and they were trying to contact pharmacist MW. Patient now may not get treatment today as drug will not be ready to give in safe hours after the patient has been waiting all day.		Marie Woolley 19/5/25
Email sent to lymphoma research team to remind them of the aseptic cut off times for prescription, pack allocation and off hold		The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit				Network Services		Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Other		Woolley,  Marie		Finally approved		No Harm		No harm		5/19/25		Doctor to see patient and explain.

		I12100		5/15/25		5/15/25		TSRT 9 No heel to heel provided at RTP.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning		Sutherland,  Emily		Finally approved		No Harm		No harm		5/23/25		Heel to heel measured whilst patient on bed #1, ran the BTR match for rotations. Minimal rotations so added new heel to heel to patient navigator and on plan. 

Discussed with pre-treatment re-iterated need for correct documentation.

		I12119		5/15/25		5/16/25		VTE risk assessment completed, stated for Dalterparin to start and be prescribed 
CWP Cquin VTE checked on night shift of 14/05/25, that Dalterparin was not prescribed. 
Escalated to Day nurse to speak to Dr about this. 
Patient AKI 3, may have been stopped due to this, although not clearly documented in the notes if so.		Doctors involved have been emailed to make them aware of the prescribing incident and importance of remaining vigilant regarding checking medication prescribed and notes when to make them aware of the incident as it could be because in part it was more obvious on a physical kardex not to forget about Dalteparin prescribing.   Ward Manager on AAU to also put a poster up in doctors office on AAU as a lot of transient/locum doctors on the wards.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Medication incident		Prescribing		Omitted medicine/ingredient		Pearson,  Angela		Finally approved		No Harm		No harm		5/19/25		Raised concerned to day team. 
Dalteparin prescribed.

		I12093		5/15/25		5/15/25		Patient attended Endocrine day unit, transferred from AACU with cannula in situ. Patient commenced red blood cell transfusion, 50 minutes into transfusion infusion pump began beeping, when staff assessed patient, patient reported pain to cannula site, on assessment site looks swollen and pump bleeping due to cannula tissuing. Patient states she was sent home last night with cannula left in lower arm as staff told her she was difficult to cannulate.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Infiltration		Infiltration		Scott,  Sabrina		Finally approved		Low Harm		No harm		5/30/25		New cannula inserted to right hand - flushed and transfusing well at time of writing. Cannula in left hand removed and dressed. Med ills contacted to take photographs of affected site.

		I12125		5/15/25		5/16/25		Patient left ward without telling anyone - staff realised he had left. Patient was for discharge this date but patient left without his TTOs or telling anyone. Multiple phone calls to patient and NOK but no answer, voicemail left		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Spooner,  Jennie		Finally approved		No Harm		No harm		5/17/25		Duty manager and matron informed
Police contacted for welfare check but they explained he did not meet the criteria for this at present and to contact again if concerns continue
Following morning still no contact with patient or relatives. Ward manager rang all contact details on CWP, spoke with CNS who also tried. Patient then rang CNS nurse back and said he was fine and coming to radiotherapy appointment today. Ward staff have agreed will take patient TTO's to radiotherapy department when he arrives 
Confirmed ward staff took discharge summary and TTOs to patient

		I12126		5/15/25		5/16/25		A brachytherapy patient had a custom mould fitted. This was used for the planning CT and subsequent treatment plan. During final plan checking it was noticed that four of the 5 catheters had become detached. Mould room reattached the catheters. A scan of the repaired mould was fused with the clinical treatment plan which indicated significant (2mm) shifts of some catheters. The changes were too large for the existing treatment plan to be used so the patient requires a rescan, replan and delay.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		MR - Mould room		9 Mould room/workshop activities		Lane,  Laura		Incident referred to DPSIG		No Harm		No harm				Mould taken for repair, accuracy check of repaired mould. Clinician contacted.

		I12140		5/15/25		5/16/25		Admitted to AAU with C2 and C1 pressure ulcers to buttocks.		AAU ward manager made aware of situation, documentation explained, will speak with staff and add to team newsletter not to document if skin check not completed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Finally approved		No Harm		No harm		5/23/25		Had not been able to check skin on admission - attempted by patient too breathless to want to roll/ stand and not competed by night staff. Mattress pump was put on bed as had been unable to check. On examination patient stated had been there for a while. Dressed, medical illustrations, barrier cream applied. Mattress pump already in use

		I12142		5/15/25		5/16/25		tsrt9
Unexpected motion interlock on G2.
Table lost compensation.
extra 2D kV pair acquired to verify treatment position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		MCR contacted.
Patient aware of delay and reassured.
Superintendent authorised additional imaging as per local procedures

		I12150		5/15/25		5/16/25		TSRT9 
image acq error when taking initial 2D image				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		called MCR, told to acknowledge message and try again. Image taken and captured, no further issues.

		I12168		5/15/25		5/19/25		Looks like the wrong report has been added onto CWP Patient CARTER 202101933 has a report in their record for patient FISHER 4540551736		- Incorrect document highlight by clinical team and asked for Datix to be submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Mis-filed documents		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		6/4/25		We were made aware of this by Emma Halkyard, have done the Datix and asked tech bar to remove.

		I12195		5/15/25		5/19/25		tsrt9
#1 was moving machine round for overshoot - As I prepared the machine to move the gantry from overshoot angle (180 degrees) to the first treatment beam (150) the patient was anxious and asked my colleague a question. Having thought the gantry was already in position for our first beam, my colleague proceeded to step across the rotating floor as the gantry started to move. This resulted in comp loss and required another 2D				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13 Treatment unit process (including EXBRT, Protons and Superficial)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Called B7 and explained the situation, called MCR, cleared interlocks regained compensation and re-imaged with authorisation from b7

		I12182		5/15/25		5/19/25		tsrt9
It was noticed that before the patient had their first day discussion, pre-treatment had not correctly filled out the confirmation of consent question regarding Cardiac implant electronic device (CIED). It had not been filled in at all and was left blank.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- CT scanner				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		4J Consent process and documentation		Parry,  Catherine		Incident being managed locally		No Harm						Superintendent made aware. Pre-treatment contacted and have now retrospectively amended the consent questionnaire to reflect 'N/A'.
First day discussion completed as usual.

		I12190		5/15/25		5/19/25		14.5.2025- Drain inserted and only 200mls then after 4 hours only 300mls drained. 
Discussion with Consultant who reviewed xray and suggested trapped lung which may explain slow drainage. For Chest drain nurse review in the morning.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Incident being managed locally		No Harm						Some drainage documented until 23:00.
Patient then suffered some mild coughing  so drain was clamped but left clamped all night. 
Chest drain nurse attended 15.5.2025 9am and flushed drain and found it was totally blocked then drain was free flowing.
Sent for xray which determined further fluid present.
Chest drain nurse then  drained remainder fluid then drain stopped. Decision made to remove drain along with Radiology Consultant. This was communicated with the ward. 
Doctor on ward told nurse to  leave drain in until tomorrow due to fluid on xray.
Drain then removed.

		I12512		5/15/25		5/28/25		No mention of current Methotrexate on Booking form, consent or annotation. Patient attends for radiotherapy scan on 15/5/25, a note was placed by consultant same evening asking Oldham staff to check if the patient was taking s/c Methotrexate and if so to stop from now for a month but with no direct contact asking for this to be actioned. Patient proceeded to continue Methotrexate (self-admin) commencing radiotherapy on 21/5/25, only identified by review team at their end of treatment review				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Prep Room (Radiotherapy Christie @ Oldham)				Network Services		Incident affecting Patient		Harm		Radiotherapy incident		XR - Radiotherapy		9H Recording of information in patient record (includes communication/handover/documentation of patient specific information etc)		Abutaleb,  Mohamedkhalid		Incident being managed locally		Low Harm						Line manager informed, consultant informed
Patient informed to stop Methotrexate with immediate effect (due this Friday - he self administers) and I will clarify duration that it needs to be withheld. I have explained the the patient that this should have been stopped before radiotherapy and apologised that it wasn't and made him aware he might be a slightly higher risk of side effects because of this but to contact us if he has any concerns at all

		I12559		5/16/25		5/30/25		Re: SR-85996

On checking a patients CWP record on 16hth May during the CTCL MDT meeting I noted there were 2 clinical annotations for this patient, one of which was incorrect. With the help of our CNS we identified the other patient record and I copied and pasted the correct annotation to the correct record. 
As the CWP of the record was locked I was unable to delete the annotation so requested this via IT systems - this has been actioned, see reference above				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Clinical Oncology		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Williams,  Joanne		Incident being managed locally		No Harm						See above

This was presumably human error on my part, but one of the clinical team has also had similar  issues and thinks it may occur if more than one CWP record is open at a time on the laptop, and even though you think you are within the correct record, the annotation is allocated to the other record. I am unsure if this is a possibility.

		I12490		5/16/25		5/28/25		Incorrect D.O.B on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Clarke,  Catherine		Finally approved		No Harm		No harm		5/28/25		Sample rejected new sample requested via phone.

		I12480		5/16/25		5/28/25		Incorrect hospital number on sample. Sample does not meet transfusion labelling requirements.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/28/25		Sample rejected new sample requested via phone.

		I12481		5/16/25		5/28/25		Incorrect D.O.B  on sample. Sample does not meet transfusion labelling requirements.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/28/25		Sample rejected new sample requested via phone.

		I12482		5/16/25		5/28/25		Incorrect date on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Paterson,  Ruth		Finally approved		No Harm		No harm		5/28/25		Sample rejected new sample requested via phone.

		I12589		5/16/25		5/30/25		Referral received 16/05/2025  to new referrals e mail in box for Med Onc Gynae team. This was for a patient with query recurrence requiring a new patient appointment.  Member of the referrals and Bookings team e mailed an individual secretary to query if the open episode with another clinician needed to be discharged and a new referral added. The secretary was on leave and had an out of office on however the query was not forwarded to another member of the admin team to respond to. 

**Awaiting email response 02/06/25**		- Staff member has now been informed of the correct process of redirecting if/when necessary. 
- Referral added and processed as per protocol.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		6/2/25		On the 28/05/2025 the CNS from the referring trust contacted the MO gynae secretarial team to query an appointment and the delay was identified.  A new referral episode was opened and the patient then triaged for an appointment 11/06/2025 ( this was the next available with the team). 
Service Manager has asked that if any cancellations that the patients appointment is bought forward and they have contacted the patient to apologise for the delay.

		I12187		5/16/25		5/19/25		Patient was consented to incorrect consent form 
patient was consented to dose escalation (optimisation)consent A2 when the patient had been allocated a slot on the C1 dose expansion. 
This was highlighted at the point the translational team requested tumour block and was highlighted the tumour didn't match the consent form.		Discussed in team risk meeting for wider knowledge and improving practice		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Longland,  Jessica		Finally approved		No Harm		No harm		6/2/25		Plan to re consent the patient at next clinic appointment 
further investigation to identify reasons for this error 
unsure if team were aware of cohort selection.

Added by J. Longland - noted that the first name of the patient affected has been reported incorrectly. Patient's first name has now been updated and saved in the DCIQ record.

		I12188		5/16/25		5/19/25		TSRT9 
CBCT taken as initial image, image reviewed and moved applied. 2D conf image taken at incorrect angle than that written on image review doc (160 instead of 135).				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/30/25		image taken and realised incorrect angle. image reviewed and seemed suitable to analyse anatomy

		I12172		5/16/25		5/19/25		Patient attended C10 D1 ALKOVE phase 1 trial (22_CLPHA_242) On checking the patient diary I noted that patient had double dosed on the medication 09/05/25.  He admits taking  3 tablets in the AM, then 3 more later in the day as temporarily forgot he had taken the first dose.		Noted that this DATIX has been updated from 'Incident referred to DPSIG' to 'incident being managed locally'.
No harm. 
I cannot remove the learning response required - marked as n/a. Discussed at R&I PSIG - agreed that wider learning response was not required.		The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Research and Innovation		Incident affecting Patient		Near Miss		Medication incident		Self administration		Dose or strength - wrong/unclear		Longland,  Jessica		Finally approved		No Harm		No harm		6/2/25		Re-educated patient and emphasised the importance of letting the ECMT know ASAP if error occur again.

		I12180		5/16/25		5/19/25		Hospital onset healthcare associated C diff infection. admitted 13/5/25, positive sample taken 16/5/25. Attributed to ward 15.		CDiff poster with learning from incident created and emailed out to staff		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		Cdiff		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		Low harm		5/22/25		72 hr review to take place

		I12169		5/16/25		5/19/25		Wrong hospital number on sample received for: Glucose,  Christie profile and TFT, FBC The samples were not processed as they failed to comply with the criteria laid down in the Specimen Acceptance policy issued by the Directorate of Pathology.

delay in treatment due to length and capacity on unit				The Christie NHS Foundation Trust / Network Services / Satellite Sites / Christie@Macclesfield / Macclesfield SACT				Network Services		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Aremia,  Laura		Finally approved		No Harm		No harm		6/3/25		apologised and explained to the patient 
rebled 
rescheduled on the next available date

		I12156		5/16/25		5/17/25		Patient was moved from AAU to the discharge lounge to wait for TTOs and transport. On arrival to the lounge it was immediately apparent that the patient was confused and disorientated, and needed supervision to ensure safety. Attempted to go into side room where infectious patient was located on numerous occasions. Clearly not safe for discharge and not appropriate for the discharge lounge.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Discharge Lounge				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Discharge		Inappropriate		Clarke,  Catherine		Incident being managed locally		No Harm						Pulled Nursing associate from ward support to sit with patient, she reported ongoing concern regarding his level of confusion and was unable to orientate the patient, not appropriate due to confusion to facillitate safety netting with discharge medications. 
Telephone call made to AAU who had discharged the patient to discuss concerns, was advised Dr Cooksley had advised patient was fit for discharge, I advised patient appeared not to be fit for discharge due to confusion, this would result in unsafe discharge adn likely re-admission. Discussed with nurse in charge on AAU, patient escorted back up to AAU, requested that AAU update patients Next of Kin to provide update.

		I12131		5/16/25		5/16/25		Patient treatment left on hold after clinic, was taken off hold on day off treatment but baxters EAT was around 14:00. Patient stated she couldn't wait that long as she had school pick up.		the patient couldn't delay due to having to pick children up from school   There is nothing annotated in her notes that this was an issue, and the timings would not be compatible with the off hold		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Medication incident		Prescribing		Other		Saunt,  Denise		Finally approved		No Harm		No harm		5/27/25		Took treatment off hold and informed patient. Nurse in charge made aware.

		I12132		5/16/25		5/16/25		TSRT9
Setup instruction added at systematic review 01/05/2025 (for #13 onwards) stating to turns patients head to the left. 
Picked up at systematic review #22 patients needs turned to right hand side. 
Additional CBCT required to be repeated due to realisation #23.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Bentley,  Melissa		Finally approved		No Harm		No harm		5/20/25		Sent most recent CBCT for physics assessment. They had no concerns assuming setup was corrected and showed improvement in contour decrease which had been noted previously. Contour decrease seen on CBCT was improved as a result of corrected setup inctruction.

		I12144		5/16/25		5/16/25		Incontinent of urine and faeces
1cm wound in anal cleft				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Bostock,  Louise		Finally approved		Low Harm		No harm		5/19/25		Known to DNs
Wound swab obtained
Area photographed
Area cleaned using aseptic technique
Kliniderm foam silicone border applied

		I12146		5/16/25		5/16/25		tsrt9
Unexpected motion interlock on G2.
Table lost compensation.
extra 2D kV pair acquired to verify treatment position.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		MCR contacted.
Patient aware of delay and reassured.
Superintendent authorised additional imaging as per local procedures

		I12147		5/16/25		5/16/25		TSRT9 / Level 5 / 16B / MD 16B / SB 16B / CF 2C
Staff member originally completing EOT task left uncompleted.
Other staff member picked up due to otherwise going past 3 working days to complete as per protocol. 
Non conformance.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		16B Recording of treatment summary informationin notes		Redfern,  Holly		Finally approved		No Harm		No harm		5/26/25		Completed as per protocol by other staff member.

		I12129		5/16/25		5/16/25		Repeat CBCT not taken on #13 sup iso for CSI patient.
Required repeat CBCT due to manual matching applied #12 due to set up difficulties.		For discussion at next 7/8 meeting		The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Burgess,  Claire		Finally approved		No Harm		No harm		5/21/25		d/w staff member
next CBCT due #1 Ph2
will raise issue at next 7/8 meeting as still unsure if covered by WIs

		I12135		5/16/25		5/16/25		> Noted in board round that patient had MRI and awaiting report. When discussing the case, noted MRI had been requested to rule out MSCC, however nothing had been handed over to the nursing staff or the medical team on Ward 4. Therefore the patient has been mobilising around ward since decision made for MRI. As per MSCC protocol patient should have been put on Flat bed rest at suspicion of MSCC and remained until MCSS either confirmed or ruled out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Malignant Spinal Cord Compression (MSCC)		Delay in diagnosis		Langstaff,  Alexandra		Incident being managed locally		No Harm						> Following discussion with medical team and consultant in board round agreed for patient to be on FBR until MRI scan reported. 
> Awaiting report from MRI.

		I12137		5/16/25		5/16/25		tsrt9
Multiple interlocks appeared during patients first beam
Couch compensation lost.
Approximately 10 minute delay during  patients treatment				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		5/28/25		Escalated to MCR and superintendent radiographer
Couch re-compensated and additional 2DKV pair (mechanical) taken.
No further issues.

		I12138		5/16/25		5/16/25		TSRT9 level 5 19a cf2a md12a sb19a

Ewings sarcoma (Paed)  PBT.CLP.22 is out of date. Review date 31/03/2025				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/30/25		Valid px and annotation in cwp

		I12121		5/16/25		5/16/25		TSRT9 13CC SB3i MD13CC CF3a

kv enable drop out during XVI acquisition. Delivered ~1.7mGy		re-tie strap the loom to prevent movement on the crimps.

test scan carried out successfully.
return to clinical.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 4				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		5/19/25		Machine taken by engineers. Pt taken to different machine and new image acquired

		I12124		5/16/25		5/16/25		TSRT9/level4/cf2b/13g/sb9k
#1 Patient informed radiographers during his first day chat that tegaderm had been placed over his tattoos at scan. Not annotated anywhere on scan sheet or in nav. No spare tegaderm given to patient at scan.
On set up, no tegaderm or markings around the ant and left lateral tattoos. Radiographers unable to locate the left lateral tattoo. Right lateral tegaderm was peeling off, revealing the marks had been drawn on the tegaderm and there were no tattoos or marks on the skin.		Discussion with rotational pre treat staff involved. Unclear if mis communication between rads of positive tattoos given. Staff insistance marks were drawn on pre and post Tegaderm.
Possible training issue and discussion around both rads being responsible for clarification of tattoos given.
Discussion to be held in pre treatment staff meeting.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning		Hudson,  Scott		Finally approved		No Harm		No harm		5/30/25		B7 notified.
Ant tattoo and right lateral markings used for set up. Patient was imaged, which showed minimal rotations under 1 degree.
Based on this, patient was re-tattooed on both laterals on the treatment bed after treatment using right lateral tegaderm markings for positioning. Tegaderm was applied over the tattoos and spares given to patient

		I12118		5/16/25		5/16/25		Feed started by day staff 
feed has been running over night all information seemed right however bag amount did not reduce patient did not receive much of the feed 
unaware if it is the pump or setting when feed put 
restarted it and is now running till dieticians advice				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Paterson,  Ruth		Incident being managed locally		No Harm						restarted informed nurse in charge to wait till dieticians advice as patient will miss dose

		I12367		5/16/25		5/23/25		INCIDENT REPORTED BY MFT: Patient contacted the breast care nurses at the Nightingale Wythenshawe regarding a new symptom. When checking the Christie web portal for her background history she is recorded incorrectly as deceased.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration				Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Foxley-Hine,  Julie		Incident being managed locally		No Harm						Attempted to inform the secretary at the Christie, however she did not return my contact.
Quality Manager discussed with secretary/DSM. DSM undeceased patient in Careflow.
Tech Bar contacted (INC-88506) to check who had recorded the patient as deceased and when.

		I12323		5/16/25		5/22/25		Breach in IV antibiotic administration of 1 hour for high risk sepsis patient				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Clarke,  Catherine		Incident being managed locally		Low Harm						Antibiotics administered once dr has reviewed and prescribed

		I12261		5/16/25		5/20/25		Pt presented for psycho-onc O/P appointment however presented as clinically unwell, was reporting significant pain and some new symptoms over the past 2-3 days. 
Contact made with The Hotline for advice due to these symptoms - advised to contact patients treating oncology team or med onc. Med onc felt a medical review was indicated and they requested an IP bed. 
6 hour wait in dept 41 waiting for bed as not available for pt. 
Patient was upset, distressed and complained of long wait.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Psycho-Oncology				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Privacy and Dignity		Privacy and dignity		Mcgough,  Sophia		Incident being managed locally		Low Harm						- Pre-op kindly allowed psych-onc staff to use equipment to be able to record physical observations and take bloods as requested by med onc oncall 
- Trolley bed provided by radiotherapy as patient unable to sit or stand due to pain ++, however unable to fit into clinic rooms for privacy/dignity therefore was kept in the corridor with pt's agreement and consent 
- Provided pt with privacy screen around her bed but ensured she was visible to staff in dept 41, provided her with an alarm to pull also if she had any concerns which she used 
- Escalated to team manager 
- Escalated to bed managers and duty manager
- Offered pt diet and fluids and provided her with a sandwich to eat and regular fluids 
- Staff in dept 41 offered regular reassurances and support to pt as she was becoming more distressed at the wait and pain she was experiencing

		I12308		5/17/25		5/21/25		Hospital onset healthcare associated klebsiella bloodstream infection. Admitted 14/5/25, sample date 17/5/25. Attributed to ward 15.		AAU WM informed to remind staff to initiate all care plans on admission 
Staff emailed on W14 and W15 to ensure CVAD care plans are in place if patient has a CVAD especially mindful or PORTS - if no needle insitu still needs a careplan		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		Klebsiella BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Finally approved		Low Harm		Low harm		5/22/25		72 hr review to take place

		I12339		5/17/25		5/22/25		Patient planned for neoadjuvant chemotherapy cycle 1 17th May. Regimen requires pre-treatment echocardiogram. Echo performed at Tameside hospital 2/5/25 however report was not available on CWP. Echo had taken place after patient was seen as new patient at Tameside, which is a common when patients seen at peripheral hospital. As patient was booked for Saturday oak road doctor advised defer treatment as echo not available. Treatment since rebooked for 9 days following the initial date.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Network Services		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Reid,  Claire		Incident being managed locally		Low Harm						Treatment was advised to be deferred by doctor covering oak road (according to CWP).

		I12303		5/17/25		5/21/25		Unit of platelets collected and signed out on the laboratory compatibility form, however nil documented on CWP by collection staff.				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Portering				Capital, Estates and Facilities		Incident affecting Patient		Near Miss		Transfusion incident		Traceability		component or product traced but not recorded correctly		Diggory,  LornaJeanette		Finally approved		No Harm		No harm		5/21/25		Deputy TP - Able to confirm traceability using the corresponding laboratory collection form.

		I12344		5/17/25		5/22/25		IPC notified of an MRSA BSI of a patinet who had had recent interactions with the Christie. 
MRSA +ve BSI 17th May and MRSA +ve 17th May in R Nephrostomy. 
Patient has had interactions with 4 Trusts and regular Primary Care centre visits within the 28 days prior.  
Although had 3 interactions with the Christie (all day case) - currently looks to be no interaction with Nephs during these episodes, or problems with Cannulas. See timeline attached within documents in datix.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Donoghue,  Michelle		Finally approved		Moderate Harm		No harm		6/2/25		Contacted IPC Doctor
IPC Team established context of interactions and pulled together timeline by:
-  IPC contacted DGH IPC Teams and Primary Care Centres  
- Review of CWP annotations whilst patient at The Christie 
- requested any additional information from ward areas to identify if any interactions with Nephs or problems with Cannulas or Cannulating other than what is documented in the notes. 
Additional Surveillance for assurances.

		I12160		5/17/25		5/17/25		Skin check completed with consent, non-blanching redness to sacrum, nurse in charge and night team made aware				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Bostock,  Louise		Finally approved		Low Harm		No harm		5/20/25		Barrier cream applied, handed over to night team pump required for mattress, purpose T. and skin bundle updated. Nurse in charge on night made aware.

		I12153		5/17/25		5/17/25		(MRSA positive 7/5/25. - Nasal ointment treatment not given on transfer to ward ( 11- omitted / unsigned doses)		added to huddle		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		5/28/25		nurse informed NIC 
- commenced MRSA pathway 
Senior nurse discovered nasal ointment in iv room / Treatment commenced on 17/5/25
-unsigned / omitted doses 
- safety huddle to make people aware

		I12212		5/17/25		5/19/25		on 17/5/25 side room 8 had deteriorated and I had escalated it to the on call med oncology doctor on the 17/05/25 and the 16/05/25.
 I had asked Day time staff on the  17/05/25 to ask the day team to review patient for the end of life pathway. however this was not initiated until 18/05/25 after alerting the registrar.
this caused a delay to adequate care to the patient. 
requested analgesia increase and this was also delayed approx 5-6 hours				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Morgan,  Karen		Incident being managed locally		No Harm						escalated to registrar, ensured patient was comfortable and all needs met. rang family to informed them of the deterioration.

		I12203		5/18/25		5/19/25		Epidural day 5 step down: Given Oxycodone M.R and Epidural not switched off and removed after 2 hours (policy). Nurse on day shift handed over to night staff not had chance to do this, had also given fragmin at 17:30 which meant patient epidural delayed removal >6 hours (should be 12). Epidural step down was done over night and patient was in pain. Risk: Both opioids in Epidural (Fentanyl) and Oral MR (Oxycodone) toxicity and risk of sedation, infection and LWMH policy >12 hours.		CPE - Tara Sayers to complete additional training with staff member involved to ensure she is aware of correct process/protocol.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Contra-indication in relation to drugs or conditions		Dale,  Emma		Finally approved		No Harm		No harm		5/29/25		Night nurse given education to day nurse importance of turning Epidural off and also LMWH not being given pre epidural removal and risk of infection >day 5 as handed over to night nurse for this to be done day 6.

		I12186		5/18/25		5/19/25		Computer login shared with staff member - Staff member used other RN's credentials for EPMA / CWP documentation (username/password) 
Breach of policy / shared information				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Dale,  Emma		Incident being managed locally		No Harm						identified on night shift - reported to nurse in charge 
- List of documents with time stamps with incorrect details highlighted 
CPE to discuss with RN why requested computer login ? why difficulty on accessing system

		I12162		5/18/25		5/18/25		Patient has got known MASD but seemed to have worsened overnight; a ?category 1 to the patients to the coccyx has now been found and is currently bleeding.		all correct actions taken at time of incident		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Finally approved		Moderate Harm		Low harm		5/21/25		New TVN referral put in place
Awaiting new medical illustrations
SKINN bundle updated
DATIX put in place

TVN review :20/05/2025
Saw patient on Ward 15, accompanied by RN  NOK (child) present during consultation, per patients preference. 

Consent obtained from patient for consultation. 

On examination: 

Patient nursed on Dynaform Air Pro Plus mattress. 

1. Red (blanching) skin at bony prominence to her coccyx. Area of broken skin approx 2-3cm at natal cleft - assessed as IAD moderate moisture damage. 

2. Fungating tumour behind L axilla. Skin unbroken, area around 10x10cm of erythematous skin surrounding approx 3 x 3 cm area of differently textured skin which is hard to the touch. 

 

Plan: 

1. At area of MASD - continue to cleanse with foam spray at any episode of incontinence and when washing. Continue to use mediderma barrier ointment twice daily to whole area after washing, and after any episode of incontinence. 

2. To tumour at L axilla area - can apply Kliniderm foam border dressing to protect delicate friable skin and promote patient comfort. 

3. Assist patient with positional changes at least each 2 hours, to aim to change between R and L side where possible to avoid pressure at coccyx area. Continue regular skin checks each 2 hours. Use emollient cream to rest of skin twice daily.

		I12163		5/18/25		5/18/25		patient found on the floor shouting help following unwitnessed fall in side room, patient was unsure if he has hit his head  but stated no pain anywhere,				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Incident being managed locally		No Harm						observations blood glucose and neuro observations taken and recorded following fall patient assisted into bed, CCOT and doctor on call contacted and assessed patient, VBG and blood cultures taken, ECG taken

		I12164		5/18/25		5/18/25		patient was found on the floor stated he had wanted to go the toilet by himself so had lowered himself from bed to floor as his bedside was down but unable to move further				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Caporn,  Alice		Incident being managed locally		No Harm						observations and blood glucose taken and recorded, ecg taken, on call doctors made aware, bloods and VBG taken

		I12165		5/18/25		5/18/25		Pt reported he had CPE done at Wythenshawe hospital few years ago(3/4 years ago)and came out Positive. He has several admission Here at the Christies but Nothing has ALERTS, But tested on the 6/05/2025 Came out Negative. This patient came for AACU yesterday.
Informed the Duty manager, Still need isolation ,Currently treating him in the bay due to No side room available .All the patients in the bay has been Re-swabbed.				The Christie NHS Foundation Trust / Corporate / Quality and Standards / Infection Prevention and Control Service				Corporate		Incident affecting Patient		No Harm		Infection control		Outbreak- Other		Outbreak - other		Concannon,  Catherine		Incident being managed locally		No Harm						Informed the Duty manager/and the bed manager
Need Infection control Informed tomorrow as its weekend(sunday)
Proper PPE
Re-swapped all the patient
Doctors aware.

		I12174		5/19/25		5/19/25		tsrt9
Moving and handling task was completed but the questionnaire was not saved				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		8E Other		Donnelly,  James		Incident being managed locally		No Harm						Made a fresh questionnaire for moving and handling to save in the future

		I12175		5/19/25		5/19/25		Chest drain inserted 15.5.2025 in USS.
Visited ward to review chest drain at 4pm 
800mls on insertion,370 mls at 11 am next day  then drainage appeared to stop.
Only 50 mls in the bag.
Drain flushed but no further fluid drained.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		McLeod,  Kirsty		Finally approved		No Harm		No harm		6/4/25		Xray requested at 4pm  and asked ward nurse to ensure xray reviewed and drain removed tonight.
There is a SN who can remove the drain on the ward independently. 
CXR from 15/5 at 18:45 reviewed and compared to previous

9pm- Doctor documented -No pleural effusion present on repeat CXR 
Plan:Drain can be removed.
3 am -CXR reviewed - doctor stated happy for drain to be removed.
Outreach and band 6 not happy for chest drain removal out of hours - outreach stated to wait until am in hours when more staff in hospital in case of pneumothorax - will handover to day staff.
Chest drain not removed until 10 am on 16.5.2025 despite drain causing patient lots of pain.
Discussion had with Sister on ward and explained the plan chest drain specialist nurse made but they said as outreach advised to wait until morning conflicting advice meant the nurse then felt uncomfortable to remove the drain.
Discussion had with outreach team on reflection they felt some gaps in their training with chest drains plus due to a difficult drain removal in the past and lack of access to resolve issue out of hours this further compounded their decision    to postpone  drain removal until day staff arrived. Further meeting is to be had with Matron and email sent via Greg Royal to initiate  these discussions to prevent similar issues going forward for out of hour chest drain care.

		I12202		5/19/25		5/19/25		On skin inspection i noticed a grade three pressure ulcer on the sacrum, it is already known to District nurses and has been datixd before along with medical illustrations. It has been cleaned and dressed.		Correct procedure and management followed.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Clarke,  Catherine		Finally approved		Low Harm		No harm		5/23/25		It was cleaned and dressed by a HCA on AACU, 
Medical illustrations have been informed to take a picture once she has been transferred to AAU,
TVN review 20/05/2025
Patient seen on Ward 11, accompanied by RN . 

Consent gained from patient for consultation. Patient lying on bed during consultation, on Dynaform Mercury Advance mattress, no pump in situ. 

Per patient, has had this wound for 'a while', unsure exactly how long. DNs were visiting at home for wound care. 

On examination: 

Persistent redness of skin to whole of natal cleft/inside of buttocks, which is mostly unbroken skin, assessed as mild MASD. At top of natal cleft, small wound approx 2 x 0.5cm, white slough covers wound bed, immediately surrounding skin has appearance of scar tissue from previously healed wound extending around 1-2cm, assessed as moderate MASD.

Plan: 

For medical illustration - RN  has kindly arranged already.

To continue to use Mediderma foam cleanser when washing and after any episode of incontinence. 

To continue to use Mediderma barrier ointment twice daily, and after cleaning skin following any incontinence episode.

		I12197		5/19/25		5/19/25		C1D1 for clinical trial patient enrolled on 24_CLPHA_278 phase 1 study. 
Contacted lab to check on the status of a coag for patient. The lab have advised the result has only been half done and it is too late to re-run it now. We have a PT result and an INR but no APTT. Patient will have to be rebled at end of infusion now.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Haematology				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Longland,  Jessica		Finally approved		No Harm		No harm		5/22/25		Informed team and explained to patient need for re-bleed

		I12198		5/19/25		5/19/25		letter raised in EPRO and issued into CWP - 202512124 DJB - incorrect patient. Please can this be removed asap				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Medical Oncology / Lung (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Clinical incident		Privacy and Dignity		Privacy and dignity		Morrissey,  Nicola		Incident being managed locally		No Harm						error identified by secretary and paperwork completed

		I12254		5/19/25		5/20/25		Patient Verapamil omitted on 19/5/25 (One dose). Reason for omission- drug not available. 
Patient is on Verapamil for supraventricular tachycardia- also listed as an indication on EPMA. 
On 20/05/25, since the morning the patient has been tachycardic of 184. Recent heart rate of 159 (Time 14:06).		Resident doctors involved informed of paramount importance of completing the medication history when clerking a patient to prevent delays in prescribing medication.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Pearson,  Angela		Finally approved		No Harm		No harm		6/2/25		Verapamil medication received on the ward and administered to the patient this morning. Documented on EPMA. 
ECG taken and patient connected to a cardiac monitor. 
Observations completed. 
Bloods collected including Trop. 
Medical team aware of sudden onset/ ongoing tachycardia. 
Reviewed by CCOT. 
Incident report completed.

		I12238		5/19/25		5/20/25		Patient arrived at StayCity and was told no booking was in the system. Patient Contacted the bookings/Scheduling Team in Proton Beam Therapy. Patient local and therefore did not qualify for Accommodation. Keyworker contacted- verbal discussion with services manager to authorise Accommodation due to exceptional circumstances- PBT Scheduling Team not informed therefore accommodation not booked.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / Bookings				Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Edwards,  Thomas		Finally approved		No Harm		No harm		5/29/25		Scheduling Superintendent contacted Keyworker- Keyworker confirmed Accommodation verbally authorised by services manager- Superintendent contacted StayCity via phone to ensure patient could be accepted as patient on site of accommodation. Accepted and booked. ARIA updated to reflect booking

		I12241		5/19/25		5/20/25		Patient was commenced on parenteral nutrition 14/05. As per refeeding syndrome guidelines, refeeding bloods should be monitored daily. Dietitian attended ward to review 19/05, bloods had not been completed since 16/05. Dietitian spoke with ward Doctor who requested bloods on CWP. Dietitian returned to review 20/05, no bloods had been completed again.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Pearson,  Angela		Incident being managed locally		No Harm						Dietitian spoke with SN who agreed to action bloods. PN held until monitoring complete.

		I12219		5/19/25		5/19/25		TSRT9.
#1 CBCT was completed. after completing CBCT, it was noticed that incorrect imaging pre-set was used (head and neck instead of fast head and neck). additional 0.7mGy delivered as a result of this. (patient also required an additional CBCT for clinical reason - imaging pre-set corrected for this)				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		10F Production of images demonstrating correct detail (including incorrect scanning protocol and production of reference images)		Dawidpaluch,  Caroline		Incident being managed locally		No Harm						band 7 informed. imaging pre-set corrected.

		I12220		5/19/25		5/19/25		Patient unable to access eproms responsive (online access form to contact hotline).				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Hotline Service				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Other		Mcgough,  Sophia		Incident being managed locally		No Harm						Informed Dr Nuamek (eproms lead) who has escalated the situation

		I12221		5/19/25		5/19/25		Patient was diagnosed with metastatic lung cancer in November 2024 at Salford Royal and was referred to both medical oncology and clinical oncology. She was seen by Dr Sheikh my clinical oncology colleague, on 26.11.24, who arrange for her to receive palliative radiotherapy to the right groin back in Dec 2024. For reasons that are currently unclear the referral to med on was not received and she was referred in May 2025 too unwell for treatment. 
14.05.25 Dr at SRFT contacted The Christie to advise that although patient had been reviewed by CO at The Christie, they hadn't been reviewed in MO.				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE)				Network Services		Incident affecting Patient		Harm		Clinical incident		Appointment		Delay/ failure		Kilday,  Susie		Learning response required		Moderate Harm		Moderate harm				Apologies given on behalf of the lung team and trust. CT update was done at Salford and appointment made at next available clinic with Dr C-S on 19.05.25..

		I12223		5/19/25		5/19/25		Patient reported knocked arm on side of bed - 
skin abrasions identified to both arms - Patient noted to have vulnerable paper thin skin		Skin cleaned and dressed, photographs taken, and risk assessment updated. Patient has since been discharged		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Skin condition		Skin tears		Dale,  Emma		Finally approved		No Harm		No harm		5/28/25		Wound cleaned / photographed and dressings applied 
skinn bundle updated 
educations provided to patient 
for TVN review  
Cquins to be updated

		I12224		5/19/25		5/19/25		Upon starting my shift I realised that a vancomycin infusion was running peripherally via a cannula and had been labelled as 1.5g in 50mls and running at 6.3mls/hr . This is inline with the prescription on metavision but too strong of a dose according to our policy on SOP.  The patients morning vanc level in the morning was 33,		Prescriber to read SOP document and nursing staff who administered to read SOP document 
Vancomycin  policy is currently in review, and we could add instructions on how to prevent the 24 hour dose being prescribed by mistake.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Dose or strength - wrong/unclear		Bostock,  Louise		Finally approved		No Harm		No harm		5/27/25		Vanc stopped, consultant informed, 
nurse in charge informed who asked me to datix the incident

		I12225		5/19/25		5/19/25		Queried premeds and ttos with Dr on unit as pt reported he takes daily dex and prn domperidone. Dr spoke with pt and wrote down notes for pt to take away - advised for premeds to be just 4mg and for pt to continue on prn domperidone as an anti-emetic but if not working then to take the ondansetron and prn metoclopramide instead. Premeds of 4mg dex and 8mg ondandsetron were given as pxd on iqemo as no change was noted by Dr on ortc.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Pabial,  Suneil		Incident being managed locally		No Harm						However, after pt had taken premeds I queried with Dr on ortc who advised ondansetron should not have been given so ECG should be done post tx to check for prolonged qt wave. This was explained to pt who understood and was happy with the plan. ECG was performed and reviewed - no action needed as satisfactory. Emailed team to inform to amend future scripts if necessary so administration of drugs is clear and documented. Pt left unit feeling well.

		I12437		5/19/25		5/27/25		Patient with +++sensory and learning difficulties had tunnelled CVL sited at an acute hospital, prior to PBT under GA.  Patient arrived on Day 1 of PBT - parents reported that the patient had been pulling at the CVL.  CVL appeared dislodged: line cuff visible on the outside of the patient's skin.  Line not usable.  Keyworker emailed referring team to update them.  Referring team replied on 19/05/25 to say CVL cuff had been visible the week before (on 15/05/25).  Delay to PBT and risk of +++bleed				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre				Network Services		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Pask,  Elizabeth		Incident being managed locally		Low Harm						Liaised with line placement team at our local acute hospital to expedite removal of the tunnelled CVL and placement of a safer alternative.  Discussed with parents, who felt comfortable to manage a Portacath and gripper.  Space awaited on the theatre list and then initial Portacath needed revision, so total delay to PBT treatment was 1 week.  This delay could have potentially been avoided if access was revised by the local team when they initially discovered the displaced CVL cuff.

		I12281		5/19/25		5/21/25		Pts dexamethasone prescription 'completed' ad therefore missed and not given on Monday.
Looks like the pharmacist altered the prescription on Friday 16/5/25?

Supportive care reviewed the pt on Tuesday morning, patient in significant pain, very distressed.		Reminded prescribers and pharmacists on protocol prescribing and refer back to prescriber functions. Both of these functions are covered in the training. A supplemental QRG on protocol prescribing is currently being drafted by the ePMA team.		The Christie NHS Foundation Trust / Network Services / Pharmacy				Network Services		Incident affecting Patient		Harm		Medication incident		Prescribing		Omitted medicine/ingredient		Williams,  Joanne		Finally approved		Moderate Harm		Low harm		5/28/25		Looked into why steriod was no longer on the active EPMA prescription.
Stat IV dose of dex prescribed and administered to pt, error explained to Dr, pt and his wife.
Datix to be done

Email sent to my EPMA colleagues:
This patient has missed steroid doses yesterday. To me it looks like the pharmacist has put an end date in and it hasn’t been re-prescribed by the doctor.
It was showing yesterday on the chart according to the SCT, presumably because it was stopped 24 hours ago. But the boxes wouldn’t have been there and today it’s dropped of the ‘active’ chart view.
I also don’t understand why it doesn’t have a red or orange line down the left if its been ‘stopped’ or ‘held’

Reply:
From what I can tell – the reason why it isn’t showing with a red/orange line is because it wasn’t stopped or held but that the course was completed. Completed therapies stay active on the chart for 24 hours before they drop off. I would say that what the Pharmacist would have been better doing was to edit therapy with the full reducing regime via the protocol option and referring to prescriber for the prescriber to then review and accept the edit – rather than changing the prescription to a course and leaving a comment – as a comment will only be seen while the prescription is active

		I12260		5/19/25		5/20/25		Identified frequency of SLT reviews whilst on treatment was not in line with national and local standards. Patient’s last SLT input was on 09/04/25 when stage of treatment was 11/33# and patient was on critical care. Patient was held on SLT outpatient tracking list and inpatient SLT referral was not completed. Request for review from additional members of SLT team was not requested. 
Continued below				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Speech Therapy				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Cardenjones,  Jeni		Learning response required		Moderate Harm						Unclear whether patient s/b SLT during H+N Ward round as there is no record of this on CWP and SLT has not been routinely attending W/Rs recently. Finished treatment 02/05/2025 and transferred to another hospital. No record of documentation of Christie SLT handover to SLT at other hospital on CWP. 

This was picked up on when there was unexpected absence by SLT member overseeing this patient after he had completed treatment. It was unclear from tracking list whether handover had taken place vs whether there was any outstanding action requiring.  Managing SLT on unplanned leave at time of identifying issue and so unable to clarify with them. Though please note managing SLT was present in work for duration of treatment and for a period of time post treatment. 

For reference: It is the responsibility of the inpatient SLT to see head and neck inpatients, but for the outpatient SLT to ensure ward are aware of patient for routine reviews. SLT pathway is that patients receive weekly SLT reviews to offer advice, manage risk etc. 

Actions taken:  
1.Delegated to SLT colleague who was WFH to contact other hospital SLT team to establish whether patient still an inpatient / seen by their service. Informed that patient is not an inpatient and not known to service. 
2. Delegated to OP SLT colleague to contact patient to establish whether transfer to local community SLT team clinically indicated 
3. Datix per direction from Division management, raising concerns about lack of SLT provision for patient.

		I12272		5/19/25		5/20/25		TSRT 9
A/P and Lat doses for taking a kV pair were accidentally reversed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Ground floor/reception				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		10F Production of images demonstrating correct detail (including incorrect scanning protocol and production of reference images)		Burgess,  Claire		Incident being managed locally		No Harm						Lateral image showed artifact however the image was still able to be used.

		I12307		5/19/25		5/21/25		MSSA in peripheral blood culture 19/5/25. Inpatient on ward 11 since  14/5/25. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		MSSA BSI		HOHA (healthcare onset – healthcare associated)		Caporn,  Alice		Incident referred to DPSIG		Low Harm		Low harm				Medical team aware. Reported to HCAI DCS. 72 hour review requested.

		I12312		5/20/25		5/21/25		Patient is a known AKI patient ?stage 2. Having persistent diarrhoea. Medics placed him on fluid resuscitation for the electrolytes he is losing and his AKI management but fluids was not given overnight as prescribed. I was asked the Lymphoma team consultant to put this incident on.				The Christie NHS Foundation Trust / Network Services / Palatine Ward				Network Services		Incident affecting Patient		No Harm		Clinical incident		AKI Management		Fluid balance monitoring		Brennan,  Naomi		Finally approved		No Harm		No harm		5/27/25		Patient fluids were given immediately, stock supply done on the fluids that was out of stock in the ward.

		I12273		5/20/25		5/20/25		patient came in for a scan and was protocoled to have 2 cups of water for the prep but I accidentally gave gastrograffin as the oral prep instead.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Iddles,  Sarah		Finally approved		No Harm		No harm		5/29/25		my colleauge called my attention to it immediately which i apologised to the patient.

		I12274		5/20/25		5/20/25		Unwitnessed fall as inpatient - Independently walked to bathroom and whilst in bathroom he stated he tripped on his jeans, fell and hit head on wall in bathroom.		Observations performed.
CQUINS re-done.
First aid performed.
CT head completed. 
NOK informed.
Reviewed by medics.
CWP care plans completed-falls.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Clarke,  Catherine		Finally approved		Moderate Harm		Low harm		5/23/25		Pressure applied with gauze to wound on head and wound to arm. Observations taken and neuro obs complete PEARL, no loss of conciousness. DRs informed and reviewed. Steri-strips applied to head wound and arm wound dressed.

		I12275		5/20/25		5/20/25		patient had a CT scan with IV Contrast. few m8inutes afterwards she started feeling Unwell.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		Low Harm		Low harm		5/23/25		got her to a comfortable location and observed her to know what symptoms she had. mentioned increased redness over face and palm with itchiness. also noted a hive on the left fore arm. 
gave one tablet of chlorphenamine and kept her under observation.

		I12263		5/20/25		5/20/25		Patient came back from toilet with 3 way tap disconnected and chemo dripping onto floor.		Patient vetted to hotline in case any skin reactions were to occur.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / ORTC Phlebotomy				Network Services		Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Ohara,  Natalie		Finally approved		No Harm		No harm		5/22/25		chemo stopped. Spillage kit obtained and policy followed. Hand washed thoroughly with warm water and soap, patient informed to call hotline if any issues with skin arise.

		I12266		5/20/25		5/20/25		patient came into recovery , checked pressure areas and wound site . noticed slight tear left groin and redness. Applied barrier spray no open wound , showed scrub nurse not seen or developed post op. No existing pressure areas.		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Kennedy,  Pamela		Finally approved		Low Harm		No harm		5/22/25		barrier spray applied settled.

		I12267		5/20/25		5/20/25		Delay in care. CTAP requested on 16/05/2025 however the CTAP scan has been delayed for a further day causing great distress to the patient on the ward. 
Patient anxious as her MDT is tomorrow at 11:30 and the CT scan was to be completed prior to the MDT for this to be discussed. 
CTAP now scheduled in for tomorrow 21/5/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Whelehan,  Sarah		Finally approved		No Harm		No harm		5/23/25		Reassurance provided. 
Escalated to the medical doctor caring for the patient whom rang the CT department. 
I also rang the department to make them aware the scan delay has caused the patient distress. Asked for a time for the scan tomorrow. 
Communicated back to the patient and made her aware she has been allocated a time slot for tomorrow.  Patient reassured and satisfied. 
Documented on CWP.

		I12268		5/20/25		5/20/25		fall witnessed: Patient walking around bay with walker, lost balance and fell backwards landing on bum, did not hit head. buzzer pulled. patient was able to stand on her own and assisted to chair.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Caporn,  Alice		Finally approved		No Harm		No harm		5/27/25		alertive to dr for  a/w medical review
observation stable 
patient reported no pain

		I12269		5/20/25		5/20/25		Phone call received from a patient who had been discharged a couple of hours prior, to her home. She was calling for assistance, as her syringe driver had finished, it was alarming and she could not get in contact with her District Nurse team (you could clearly hear the driver throughout the phone call, alarming)
She informed us that it had not been replenished before she was discharged, which is normal protocol.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Langstaff,  Alexandra		Incident being managed locally		No Harm						Reassurance and apologies given to her. Explained this should have been changed before she was discharged. 
Patients phone number taken down and explained we would call the District Nurses and then call her back. 
I managed to contact the out of hours, point of care service. I explained the situation and asked for a visit. This was accepted and put through as an urgent job. 
I called the patient back and informed her, she was grateful. 
Noted patients TTO's were due to be taken out to her via our ambulance service. I have clarified they have been collected and on the way to her, as will be needed to replenish the syringe driver. 
I have informed the nurse in charge on her discharging ward.

		I12294		5/20/25		5/21/25		Incorrect patients B -galactomannan result entered.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Incorrect lab results available to clinical area		Edgington,  James		Incident being managed locally		No Harm						result removed. Contacted clinican who had acknowledged

		I12289		5/20/25		5/21/25		Reported to me by one of the nurses from CRF this am. patient attended for C18 D1 treatment on CRF. As per the nurse Dexamethasone 8 mg is prescribed as oral form to be given as pre medication, but accidently given as intravenously.				The Christie NHS Foundation Trust / Research and Innovation / Clinical Research Facility (CRF)				Research and Innovation		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Route - wrong		Donovan,  Helen		Finally approved		No Harm		No harm		5/30/25		As far as I know, the mistake was noticed only after the treatment completed, however the patient went home. I have called the patient this am and she said she is absolutely fine, informed the trial doctors ,

		I12381		5/20/25		5/23/25		Patient attended for their MRI scan with aneurysm clips in Brain. Referring clinician did not indicate these on the request and the patient did not inform the department until they had already attended.		MR Lead and Governance Lead in radiology to do a small presentation at both the Med Onc and Clin Onc governance meeting to capture as many referrers as possible, highlighting the importance of informing the MR department of any metallic implants.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology (MRI)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		MR Safety Incident		Patient Implant		Patient Implant		Harrop,  Dawn		Finally approved		No Harm		No harm		5/27/25		Obtained as much information from the patient regarding their aneurysm clips. Contacted the implanting centre who had no information regarding the clips. Contacted Newcastle Hospital where they have regular MRI scans. They also had no information regarding the clips but do scan the patient regularly. Contacted our physicists to do a risk assessment n this patient regarding their aneurysm clips.

		I12236		5/20/25		5/20/25		CWP message sent on wrong patient details, requires redaction please.		as above		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Dietetics and Nutrition				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure outside of immediate team		Gillespie,  Loraine		Finally approved		No Harm		No harm		6/4/25		Datix completed and tech bar request to redact

		I12242		5/20/25		5/20/25		One unit of red cells and three units of platelets have been wasted unnecessarily by the laboratory. All units were due to expire at midnight on the 20/05/25. 
The BMS on the night shift understood this as midnight on the 19/05/25 and therefore wasted all units that were issued to patients 24 hrs early. It was their first night shift.				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Christie Pathology Partnership		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Wasted by laboratory		Stansfield,  Emma		Incident being managed locally		No Harm						Blood was re-cross-matched and platelets re-issued. No delay to patient treatment identified.

		I12244		5/20/25		5/20/25		Patient attends as OP. Complaining of discomfort in sacral area. On examination area at coccyx was red with very slight superficial breakdown at centre.
TVN contacted-advice was medical illustration,  foam dressing; referral to community DNs;  and datix incident completion.				The Christie NHS Foundation Trust / Network Services / Oak Road Reception		The Christie NHS Foundation Trust / Clinical Oncology / Urology (Clinical Oncology)		Network Services		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Doherty,  Nicola		Incident being managed locally		Low Harm						Explained what I needed to do with patient. He consented to medical illustration taking a photo of the pressure sore. Kliniderm foam dressing applied. Spare dressings given to patient. Patient is cachexic- seen by community dietician recently -and reinforced about eating calorie dense foods. Regular relief of pressure areas also.

		I12253		5/20/25		5/20/25		Email sent to clinical research associate and colleague regarding a patient on trial, who had recently passed away - details in the email contained patient trial number and patient initials. CRA is currently on site with access to patient records, but I mistakenly included initials in the email. Trial: 24_DOG05_309				The Christie NHS Foundation Trust / Research and Innovation / Patient Recruitment				Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Breach of confidentiality		Garcialopez,  Tamara		Incident being managed locally		No Harm						CRA replied instantly to confirm that they should not receive the email containing initials (patient identifiable information) and that they have triple deleted info (from inbox, deleted folder and deleted from email chain). Myself and colleague also deleted all copies of email / email chain / deleted folder and replied to confirm we had done so. The CRA will raise as a minor issue within their team as a privacy incident.

		I12565		5/20/25		5/30/25		INCIDENT REPORTED BY TCPC: "Patients bloods taken @ 10:55am prior to oxali.
U&Es results reported on, however FBC still not reported back on within the appropriate timeframe, therefore pathology contacted.
Pathology had failed to tell DCU that two of the samples were labelled incorrectly and they were unable to process them (this was the first day of using the new electronic blood system).
Therefore samples left in pathology and not analysed.
As a result of this, the FBC had to be repeated				The Christie NHS Foundation Trust / Christie Pathology Partnership				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Edgington,  James		Incident being managed locally		No Harm						"Duty of candour adhered to, incident explained to the patient.
Patient very unhappy with the delay.
HTU kindly facilitated the treatment due to it running out of hours (as was a 4 hr treatment)
FBC repeated prior to transfer."

		I12510		5/21/25		5/28/25		Delay in ABX administration for high risk sepsis patient. Breach 34 minutes. Reasons for delay not documented				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Network Services		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Other		Donoghue,  Michelle		Incident being managed locally		Low Harm						ACP review and ABX administered under PGD

		I12343		5/21/25		5/22/25		tsrt9
Image associated to incorrect DRR due to non-inactivation of previous DRR on iView, missed reimaged prep for medial phase 2 - Used Lt Lat Breast Ph1
Recorded as for Offline Review - error detected by B7 within 24hrs				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Dawidpaluch,  Caroline		Incident being managed locally		No Harm						B7 loaded in QA mode, imaged prepped to move image to correct treatment site and field re exported to mosaiq and cross checked LD - Suitable to treat on.

		I12378		5/21/25		5/23/25		Patient cancelled on day 1 (19/05/25) of PBT treatment due to CVC (double lumen hickman) line. CVC removed by RMCH and line replaced with PORT under GA by RMCH on 20/05/25. 
Patient attended to start PBT under GA on 21/05/25, PORT not working, discussed with RMCH line specialist team and PORT not to be used. PORT requires to be revised. 
Patient attending RMCH for PORT revision under GA 23/05/25.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Day unit				Network Services		Incident affecting Patient		Harm		Clinical incident		Return to theatre		Return to theatre		Pask,  Elizabeth		Incident being managed locally		Low Harm						Patient attended to start PBT on 19/05/25, CVC line cuff noted to exposed at exit site. PBT treatment cancelled and patient sent to RMCH for a review. Seen at RMCH and CVC removed by RMCH line specialist. 

Local team - Stoke - reported CVC cuff to be visible at the exit site on 15/05/25 but no further action was taken as CVC line was bleeding back and flushing.

Patient attended RMCH for PORT insertion on 20/05/25. PORT inserted under GA on 20/05/25 at RMCH. 

Patient attended PBT on 21/05/25 to start treatment under GA. GA induction given and PORT accessed with gripper needle, PORT intermittently bleeding and stiff to flush.  Images from PORT insertion on 20/02/25 discussed with RMCH line specialist team, noted internal line of PORT appears to be kinked. PBT cancelled and PORT not to be used, PORT requires revision. 

Patient to have PORT revision under GA today (23/05/25). Extra surgery required and PBT treatment delayed by 1 week. Patient is to start day 1 of PBT under GA on 26/05/25.

		I12391		5/21/25		5/23/25		An error occurred in which I mistakenly sent a Histopathology report to the sponsor with insufficient redaction of personal patient details. Upon realising the issue, the sponsor promptly deleted the email along with all attachments and confirmed that no further action was taken. The report was then resent with all patient details properly anonymised in accordance with data protection guidelines.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams		The Christie NHS Foundation Trust / Research Delivery Team / Cell Therapy Research Team		Research and Innovation		Incident affecting Patient		No Harm		Non-clinical incident		Confidentiality		Failure to redact		Longland,  Jessica		Finally approved		No Harm		No harm		6/2/25		The sponsor promptly deleted the email along with all attachments and confirmed that no further action was taken. The report was then resent with all patient details properly anonymised in accordance with data protection guidelines.

		I12421		5/21/25		5/26/25		TSRT9

Abdo compression belt not inflated - noticed by treating rads partway through image acquisition.

Scan manually interrupted.

Additional dose to pt = 2.9mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 6				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13R Use of immobilisation devices (including gating equipement)		Kelly,  James		Incident being managed locally		No Harm						Scan terminated.

B7 informed.

Belt inflated + rescan acquired. Pt treated correctly.

		I12292		5/21/25		5/21/25		Patient attended IPU for CT guided pelvic biopsy. patient experiencing ongoing problems with sciatic pain and in significant pain or arrival to unit today. had taken prescribed analgesia from GP with no effect. med onc on call contacted to request review however patient not allocated to any consultant or team at time of admission. med onc therefore not able to review and no medical support available for patient on a nurse led unit.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Medical Oncology / Lymphoma (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Reid,  Claire		Incident being managed locally		No Harm						Critical Care Outreach Team Lead  kindly attended to review and prescribe analgesia however patient had already been collected and sent to CT. reviewed by CCOT and haematology team on IPU after biopsy and analgesia prescribed and administered.

		I12288		5/21/25		5/21/25		Samples for CTX testing not seperated and frozen within the time period required. Thus, unable to send away for testing. Repeat smaple will be needed.		Incident discussed with staff members.		The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Biochemistry				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Finally approved		No Harm		No harm		5/22/25		Notified clinicians and requested repeat sample.  5 patients affected. Details in email sent to clinicians.

		I12305		5/21/25		5/21/25		Patient for a suprapubic catheter insertion 21.05.25 on PM list. Cancelled as patient was not fasted for procedure. Previous procedure performed with sedation.

Blue proforma prep sent 20.05.25 and signed by ward staff on collection. 
Collection note scanned in on CRIS.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Caporn,  Alice		Finally approved		No Harm		No harm		6/4/25		Re-booked patient 29.05.25

		I12302		5/21/25		5/21/25		tsrt9
2DKV acquisition error interlock when taking initial 2D on inf iso.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/30/25		Escalated to MCR and superintendent radiographer
2nd attempt at image acquisition successful  

*no additional dose to the patient*

		I12300		5/21/25		5/21/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Pt was imaged #21 as protocol. XVI software crashed before CMA had been applied.		XVI software closed down after sending moves to mosaiq. 
Took windows event log for applications, restarted PC, completed fine. PC took a while to reboot. Unsure when last reboot was.
Following reboot all worked OK. Patient needed additional image.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/26/25		tsrt9/TS/13cc/Level 3/SB3i/MD13cc/CF3a
Engineers and B7 informed. XVI connection was established but due to the elapsed time/ and pt had moved, the pt was re-imaged so an additional imaging dose of 10mGY was delivered. CMA moves applied and trt delivery completed.

		I12311		5/21/25		5/21/25		patient stepped down from CCU this afternoon as bed not available until after lunch.
handed over plan to nurse that patient needed catheter to be removed then home later.
nurse asked why catheter hadn't been removed this morning and discharged from CCU and nurse stated no toilet available on CCU.
catheter removed late and patient still waiting for medications from pharmacy at 6pm due to late transfer/discharge. family with patient to take home				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Discharge		Inappropriate		Dale,  Emma		Incident being managed locally		No Harm						catheter removed as soon as transferred to ward
surgeon aware
informed bed manager 
datix completed

		I12324		5/21/25		5/22/25		Discovered unidentified liquid medication of 5ml in a 20 mls syringe on Patient's table. Patient's partner complained that the medication was brought in by the night staff but was not taken by the patient. Medication believed to be Morphine, though there was no record of it on control drug book/EPMA.		Spoke to nurse who administered the last documented Oramorph who remembers clearly that it was given in a 5ml syringe and they witnessed the patient taking it.
Spoke to the nurse on the previous night who recollects that no CDs were administered.
Unable to account what liquid was in the syringe.
The pain care plan and summary do not mention the patient being in pain and requiring analgesia.		The Christie NHS Foundation Trust / Network Services / Withington Ward				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Martinspitacas,  Irina		Finally approved		No Harm		No harm		6/3/25		Escalated to the NIC and CPF,

		I12317		5/21/25		5/22/25		mistakenly given patient 225mg of pregabalin, should have been 125mg. Two 100mg capsules given instead of one.		Discussed with member of staff who will complete reflection 
added to monthly learning for whole team		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Dose or strength - wrong/unclear		Caporn,  Alice		Finally approved		No Harm		No harm		5/28/25		- Patient informed
- Doctor informed
- Closely monitored overnight for drowsiness as per medical advise. Nil overnight. 
- Will complete a medication error reflection

		I12318		5/21/25		5/22/25		Patient attended for a rescan of brachytherapy mould. Thin wire should be fixed to underside of mould to indicate treatment volume - this was forgotten. Patient required a further rescan as treatment volume cannot be identified without wire present.
This was the second CT planning scan that the patient underwent resulting in a reportable incident.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy and Molecular Therapy Unit (BMRU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Radiotherapy incident		BT - Brachytherapy		10C Localisation of intended volume (including insufficient scan length, incorrect scanning protocol, incorrect laterality)		Lane,  Laura		Incident referred to DPSIG		No Harm		No harm				Patient called to return for rescan, reported to MPE and patients consultant.

		I12327		5/21/25		5/22/25		Patient has started urgent radiotherapy on 16-5-25
which is for 10 days

Chemotherapy was supposed to be deferred during this period but went ahead on 21-5-25				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust / Clinical Oncology / Sarcoma (Clinical Oncology)		Network Services		Incident affecting Patient		Harm		Clinical incident		Exposure to harmful agent		Radiation		Reid,  Claire		Incident being managed locally		Low Harm						XRT paused 
informed patient of the situation and offered apology and face to face appointment

		I12330		5/21/25		5/22/25		tsrt9
No vag bag check document was added to the patient's mosaiq for staff to record weekly checking on.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield CT Scanner				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		9D Checking/fitting of immobilisation devices		Dawidpaluch,  Caroline		Incident being managed locally		No Harm						Vag bag check document added to mosaiq.

		I12349		5/21/25		5/22/25		Patient went for a CX drain, was handed over by HCA last drain was at 1200 and next drain is due to 13:55 this was also shown on the blue performer sheet too. Drain was done around 1400, patient did mention he was told it should be clamped for 4 hours post drain insertion. i said that i was handed over to drain at 1400 and it is clearly written on procedure form too.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Doherty,  Nicola		Incident being managed locally		No Harm						patient wanted to double check that drain should have been clamped, i rang the team/alerted specialist nurse. was informed that patient was right. 
was immediately reviewed by specialist chest drain nurse she then inserted 250000 units of streptokinase. 
I apologised to the patient for the miscommunication and error made, patient was very understanding of this. follow up made by CX drain specialist nurse

		I12352		5/21/25		5/22/25		Patient complaining of dizziness in pat seed department. CT contacted IPU for a nurse to review patient, IPU co-ordinator asked if a radiology nurse could review patient. I attended with Nurse Ben to see patient in CT. Observations taken and patient hypertensive. 205/107, I alerted med onc on call  at 13.34 to review patient in CT. Med onc stated that they could not see patient anytime soon as they had several things to do first. Ben requested for outreach to review in the meantime.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		McLeod,  Kirsty		Finally approved		No Harm		No harm		5/29/25		Outreach seen patient while awaiting med onc on call to review. Outreach reviewed patient and updated in the alertive that the patient had a left sided facial droop and different sized pupils, med onc stated that they were on there way to attend to see patient at at 17.03 after this message was sent  Bed managers were contacted for emergency admission and they stated that patient would need review first.

		I12353		5/22/25		5/22/25		" set of blood reuslts avilable on patient 5 hours apart. Second set of results have very different fbc and deranged LFT. Checked both samples, both hand labelled with this patients details (name, dob, Hospital no). contacted med onc oncall - rang patient and comfirmed patient only had one set of bloods early in the day. Do not know who the deranged bloods belong to.				The Christie NHS Foundation Trust / Network Services / Outpatients phlebotomy room (dept 35)				Network Services		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Labelling		Shepherd,  Sophie		Incident being managed locally		No Harm						checked sample, 
informed haematology, 
contacted med onc on call.

		I12354		5/22/25		5/22/25		Procedure - Sacrectomy
Patient was ready for proning - using the correct moving and handling equipment. Incorrect repositioning of the patient resulted in loss of airway. Incorrect moving and handling of patient - lifting. Quickly rolled patient back to supine position - skin on patslide. Proned the patient back using the "Roll and Catch" method - repositioned memory foam pillow by lifting the patient and pulling the pillow underneath.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moving and Handling		Innapropriate patient handling- Other		Madden,  Sarah		Incident being managed locally		No Harm						Positioned patient back to supine to re-intubate the patient, Airway trolley brought in, Clinical support assisted. After re-intubation and allowing patient to stabilise. Surgeon decision not to use the glide sheet again.

		I12356		5/22/25		5/22/25		TSRT9 / Level 4 / 12F / MD 13M / SB 12F / CF 1A 1C 2C
Day 0 of CSI phase 2 for GA pt prior to pt coming in for treatment. Tx couch unable to achieve required tx position for T90 beam. 
On investigation, 'couch top change' task & check were done 16.05.25, but process missed at prep 21.05.25 to make new PTP scan record 'current', so incorrect PTP record was being used for the day 0.
Due to miscommunication, pt  induced for GA before day 0 completed so waited under GA ~15mins				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		Near Miss		Radiotherapy incident		PR - Proton Radiotherapy		12F Accuracy of data entry (including field sequencing and image scheduling and any required amendments)		Donnelly,  James		Incident being managed locally		No Harm						GA team made aware of issue & to hold pt in induction room. Calc done for new couch top by 2 rads and day zero completed - pt treated correctly. Tasks in for post-tx check to complete document approval as required for future #s.

		I12359		5/22/25		5/22/25		Cat 1 to coccyx present on admission to unit				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 1		Scott,  Sabrina		Finally approved		Low Harm		No harm		5/23/25		Protective dressing applied to area
Mattress pump applied
Patient educated RE regular repositioning 
IRF completed 
Will hand over to next shift re medical illustration request when within hours

		I12362		5/22/25		5/22/25		patient received bad news, was told she has a few weeks left to live. news was given when she was alone. no family or nursing staff informed.  Aand form put in place and nursing staff not made aware.				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Medical Oncology / HPB/NET (Medical Oncology)		Network Services		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Communication failure within a team		Kilday,  Susie		Incident being managed locally		No Harm						apologised to patient and her husband who was present at the time. lots of TLC given.

		I12363		5/22/25		5/22/25		C2 Pressure ulcer noted on admission to unit.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Scott,  Sabrina		Finally approved		No Harm		No harm		5/23/25		Full skin inspection and documented on Sskin bundle and Purpose T. 
Barrier cream and dressing applied. 
Educated patient importance to relieve pressure when possible. 
Aw Medical illustration- handed this over to RN for tomorrow. 
TVN referral completed.

		I12366		5/22/25		5/23/25		Patient missed 2 doses of anti-epileptic medication with night staff and day staff.  was none in emergency drug cupboard.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy				Network Services		Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Lowe,  Melanie		Finally approved		No Harm		No harm		6/4/25		Night staff checked emergency drug cupboard and alerted duty manger , day staff ordered in from pharmacy first thing in the morning and was given around 11;00

		I12334		5/22/25		5/22/25		Nurse in charge received call from Reception saying patient was expecting tx today but no appointment for them on iqemo.		Scripts at the moment with the system we are using can drop off from being scheduled to unscheduled, not sure if this was the case in this incident. Until this is fixed in the interim we are managing the scripts which have not been scheduled on a daily basis.  Along with the cycle 1's that have not been actioned/ been given a date yet can be a bit challenging, we are currently in the process of mapping this out along  with a SOP to follow for all members of staff		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		IT issues		Other		Neille,  Maxine		Finally approved		No Harm		No harm		6/3/25		Nurse in charge checked iqemo, patient on side of diary (did have note attached but this was just to say that the tx was an on hold tx). NIC checked bloods, they were in protocol so took tx off hold. Got ETA of 14.30. Rang patient and apologised for delay, explained what had happened, offered choice of waiting for tx or returning tomorrow, pt opted to wait for tx today.

		I12341		5/22/25		5/22/25		TSRT9 13CC SB3i 13CC CF3a

Machine fault stopped the gantry partway through XVI, unable to restart.
88/108 frames acquired. 
Approx additional imaging dose 1.4mGy.
Repeat XVI required.		Copied the logs to W:\RTSG XVI Logs\S5\2025-05-22 scan dropout
Removed patient from the bed and performed a test scan. Scan completed with no issues.

Patient returned to the bed and re-scanned without further issues.		The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Finally approved		No Harm		No harm		5/23/25		Pt off bed for test scan to be performed by engineers.

		I12342		5/22/25		5/22/25		TSRT 9 
single # 
treatment radiographers switched on without a reverse calculation being present in treatment plan PDF therefore only checked MU at point of switch on using IMSURE calculation.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13A Availability/timeliness of all required documentation		Durrant,  Amelia		Finally approved		No Harm		No harm		6/2/25		team only realised after treatment delivered 
calculation had been done but not added into the PDF 
calculation added to PDF and checked retrospectively 
reported and discussed with band 7

		I12320		5/22/25		5/22/25		tsrt9
End of treatment summary not completed within 3 working days, staff member completing task scheduled to work for the rest of the week to complete task. Non-conformance				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		16B Recording of treatment summary informationin notes		Donnelly,  James		Incident being managed locally		No Harm						Datix submitted and band 7 made aware. task to be re-started by another staff member

		I12325		5/22/25		5/22/25		Patient presented to dept 11 for CT Thorax Abdomen
Patient was prepped and cannulated after 2 attempts with a 24G cannula
After injection of contrast, monitoring scan was observed and no contrast seen in the vessels
The patient was assessed and the area around the cannula appeared stiff				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Burgess,  Amy		Finally approved		Moderate Harm		No harm		6/2/25		The cannula was aspirated 
Area was marked
A cold pack was placed on the patients arm and patient was asked to elevate arm
The situation was explained to the patient
An extravasation leaflet was given to her as well
Patient was then re-cannulated and scanned
Medical illustration was called and image of affected arm taken

		I12322		5/22/25		5/22/25		Multiple Patients have been non-compliant with ward policy on CPE swabbing over a 12 week period. The aim is to obtain a swab within 24 hours of admission, these then take an average of 48-72 hours to be reported on CWP. Any patient who has not had a swab ordered within 24 hours, obtained within 48 hours or without a resulted reported after 72 hours is therefore classes as non-compliant.				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Delay in sampling		Anderson,  Rebecca		Finally approved		No Harm		No harm		5/27/25		CPE compliance data is collected every Wednesday and reported to ward manager and quality manager, ongoing support and education of staff, Band 4 admission & discharge NA checks compliance when on shift. Non-compliant patient currently an in-patient details added to DATIX, others added as attachment due to volume, no harm has occurred in any instance.

		I12314		5/22/25		5/22/25		Crash Team by security for urgent clinical assistance in Oak Road Reception 
Inpatient from Ward 11 on floor - acutely agitated/combative 
Patient possessions suggestive of illicit drug use				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Collapse/faint/fit		Collapse		Caporn,  Alice		Finally approved		No Harm		No harm		5/27/25		Clinical management per CWP documentation 
Returned to ward

		I12315		5/22/25		5/22/25		Patient rang call bell to inform staff member he cannot get up off the floor. Had fell (unwitnessed) and hit the back of his head- there is a cut and some swelling. This took place in en suite to the bay.
Patient states he feels he may have 'lost his footing' or 'turned around too fast' 
Fell on his bottom and hit back of head on Door.		Correct actions have been taken including obtaining observations, blood sugar and neuro observations. 
Medics have been informed following the incident in timely manner. 
Moving and Handling risk assessment have been completed.
Encouraged patient to use buzzer for assistance.
Incident has been clearly documented including time in nursing notes. 
Patient known to physio.
Updated huddle and handover regarding fall		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Finally approved		Low Harm		Low harm		6/2/25		Obs taken and repeated half hourly for first few hours, Neuro obs also started and taken with same frequency. Assisted from his knees to chair A02. Wheeled back to bed and Dr informed. Pain relief offered but declined. 
Medical illustration of head wound Outstanding as this incident has happened overnight, NOK also not informed as patient deemed to be low risk by on call and SpR therefore not for scan as not critical- can also be handed over to day staff in order to prevent distress to family overnight if patient stable. Risk Assessment complete post fall [/ ]

		I12316		5/22/25		5/22/25		Patient from W11- Troy Egan went off site as he frequently does. He's a known drug user and also displays other anti-social behaviours. He came back in at the Oak Road entrance, he was disorientated, screaming and howling and fell to the floor. The security supervisor on shit put out a crash call. Crash team arrived. We found a crack-pipe on the floor next to where he had fallen. It took approximately 20 minutes for him stop & calm down from fitting-out and lashing out.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Security incident		Patient absconded/ missing		Patient absconded/ missing		Caporn,  Alice		Incident being managed locally		Low Harm						Crash call made- Stopping Troy from hurting himself or staff. Incident recorded on CCTV. Eventually transporting patient back to the ward once he'd calmed down. Incident report filled. E-mail sent to management and safeguarding regarding safety concerns for other patients and staff. This is not the first issue we've had with this patient and visitors who are also heavy drug users.

		I12388		5/22/25		5/23/25		TSRT9/TS/13cc/Level 3/SB3i/MS13cc/CF3a
XVI fault after164 frames acquired
Additional dose to patient approximately 1.4mGy
Non-reportable		Scan dropout. Logs showed touchguards as cause. Rads checked clearances & completed set-up again due to patient struggling. Scan completed successfully.

Suspect sensitive touchguard.		The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Oldham / Oldham 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TS - Technical services		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Stewart,  George		Finally approved		No Harm		No harm		5/26/25		TSRT9/TS/13cc/Level 3/SB3i/MS13cc/CF3a
-B7 informed
-Engineers called
-Engineers investigated
-Repeat acquisition successful

		I12379		5/22/25		5/23/25		tsrt9
When doing a 2D image @T330 the image only produced 1 kV image instead of a pair.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		5/30/25		Contacted MCR to resolve the issue and advised to retake the image.

*additional dose to patient - dose equates to less than 1 2d kv pair*

		I12346		5/22/25		5/22/25		tsrt9
Noted during systematic after #3, that on #3 patient had a vest top/ bra on during treatment which was in beam path. Metal components not in beam path.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13JJ Other		Donnelly,  James		Incident being managed locally		No Harm						Escalated to superintendent radiographer

		I12347		5/22/25		5/22/25		Due C2D1 VAC bloods deranged which required dose reduction.		Staff apologised to the patient for the wait. Explained that there was a miscommunication between the prescribing system and baxters who manufacture the treatment.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay		Ohara,  Natalie		Finally approved		No Harm		No harm		6/3/25		Alertive message sent to team who looked into this. They decided to cross off Vincristine dose reduced Doxorubicin and leave Cyclophosphamide at current dose. Asked pharmacy to screen script which was done, ETA for treatment at 16:30 
Baxters alerted me that the Doxorubicin has been made but the Cyclophosphamide was missed. They had to manually put it back on. 
Treatment time was delayed.

		I12372		5/22/25		5/23/25		Incident highlighted by doctors in handover morning 23/05.
Patient X had come from a transferring hospital straight to IPU at the Christie around midday according to CWP.
Patient admitted to palatine ward at 19.00 and not clerked until midnight.
This led to chemotherapy being given around 12.15 am 23/05.
Patient on meropenem and vancomycin from transferring hospital ? therefore potentially meaning 2 doses of meropenem and one dose of vancomycin missed.		27/05 - NB spoke to IB and has asked for statement from her regarding her management of beds, IB was nurse in charge for the shift but delegated bed management to the NA, which was not the process to follow, IB also stated communication breakdown regarding beds on this day.  NB has spoken to admissions process and the importance of escalating any issues with IB, incident to be added to IBs management plan. 
Correct process followed when patient admitted to ward i.e. - escalation to haem registrar who clerked patient, no delay to transplant, although not a good patient experience. Learning and reflection required from Nurse in charge.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Clinical incident		Bed management		Innapropriate transfer		Brennan,  Naomi		Finally approved		No Harm		No harm		5/27/25		Escalated to matron.
Spoke to NIC the day of 22/5. She stated she alerted the on call dr when patient arrived on the ward for him to be clerked. Questioned why this was not done in the day on ambulatory or Withington ward. NIC stated she was unaware of the patients where abouts for the whole day. She stated TNA 'dealt' with the patients transfer and admission and she was unaware of the process of which the patient was transferred/admitted. TNA not asked as not on this shift when writing incident.
Haem registrars have asked for a clear diagram/flowchart to help determine the process of TCIs and admissions.

		I12376		5/22/25		5/23/25		tsrt9
When taking CBCT had to interrupt due to patient moving during scan. An interlock then appeared and MCR was contacted. Following this we set the gantry position to where it was interrupted and when resuming the CBCT the scan continued into the wrong direction.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Immediately interrupted the scan to prevent any further imaging. Then started a new CBCT to complete a full CBCT scan.

		I12368		5/22/25		5/23/25		Patient used nursing bell due to pump beeping. When checking the pump, a large air bubble has been seen that has gone past the chamber.		Reviewed photos taken and still waiting for medical physics to send the review of the pump. Remind staff the correct way to prime the line for the BBraun infusion pumps   AH		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Equipment incident		Medical		Failure of device/equipment		Hamilton,  Ann-Marie		Finally approved		No Harm		No harm		6/2/25		Pump removed from room. 
Patient disconnected from line.
Informed nurse in charge + CPF team
Pictures taken 
Pump sent to medical physics

		I12394		5/22/25		5/23/25		TSRT9 13Z LEVEL4 MD13AA SB13I CF2A
Patient had not received any RT treatment (Rescan requested original day 1 (24/04) was re-scanned (25/04)

20/05 - #1replan 1 CBCT scan - Deviation rectal volume NFT and return 22/05 with Clinician input online
22/05 #1 Re-plan 1st attempt 1 CBCT scan - Patient rectal volume variable and SV not covered - off bed and empty
22/05 #1 Re-plan second attempt 1 CBCT scan - Patient rectal volume and bladder changes pushed to tolerance and therefore not for SABR re-plan for 20# 
3 CBCT images taken - clinical reasons not reportable SAUE 

Identified offline that image acquired had been associated to original plan (XVI beam added from original plan in treatment calendar + therefore XVI over-layed with original RTP - not replan RTP.)				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Gascoyne,  Niamh		Incident being managed locally		No Harm						XVI retrospectively moved on software to correct plan (replan) + re-reviewed offline. Bladder volume more comparable/setup improved.
Attempted to contact clinician as pt now for ?replan 20# due to multiple attempts at treatment deliver.
Discussed with treating team.
NB. No harm to patient as not treated however if OARs were acceptable would have proceeded to treat on incorrect RTP.
Investigated offline - if original plan beams were hidden in D&I it would not have been possible to add the incorrect imaging beam in treatment calendar.

		I12395		5/22/25		5/23/25		tsrt9
2d image acquisition interrupted				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						second attempt successful

		I12397		5/22/25		5/23/25		TSRT9 Level 3 13I
Partial cone beam acquired unexpected motion fault. <50% acquired.
Gantry 1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Booth,  Adam		Incident being managed locally		No Harm						Unable to resume CBCT, MCR contacted interlocks cleared. New CBCT acquired.

		I12398		5/22/25		5/23/25		TSRT9 Level 3 13I
Partial cone beam acquired unexpected motion fault. <50% acquired.
Gantry 1				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Booth,  Adam		Incident being managed locally		No Harm						Unable to resume CBCT, MCR contacted interlocks cleared. New CBCT acquired.

		I12530		5/22/25		5/29/25		tsrt9
When treating patient mid beam, many interlocks appeared and loss table comp. Interlock such as: unexpected motion, generator not connected and emergency stop pressed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Contacted MCR to resolve issues and be able to treat again

		I12558		5/22/25		5/30/25		INCIDENT REPORTED BY DKMS:QI reference: QIGBDKM101789616/04/251
Incident summary: Anti A and HPV 1 + 2 tests requested by TC were missed at clearance. The request for the tests was included in the body of the email in addition to it being in the WU request.
Corrective Action:  DKMS requested that the tests be completed with the samples already taken from donor. This was then completed and the results provided 3-4 days later (DFC provided on 16/04 and the test results were available on 22/04).				The Christie NHS Foundation Trust / Network Services / Haematology Day Unit / Day Unit (Haematology)				Network Services		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Wilson,  Sarah		Incident being managed locally		No Harm						QI reference: QIGBDKM101789616/04/252
Incident summary: Donor had selective low IGM, and repeat electrophoresis was needed for the donor to clear (in addition to other investigations unrelated). This information was not included on the NoC (provided by The Christie on the 16/04/25).

		I12571		5/22/25		5/30/25		Unit of platelets ordered and not used.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Brennan,  Naomi		Finally approved		No Harm		No harm		6/3/25		Wasted on TDBB and added to wastage sheets

		I12576		5/22/25		5/30/25		New referral was triaged and requested to be booked for the 28/05/25 by sec on 22/05. This was done via email and also via careflow. This was chased also on careflow on the 27/05/25
Nothing was booked and patient missed appt slot.

*Awaiting email reply 04/06/25*				The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Incident being managed locally		No Harm						Highlighted to Kayleigh Collier- Dean and Christina Hague
Next new patient slot booked for 11/06/2025 and a voicemail left for the patient. Email and letter sent to the patient with the appointment details.

		I12513		5/23/25		5/28/25		Pseudomonas aeruginosa in CVC blood culture 23/5/25. Inpatient on ward 11 since 1/5/25. HOHA.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		Pseudomonas BSI		HOHA (healthcare onset – healthcare associated)		Caporn,  Alice		Incident referred to DPSIG		Low Harm		Low harm				Reported to HCAI DCS, 72 hour review requested. Medical team aware.

		I12487		5/23/25		5/28/25		Incorrect D.O.B on sample. Sample does not meet transfusion labelling requirements.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ambulatory Care / Palatine Ambulatory Care- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Eboiyehi,  Oseyaede		Finally approved		No Harm		No harm		5/28/25		Sample rejected new sample requested via phone.

		I12505		5/23/25		5/28/25		TSRT9

XVI acquisition terminated due to collision of gantry touchguard with bed rail.

Additional dose to patient = 0.5mGy.

1st occurrence - not reportable.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13HH End of process checks (including checking of clearance for automated set-ups)		Gascoyne,  Niamh		Incident being managed locally		No Harm						B7 informed.

Bed rail moved in treatment room.

Repeat XVI acquired + pt treated.

Note added to plan to keep bed rails in for future #s + staff reminded to check clearance.

		I12400		5/23/25		5/23/25		Patient cut top of left hand on own braces on  getting dressed post radiotherapy treatment. Bleeding took a while to stop due to patient being on blood thinners and having poor skin integrity.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 2				Network Services		Incident affecting Patient		Harm		Clinical incident		Skin condition		Skin tears		Durrant,  Amelia		Finally approved		Low Harm		Low harm		6/2/25		Pressure applied to stop the bleeding and dressings applied. Patient assessed by radiotherapy review team. Patients relative informed ( due to patients difficulty in retaining information) Safety-netted with hotline. 

When patient attended for next scheduled appointment in radiotherapy, radiographer treating team checked if patient's hand was okay. patient had no concerns.

		I12401		5/23/25		5/23/25		patient cannula site appeared swollen.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre				Network Services		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Barlow,  Molly		Finally approved		Low Harm		No harm		6/3/25		Chemo stopped; extravasation policy followed as per policy for gemcitabine ( area marked, attempted to aspirate chemo from the tape, hydrocortisone caused applied with a heat pack placed on top) ; acp asked to review patient.  Analgesia offered and patient arms was elevated.  Senior nurse in-charge informed.  Patient to be contacted tomorrow for follow up review.  Patient asked to contacted the hotline if any worsening occurs overnight. Documentation maintained. Medical illustrations contacted to photograph extravasation.

		I12402		5/23/25		5/23/25		Patient complained of pain to cannula site when attaching last bag of carboplatin. 
Noticed swelling and redness to cannula site.		Incident report following carboplatin extravasation. Extravasation policy followed correctly. Hydrocortisone provided to patient as documented on CWP however not prescribed. Patient followed up the day after by nurse in charge.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Barlow,  Molly		Finally approved		No Harm		No harm		6/3/25		Treatment stopped immediately. 
Extravasation drawn around using pen. 
Photograph taken by patient for recording purposes. 
Cannula aspirated. 
Cannula removed and sterile gauze applied. 
Hydrocortisone applied to area. 
Heat pack given to elevated arm.

		I12403		5/23/25		5/23/25		TSRT 9 

1# DIBH VMAT Chestwall 
patient set up and XVI acquired. Moved applied using SGRT however when BH surface recapture assess did not appear to have captured correctly. Band 7 called. Whilst investigating patient completely moved and therefore reset up and re image required 
Additional XVI  at 1.7mgy delivered				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13G Patient positioning		Gascoyne,  Niamh		Incident being managed locally		No Harm						discussed with patient, patient struggling to maintain position
patient given break and reattempt 
patient unfortunately received another XVI image but did not maintain BH position at end of scan 
Opted not to treat and reattempt another day 
Therefore 2 x XVI 1.7mgy delivered with no treatment 

events documented in MOSAIQ 
explanation as to why treatment not delivered give 
clinician informed

		I12404		5/23/25		5/23/25		Patient admitted for chemotherapy 
Had pleural drain done last week at local hospital 
Overnight chest pain and Xray was done - No anno on system or handover from nurses in the morning .Noticed the chest Xray at lunch time and further discussion with Consultant and radiologist regarding Chest USS /Drainage . Couldnt get USS /Drainage do due to scheduling constraints on a Friday afternoon /Patient  started chemo in the afternoon/No coag		02/06 - Query if they was a delay in review by registrar due to poor nurse handover and lack of escalation. On-going work with handover process, audit undertaken by CPF team to review actions with quality matron.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA		The Christie NHS Foundation Trust / Medical Oncology		Network Services		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Finally approved		No Harm		No harm		6/3/25		updated patient about the plan for weekend
Addressed the fact to the Consultant that Young oncology patients are not routinely  reviewed on a Friday morning and hence the delay in organising procedures in the afternoons if needed.

		I12406		5/23/25		5/24/25		VBG Blood entered on wrong patient due to Intruption from the staff wanted to handover 2 patient, when i kindly requested to wait as i was attending a patient who admitted with Temperature.		Discussed with the nurse about the importance of scanning the correct patient details.
Discussed with the AACU team regarding handing over patient's when the NIC is already completing several other jobs.
Fedback to the team regarding errors when performing VBG's and how important it is to get the correct details.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Innaproriate use		Clarke,  Catherine		Finally approved		No Harm		No harm		6/4/25		Quickly rectified The wrong entry (VBG)(Entered wrong name of the patient),Informed the Nurse incharge straight away,
Called the lab Removed the Wrong Entry
Informed the Duty manager/Doctor

		I12408		5/23/25		5/24/25		Patient that was NBM due to aspiration risk, took a full meal off the dinner trolley whilst it was unattended after serving meals. Patient had received all relevant education regarding why this could put him at risk however insisted on eating.

 Bank holiday weekend so no dietician available however will leave a note to hand over on Tuesday.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Nutrition		Wrong route		Coote,  Hannah		Incident being managed locally		No Harm						Educated the patient and advised why this would be a risk.

		I12369		5/23/25		5/23/25		Local patient on plastic list , who is a colorectal nurse in hospital has refused to get changed into patient uniform policy for procedure in IPU due to knowing members of staff. Surgeon bought patient down when anaesthetic practitioner or nurse from IPU should be bringing patient down as per policy.  Patient has bought down her belonging to the department in the anaesthetic room. IPU did not hand over to anaesthetic practitioner, sign who checklist missed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care		The Christie NHS Foundation Trust / Surgery / Plastic Surgery		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Privacy and Dignity		Privacy and dignity		Bushell,  Lyn		Incident being managed locally		No Harm						description: Patient was not happy with name being called out in reception for admission. 
Handed it over to band 7 was informed to do incident form and informed patient to get changed in gown.

		I12371		5/23/25		5/23/25		Cannula was repeatedly tested with about 30mls of saline to check for any swelling or patient discomfort prior to giving the contrast injection. However, no swelling or patient discomfort noted. Unfortunately, when the injection starts, no contrast was visualized and the injection was stopped. Upon inspection of the area, local swelling was observed which suggests extravasation.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Burgess,  Amy		Finally approved		Low Harm		No harm		6/2/25		Injection and scan was stopped immediately. Patient received explanation on what has happened and apology rendered. The line was disconnected from the cannula and about 1ml of contrast was aspirated. Cannula was removed and area marked with. cold pack was applied and arm elevated. Consent was obtained and medical photograph taken. Patient was given instruction on management plans and extravasation leaflet given. Cannula was reinserted on another arm and scan completed.

		I12380		5/23/25		5/23/25		?C2 pressure ulcer to sacrum- kindly reviewed by Nurse in charge, skin bundle and purpose T. updated.		AAU ward manager aware of incident, reminder for staff to request medical illustration in these situations to be sent via email.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Clarke,  Catherine		Learning response required		Low Harm		No harm				Reviewed by nurse in charge, dressing in place for additional protection, skin bundle updated and Purpose T updated, pump on bed

		I12386		5/23/25		5/23/25		TSRT9 
Image acquisition error appeared when taking initial 2DKV and conformation 2DKV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		6/2/25		Both times we phoned MCR to clear interlock, informed a band 7 that we had to attempt another image and successfully took another image 

*logs confirm no additional dose to the patient*

		I12384		5/23/25		5/23/25		Member of colleague has failed to complete patient notes on a number of occasions. Discovered after patient care handed over following staff rotation.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Rehabilitation Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Pantelides,  Katharine		Incident being managed locally		No Harm						Contact made with staff member to highlight issue
Informed colleagues line manager
Completed Datix

		I12433		5/23/25		5/27/25		TSRT9 level 5 19a cf2a md12a sb19a

Ewing’s Sarcoma (Paediatric) clinical protocol (document number: PBT.CLP.22) has a review date of 31/03/2025.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/30/25		Escalated to superintendent radiographer. No further action required.

		I12422		5/24/25		5/26/25		missed MR evening pain relief. all other due meds given but MR doses missed due to it being too early at start of shift to administer and ended up being missed due to pressures of the ward and getting busy.		Medication error form to be completed 
ongoing 1:1 meetings with whole team in regards to prioritising tasks 
Reminding staff to over view given medications to avoid missing key medications		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Caporn,  Alice		Finally approved		No Harm		No harm		5/28/25		informed nurse in charge - went to patient and explained and apologised. patient explained it was fine and that he didn't feel any pain during night. offered prn pain relief which was declined.

		I12410		5/24/25		5/24/25		Extravasation to right hand cannula occurred after ~44mls of paclitaxol had been administered. the patient notified us that an area above the cannula site in her wrist was painful, tight, red and swollen. the area was about 10cm above the site of cannulation.		correct procedure followed for management of paclitaxel extravasation.
Patient safety netted to contact hotline if symptoms worsened .		The Christie NHS Foundation Trust / Network Services / Oak Road Reception				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Extravasation		Faulkner,  Daniel		Finally approved		No Harm		Low harm		5/30/25		The treatment was stopped immediately. extravasation kit obtained. 
we explained out actions to the patient as we went along. we followed step by step the extrav protocol 
We tried to aspirate the cannula but only got 0.5mls 
the area was marked with a marker. the patient took a photo on her phone of the area as it was a Weekend and no medical illustration available. 
cannula was removed and gauze applied. 
hylalurondase injected into the area, 0.2ml at atime and the area was massaged. 
heat pack applied for 20 mins and arm elevated. hydrocortisone applied to the area.
advice given for when she goes home regarding heating. 
Acp made aware and they were happy for us to insert new cannula into left arm and GA with treatment,

		I12411		5/24/25		5/24/25		Patient reacted POST ferric derisomaltose. SACT not started. Rigoring, patient felt freezing cold, but temp was normal before spiking.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Barlow,  Molly		Finally approved		No Harm		No harm		6/3/25		Obs taken and recorded. ANP informed. 250mls NaChl given. 10mgs chlorphenamine given, 200mgs hydrocortisone given, 100mls paracetamol IV given. BG checked - 9.5mmol

		I12412		5/24/25		5/24/25		Patient left the ward to go downstairs for a walk and was brought back up by security in a wheel chair. The fall was unwitnessed, the patient said he lost his footing and fell, hitting his head on the pavement. Patient was fully alert and orientated on return to the ward, no pain, a slight graze on the patients head. Neuro observations carried out post fall and dr informed and requested CT head.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Incident being managed locally		No Harm						Dr informed, neuro observations taken, CT head ordered

		I12414		5/24/25		5/24/25		Natal clef Grade 3 pressure sore x2 (Icm and 0.5cm approx). Friction type graze noted to buttocks. Dry skin noted to heels and elbows.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- present ON admission		Category 2		Scott,  Sabrina		Incident being managed locally		Low Harm						CWP updated. Photo needed. Dressing applied to natal cleft. TVN referral sent. Air pump to be connected to mattress. Barrier cream applied to heels and elbows.

Tissue Viability Nurse-review 27/05/2025

Reviewed the patient with the named nurse on Ward 15 to assess her skin damage on the sacral area.

On assessment, she has moisture damage, and one of the moisture damage areas is in the sacral bone, turned into a category 2 pressure ulcer with minimal slough. She is on the hybrid mattress with the pump on.

Management plan

Clean with normal saline

Apply Flaminal hydro

Apply Kliniderm foam adhesive 

Dress the wound every three to four days.

Photos taken today

Weekly photo 

Advised her to release pressure from the wound to heal.

2-hourly turn if possible.

		I12415		5/24/25		5/24/25		Came onto shift and two of my patients in handover were told to me that they had temperature spikes at the 1800 observations. Both had full set of bloods, VBG and blood cultures. But had no IV abx prescribed. Nurse looking after them for the day had messaged the doctor on alertive multiple times asking for IV abx to be prescribed. Once I was on shift it was a one hour breach.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 12				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		1 hour IV antibiotic breach		Delay in medical review for antibiotic cover		Spooner,  Jennie		Incident being managed locally		No Harm						I was added into the conversation on alertive and asked the doctor to prescribe these again. The doctor stated that their colleague was going to prescribe them. In this time I rang the NIC who is PGD trained and asked them if they could come and give me a hand in getting IV antiobotic cover for these patients. IV antibiotics were prescribed by the doctor by the time the NIC came to PGD. IV antibitocs were put up late but this was a one hour breach.

		I12416		5/24/25		5/25/25		Issues with stock over weekend / bank holiday. 
Patient specific medications have ran out meaning some medications have been missed including Propranolol. Some patients cupboards have limited medications, meaning medications had to be borrowed from other wards. Medications not stocked up prior to weekend. 
Treatment Room medications cupboards not stocked up missing medications including Lansoprazole, water for irrigation for NG tubes and IV paracetamol.				The Christie NHS Foundation Trust / Network Services / Pharmacy / Clinical Pharmacy				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Omitted medicine/ingredient (at least one dose missed)		Mchale-Hillary,  Phaedra		Incident being managed locally		No Harm						Duty manager informed. 
Medics informed. 
Datix completed.

		I12417		5/24/25		5/25/25		Patient given 2 x doses of dalteparin, 5,000 units when platelets were 26 that day. Noticed when giving morning medications on 25/5am. Platelets 25/5 27 and other bloods stable.				The Christie NHS Foundation Trust / Network Services / Palatine Ward				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Contra-indication in relation to drugs or conditions		Hamilton,  Ann-Marie		Incident being managed locally		No Harm		No harm				Escalated to ward doctor who said to continue to monitor and look out for signs of bleeding, no other action to be taken.

		I12418		5/24/25		5/25/25		A patient in an induced coma on ICU received a dose of oral magnesium whilst there was a cautionary drug guidance document present at the patient's bedside and verbal handover that magnesium supplementation was contraindicated in patients with myasthenia gravis.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Contra-indication in relation to drugs or conditions		Seth,  Rajan		Learning response required		No Harm						Concerns were expressed to the prescribing doctor that administration of magnesium intravenously was potentially dangerous, as per the cautionary drug guidance document from the myasthenia gravis foundation of America, but the consultant reviewing the patient regarded supplementation as absolutely necessary and prescribed oral magnesium.

		I12407		5/24/25		5/24/25		patient was due Gabapentin this morning, when i went to patient for medication rounds. patient stated that he had a spare gabapentin in his pocket and he was tired of waiting for his pain meds as he was in pain and asked night staff for it previously. I explained to patient that he should not have done this and asked why he had a gabapentin in his pocket, patient stated that he usually carries one in case he is out when he is due and he forgot it was there. patient apologised				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Self administration		Storage - wrong		Dale,  Emma		Incident being managed locally		No Harm						explained to patient the risk of taking unknown medications to us, informed nurse in charge, documented on EPMA and CWP, put datix in, checked observations to ensure patient was stable

		I12497		5/24/25		5/28/25		Hospital onset healthcare associated E coli BSI, attributed to CCU. Admitted 22.5.25, Sample date 24/5/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Anaesthetics and Critical Care / Oncology Critical Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Dimaline,  Helen		Finally approved		Low Harm		Low harm		5/30/25		72 hr review to take place

		I12499		5/24/25		5/28/25		Hospital onset healthcare associated E coli BSI infection. Admitted 14/5/25, sample taken 24/5/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		E-Coli BSI		HOHA (healthcare onset – healthcare associated)		Spooner,  Jennie		Incident referred to DPSIG		Low Harm		Low harm				72 hr review requested

		I12460		5/25/25		5/27/25		Both a nursing and medical issue from weekend shift.
Patient had a left sided chest drain inserted on 23.05.2025.
Initially 700mL drained,
Protocol of 2-hourly drainages was not followed due to intermittently low BP (sporadic drainage with very minimal output even 23rd), guidelines state BP above 90 systolic is acceptable for chest drainage. Low output from drain was not escalated by nursing staff or troubleshooting pathway eg flushing the drain not documented as attempted. 
Continued below				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Langstaff,  Alexandra		Incident being managed locally		No Harm						Chest X-ray was had at 48 hour point (8pm) but not reviewed on 25.05.25 or even 26.05.2025.
Drain could have been removed after Xray on 25.05.2025.
Drain was eventually reviewed by enhanced practitioner and ward medic on 27.05.25 who removed the drain.

Discussion held with ward sister on 27th May day shift around improving the handover of care for chest drains and involvement of nurse in charge when there are junior nursing staff who aren't confident with drain management. Needs further discussion.

		I12467		5/25/25		5/27/25		Nursing and Medical issue over weekend shift.
Patient had a right sided chest drain inserted on 25.05.2025. Patient then had chest Xray later that day which showed resolution of the effusion. 
Continued below...				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Langstaff,  Alexandra		Incident being managed locally		No Harm						Minimal output from the drain still on 26.05.2025. No documented troubleshooting eg flushing the drain or escalating to medical team.
Review occurred on afternoon of 26.05 due to NEWS=7.
Medic documented "monitor chest drain output. - aim to remove when dry", whereas there was already evidence of effusion resolution (minimal output).
Reviewed by enhanced nurse on 27.05 alongside ward medic. Drain was almost completely blocked, able to aspirate only very small amount before removal.

Discussion held with nurse in charge around improving the handover of care for chest drains, especially at weekends, and how we can be proactive in management, troubleshooting and escalation for chest drains.

		I12419		5/25/25		5/25/25		Patient admitted to AAU, from AACU

Patient has had inpatient stay at MRI in last year. No previous CPE swab info available. Side room unavailable on AAU.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Contamination		Contamination		Mcgough,  Sophia		Finally approved		Low Harm		No harm		6/4/25		Bed Managers and Duty Manager contacted as per CPE escalation policy by Sister on-duty at AACU. 
No side room available- patient asked to provide CPE swab.
Admitted to AAU bed 9 as per Duty Manager decision

		I12429		5/25/25		5/26/25		Patient did not have long acting morphine on 25/05 evening, although family member handed staff nurse a list of medication and the dr did not prescribe, night nurse asked on call to prescribe and mentioned this to the patient and the patient said he was happy to miss a dose and have it in the morning, which he did this morning 40mg. 
Relative came to the ward this afternoon and was not happy the dose had been missed, she demanded we investigate this and wanted the contact of the ward manager.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Dale,  Emma		Incident being managed locally		No Harm						I gave the ward managers contact. Discussed this with the patient and relative - he did said he declined the analgesia but the relative was still not happy with this and wants to escalate it further.

		I12430		5/26/25		5/26/25		TSRT 9 

Image acquired but unable to reconstruct due to frames being corrupted.
B7+Engineers called				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Raisbeck,  James		Incident being managed locally		No Harm						Pt off the bed while engineers investigate fault, additional image authorised additional dose 7.9mGy

		I12431		5/26/25		5/26/25		As a part of preparation for laparoscopic CRS/ HIPEC patient needed arterial line placement. Two attempts on both radial arteries (under general anaesthetic) were unsuccessful. Arterial line was placed finally by anaesthetic consultant on the left radial artery. Right forearm bruising but no haematoma was visible after the unsuccessful previous attempt. Compression was applied. No bleeding. Bruising is still visible once patient's arm unwrapped after surgery. Patient woke up and briefed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Brachytherapy Theatre				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Anaesthetic		Anaesthetic complication		Wilson,  Kay		Incident being managed locally		No Harm						compression applied. Bruising present after patient's arms unwrapped. No bleeding of expanding haematoma. Apologies to patient. Dressing will be applied.

		I12432		5/26/25		5/27/25		TSRT9
Image acquisition error while attempting to take a 2DKV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Phoned MCR to try clear the interlock and successfully took 2DKV.

		I12423		5/26/25		5/26/25		Patient C.T due Melphalan on bank holiday monday- asked to datix from aseptics due to delay and needing to make melphalan out of hours which is not in an emergency.				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Anderson,  Rebecca		Finally approved		No Harm		No harm		5/30/25		Patient C.T due Melphalan on Bank holiday, plan from Fri with ward pharmacist is for Aseptic to call and arrange time with ward for melphalan. Called Aseptics at 11am as we had not heard from them and they had been arranged to make melphalan for 1130/1230. I explained this had not been arranged or communicated to myself NIC or nursing team and the patient had not received their pre-hydration fluids and would be unable to give her Melphalan at that time and it would need to be half 1. Aseptics now happy to make Melph at half 1. 
Datix completed as per aseptics as delaying in making of Melphalan and being down outside normal hours and not in an emergency situation.

		I12425		5/26/25		5/26/25		TSRT9 

VMAT breast 
XVI paused at point of occlusion, unable to get patient back into correct BH position due to SGRT camera occluded. 

scan therefore terminated - approx 0.8mgy delivered				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Gascoyne,  Niamh		Incident being managed locally		No Harm						band 7 called and additional image authorised- documented on MOSAIQ 
discussed with treatment team - had checked occlusion in room but late interrupting
importance of checking and when interrupting  re-discussed

		I12428		5/26/25		5/26/25		Patient has PORT in situ since admission. Handover given to Day nurse on 23rd May that not able to aspirate PORT, reported this been the case for a couple of days. 
Reported to medical team on 23rd, Chest xray requested and completed - not reviewed by medical team and no plan in place for PORT from friday until 26.03.25. 
Escalated to Oncall DR for review on 26.05.25    
Has had cannula inserted since the 22nd with difficult insertion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Pearson,  Angela		Incident being managed locally		No Harm						Escalated to nurse in charge. 
Escalated to the medical team. 
Ensured other IV access, attempted to aspirate with no success.

		I12477		5/26/25		5/28/25		Phoned ambulatory with leaking from CADD pump. 
Attended ambulatory bed on ward to be looked at.
Line wrapped in tissue and cling film, lines clamped and pump stopped on arrival. 
Reported Chemo leaking from small hole on back of the disc on the in line filter, noticed when hand hand was wet when touched face. 
Reports washed hands and face when realised.
Spoke to Reg on call and Pharmacy for advice.		28/5/25- Alerted Jackie Redikin- medical physics and Martin Cox in procurement.
Removed all existing extension sets from the clinical areas as they all had the same batch numbers.
29/5/25- Rep from ICU visited with Jackie and discussed what happened and took all the details. I have asked for a replacement box differing from the above batch number. Rep agreed to order a box. A sample from the batch was taken to be inspected. It is unclear as to the cause.
A new training rep is covering Christies who I have contacted.   AH		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Clinical incident		Spillage		Contained spillage		Hamilton,  Ann-Marie		Incident being managed locally		No Harm		No harm				Advised to change line between patient and pump and restart, if issue was to persist to following this to abandon. 
Chemo spillage kit obtained, double gloves full gown, visor and shoe covers worn as a precaution and line changed over absorbent pad in case of any leakage minor leak on line disconnect 1-2mls from line, contained to spillage pad.
PICC line and CADD pump line cleaned and new line connected to CADD.
Primed new line using CADD pump over absorbent pad. 
Line aspirated and flushed due to prolonged time paused and new line connected.
Recommenced at same rate as if new Blinatumomab connected, and would alarm when empty. 
Advised as per protocol not to use any moisturisers on exposed areas of skin and re phone hotline if any further or repeated issues. Planned to return tomorrow for bloods and replenish of CADD once empty.  
Checked with medical team if happy for patient to go or if anything monitoring was needed for skin exposure. 
Nil reason to remain in hospital, patient happy to go home but needs transport.
Spoke to Duty manager and transport arranged from security.

		I12496		5/26/25		5/28/25		Community onset healthcare associated c diff infection. Admitted 26/5, sample date 26/5. Previous inpatient stay on ward 11. Patient is not currently an inpatient but has been commenced on Vancomycin				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		Cdiff		COHA (community onset – healthcare associated)		Caporn,  Alice		Incident referred to DPSIG		Low Harm		Low harm				72 hr review requested

		I12511		5/26/25		5/28/25		tsrt9
Software reset required after multiple interlocks. Table comp lost. 2D Mechanical additional				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						regained Table Comp. reconfirmed position with 2D.

		I12503		5/26/25		5/28/25		IV antibiotic breach of 40 minutes for a high risk sepsis patient. Documentation states to await blood results prior to antibiotic administration				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Delay awaiting results		Perry,  Liz		Incident being managed locally		Low Harm						Advanced Clinical Practitioner Plan: 

IV Amoxicillin stat and TTO
Repeat MSU
Advised to drink at least 2-2.5L/day (Cr 60)
LFTs are better today
Safety-netted to contact hotline if spikes temp/develops abdo pain/nausea/vomiting/worsening flank pain/becomes unwell or any concerns
Patient happy with the plan, will contact hotline

		I12572		5/26/25		5/30/25		Platelet ordered but not used		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Brennan,  Naomi		Finally approved		No Harm		No harm		6/3/25		Wasted on TDBB and added to wastage sheets

		I12540		5/27/25		5/29/25		A new patient history was typed in EPRO and saved as an annotation, not a letter, in Transcribed.  Anno required checking, consultant emailed with anno to notify him, as is his usual practice so that could be checked before going on CWP. Consultant made amendments, approved and signed in EPRO when not a letter. Before could be transferred to CWP, it was sent to GP and patient, not in letter format (not by typist). Patient keen not to know full diagnosis and prognosis and both were in this anno.				The Christie NHS Foundation Trust / Network Services / Networked Services Administration		The Christie NHS Foundation Trust / Clinical Oncology / Central nervous system (Clinical Oncology)		Network Services		Incident affecting Patient		Near Miss		Non-clinical incident		Record		Inaccurate documentation		Morrissey,  Nicola		Incident being managed locally		No Harm						Asked member of staff in the office to retrieve from post but had already gone.  Consultant notified. 
Consultant asked if call could be made to patient's daughter, who is a GP, the following morning to apologise and explain the error and to ask if she could intercept the letter and discard of it before patient saw the contents.  Daughter understanding of error and said she would look out for it. Explained when it was posted and as far as aware had gone via 2nd class post.

		I12545		5/27/25		5/29/25		Gynae research team have requested retrospective RECIST reporting for a trial patient, who consented to the trial in September 2023. All scans the patient has had during the trial have been requested as standard of care / non-trial scans.
Therefore the radiology trials team have not been able to monitor the patient for dose constraints and compliance with IRMER guidelines and IRAS approvals for number of trial events.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams		The Christie NHS Foundation Trust / Research Delivery Team / Gynaecology Research Team		Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Wheeler,  Chelsey		Incident being managed locally		No Harm		No harm		6/3/25		Discussed with Senior Research Nurse the team should be aware all scans for a trial need to be requested as "Yes" to clinical trial when making the requests so they are appropriately vetted by a trials radiographer and monitored accordingly. This includes if the scanning frequency follows standard of care patterns - if used for a trial it needs to be requested as a trial scan.

		I12551		5/27/25		5/29/25		Adj Her2 Telephone Clinic noted incorrect echo report had been scanned in to CWP. Echo reported on the 20.01.2025 was scanned in for the 27.05.2025.				The Christie NHS Foundation Trust / Network Services				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Foxley-Hine,  Julie		Incident being managed locally		No Harm						IT called to report error and ask for document to be redacted. Admin team emailed to inform and to remember to check the report date before scanning.

		I12508		5/27/25		5/28/25		47minutes breach in ABX administration for high risk sepsis patient. Patient admitted from home with temp 39.4 Celsius, recent SACT				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Medication incident		1 hour IV antibiotic breach		Other		Clarke,  Catherine		Incident being managed locally		Low Harm						PGD ABX administered- reason for delay not documented

		I12492		5/27/25		5/28/25		Incorrect D.O.B on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Jackson,  Claire		Finally approved		No Harm		No harm		5/30/25		Incorrect hospital number on sample. Sample does not meet transfusion labelling requirements.

		I12493		5/27/25		5/28/25		Incorrect D.O.B on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Stansfield,  Emma		Incident being managed locally		No Harm						Sample rejected new sample requested via phone.

		I12494		5/27/25		5/28/25		Incorrect date on sample. Sample does not meet transfusion labelling requirements.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Labelling		Incorrect details on sample		Hibbert,  Caroline		Finally approved		No Harm		No harm		5/30/25		Sample rejected new sample requested via phone.

		I12478		5/27/25		5/28/25		TSRT9 level 5 19a cf2a md12a sb19a


No PBT Wilms' Tumour Protocol available on Hive. Picked up at treatment prep task.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		CL - Clinical Oncology		19A Availability of current protocol, procedures, work instruction forms, training and competency documentation		Abutaleb,  Mohamedkhalid		Finally approved		No Harm		No harm		5/30/25		Protocol is saved in Gantry 3 mail inbox. Dose and fractionation correct. Treatment Prep completed with no issues,

		I12479		5/27/25		5/28/25		tsrt9
interrupted CBCT - mechanical issues. CBCT interrupted 5 degrees before end of scan therefore was still usable and no additional imaging needed.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		6/2/25		CBCT useable so proceed as protocol with treatment.

		I12462		5/27/25		5/27/25		Patient required SPECT-CT of potential lymph nodes at mid back level. I asked the technologist to set up the patient for this scan. I checked the image on the persistance screen of the camera and it looked ok so agreed with positioning. 
On the scan being completed it was clear that the SPECT-CT had focussed on the known lymph node in the pelvis, it was too low down. 
We called the patient back from the waiting room and repeated the scan, this time of the mid back.		Update 2/6/2025: to be discussed at operational meeting 3/6/2025.		The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Nuclear Medicine Offices / Nuclear Medicine - diagnosis, inc PETCT				Network Services		Incident affecting Patient		No Harm		Clinical incident		Images for diagnosis		Delay/ failure		Williams,  Heather		Incident being managed locally		No Harm						We ensured the area needing SPECT-CT imaging was completed, the mid back. 
I ensured the Radiologist reported the SPECT-CT image of the pelvis, as it had been acquired. 
A dose calculation for the additional CT exposure will need to be compelted.

		I12465		5/27/25		5/27/25		tsrt9
Treatment section of confirmation of consent incomplete.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13GG Recording of additional information		Donnelly,  James		Incident being managed locally		No Harm						Dairy task for relevant staff to fill it out, DATIX complete

		I12468		5/27/25		5/27/25		pressure areas checked ?c1/c2 to sacrum. Dressing in place for comfort				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Spooner,  Jennie		Incident being managed locally		No Harm						Datix 
TVN ref 
Request for Medical illustration tomorrow 
regular pressure relief

		I12469		5/27/25		5/27/25		tsrt9
Vacbag not tucked into wingboard causing Omron to be activated mid CBCT. Patient setup photo doesn't clarify whether vacbag needs to be tucked in.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Finally approved		No Harm		No harm		6/2/25		Escalated issue to B7, as image was more than 50%, documented as an additional image, operator and datix

		I12471		5/27/25		5/27/25		TSRT9
Incorrect calculation sheet input during prep for a VSIM plan- Plan was for a single field but the calculation was input using a parallel pair calculation sheet. This was noticed on set while about to switch on.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Prep room (withington)				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		12C Use of correct data		Court,  Gillian		Finally approved		No Harm		No harm		5/29/25		Called prep room to re-do correct calculation. Called superintendent radiographer. Waited for new calc to be input and added to plan. Checked all the information was correct and proceeded to treat. superintendent radiographer present throughout.
Discussion with staff over the need for vigilance when inputting and checking treatment data.

		I12472		5/27/25		5/27/25		Patient NBM, at risk of aspiration and aw stent. Has waiting for catering trolley downstairs at the lift, asked catering worker if he could have some food, catering worker said he is not able to. However patient continued to help himself to food. 
Security later called the ward to inform the staff.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Nutrition		Delay/ failure		Spooner,  Jennie		Incident being managed locally		No Harm						Spoke to security Zack Sansom regarding incident. 
Escalated to Duty manager and oncall SPR for plan- requested full capacity assessment, discussion with senior staff regarding stopping  catering staff for food. 
Informed nurse in charge.

		I12474		5/27/25		5/27/25		IOM300 given as part of CT IV. 
Patient presented with 2 singular isolated hives on arm and upper back with moderate to minimal itchiness. No rash or redness, no raised temp. No rash presenting anywhere else on the body, neck and upper arms were investigated as was face.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Radiology / Radiology Pat Seed/CT				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Adverse drug reaction (when used as intended)		Whelehan,  Sarah		Finally approved		No Harm		No harm		5/28/25		Chlorphenamine was given, patient was given hotline number. She was offered ice packs for itchiness but refused. 
Patient was asked to ask consultant to refer her to immunology for allergy patch testing

		I12475		5/27/25		5/27/25		Patient unable to move himself, some weakness and total loss of power to body. Complete reliance on staff for assistance with ADL's. Patient is supposed to be turned 4 hourly, however during the day shift on 27/05/24, patient had not been turned since 08:00 from night staff. Has been on back all day. Sacrum and buttocks not assessed or seen all day, unable to apply barrier cream. From previous assessments, both sacrum and buttocks were blanching.		02/06 - NB to review reflection done by staff. To be discussed again after reflection has been done and reviewed by NB.
NB and AB to meet with staff on reflection on Friday.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Brennan,  Naomi		Incident being managed locally		Severe Harm		Low harm				I had asked a HCA and second member of staff for help with turning, but both were hesitant to do so as they advised that we would need four people. Due to short staffing and other staff being busy, I was unable to turn the patient as well as assist him with a wash or change his bedsheets. I have since escalated and handed this over to the night team and both the nurse in charge on the day and the night. They advised me that I should be escalating when I am unable to do something.

		I12476		5/27/25		5/28/25		Upon doing patient skin check, noted bruise ?DTI to sacrum.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Pramod,  Susy		Incident being managed locally		Low Harm						Dressing placed over for pt comfort at pt request due to pain.
Advised we will need to obtain medical illustrations' and TVN input for best advice to aid healing, pt educated to self reposition in bed regularly or seek assistance if necessary.

TVN review 29/05/2025
Reviewed the patient with the named nurse on Ward 15 to asses the skin breakdown on the sacrum.

On assessment, Steven has moderate moisture-associated skin damage to his sacrum with some skin breakdown.

Plan

Clean the area with Mediderma foam and spray wash

Apply mediderma Pro ointment twice a day.

Advised the patient to turn and release pressure and occlusion from the area to get some air into the area to get this healed.

No dressing is required apart from the ointment.

		I12434		5/27/25		5/27/25		TSRT 9
completing treatment prep task and noticed no M&H questionnaire completed at sav week				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT pre-treatment				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		8E Other		Parry,  Catherine		Incident being managed locally		No Harm						informed B7, reminded to complete during FDD and datix completed.

		I12435		5/27/25		5/27/25		Night Sister EDS handed over incident. 
Foscarnet not given as unable to find since transfer from AAU. 
Morning nurse rung AAU who advised was not there, also not on palatine ward. 
Night nurse EDS- found foscarnet in pts bag. Medication is usually stored in the fridge. 
Foscarnet had been out of fridge for around 6 hours.				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Medication incident		Storage		Storage - wrong		Clarke,  Catherine		Incident being managed locally		Low Harm						Placed back in fridge 
During morning handover- writer handed over to Drs and Pharmacists about incident. 
Pharmacist- advised that we can give this mornings dose if there was no signs of precipitation and they will re-order this evenings dose.

		I12436		5/27/25		5/27/25		wrong docs scanned to another patient records		- Incorrect documents requested to be removed by user.
- Uploaded correctly onto patient profile.
- Datix submitted.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		6/2/25		datix submitted and email to tech bar

		I12438		5/27/25		5/27/25		TSRT9 
CMA moves failed to come across after image review. XVI and Mosaiq communication failure error message came up . Post image corrections were unable to be applied.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Stewart,  George		Incident being managed locally		No Harm						Called engineers and band 7. Tried to resend moves by re-reviewing image but CMA moves still failed. 10 minutes had passed. Engineers restarted XVI and then band 7 authorised an additional image. CMA moves successfully came through as a result of the second image. Patient was treated as planned.

		I12439		5/27/25		5/27/25		TSRT9
treating inf beam if a CSI patient, mid-beam got a twinsafe error resulting in an additional image due to comp loss.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						called MCR, informed B7. interlocks acknowledged, bed compensated and additional 2D image taken. No issues with match so able to continue with inf beam.

		I12440		5/27/25		5/27/25		Patient attended Endocrine for one unit of blood transfusion. Blood taken for cross match at 08.30 and sent straight to lab. Received call from lab at 10:50 am to say that sample had been mislabelled (had written year of birth as 2025 in error). At this time the transfusion prescription as ready for collection. Then noted that prescription had been cancelled.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						Apologised to patient and wife for the delay. Another sample sent to lab for cross match. Asked med onc on call to re-prescribe.

		I12448		5/27/25		5/27/25		Handover from Occupational therapist who got alerted on a patient in ward 4 for gradual mobilization after flat bed rest following suspicion of MSCC. 
No imaging or report on CWP. Doctor reported happy for patient to be mobilized.
 After mobilizing patient by 13:00 pm, OT gets another alertive asking Physiotherapist opinion on collar use. Doctor's note now updated by 13.54 pm stating cervical compromise noted on patient scan from outside the Christie yet to be reported on CWP and no SIN score				The Christie NHS Foundation Trust / Network Services		The Christie NHS Foundation Trust / Medical Oncology / Breast (Medical Oncology)		Network Services		Incident affecting Patient		Near Miss		Clinical incident		Communication failure		Inadequate handover		Reid,  Claire		Incident being managed locally		No Harm						Patient already examined for neurology and has none. Safety netted  to alert nursing and medical staff if any changes noted.

		I12454		5/27/25		5/27/25		Patient had not turned up for appointment at Macclesfield. Radiographer telephoned patient to find out if they were okay and whether they had correct appointment time. When contacted patient informed radiographer that they had been trying to telephone reception all morning to find out if appointment time had changed but the telephone kept ringing on without getting through to reception. This resulted in patient worried about missing treatment and delay to radiotherapy machine.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 1				Network Services		Incident affecting Patient		No Harm		Non-clinical incident		IT issues				Holt,  Daniel		Incident being managed locally		No Harm						Radiographer asked if patient could head to the department for treatment and radiographer informed treatment machine of patients estimated time to arrive. Reassured patient that the team would be able to treat them today. Radiographer reported the patient's concerns about calling reception to Centre Manager. 

Centre Manager noted this as having been raised recently with digital under ticket No. _____. Asked for DATIX to begin evidencing impact of the faulty telephone service. 

Centre Manager re-assigned DATIX to representative of the digital team.

		I12456		5/27/25		5/27/25		Patient who is NBM, risk of aspiration. AW stent.  Whilst food trolley unattended, took food from the trolley.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Nutrition		Wrong route		Spooner,  Jennie		Incident being managed locally		No Harm						Informed nurse in charge. 
Informed ward manager. 
Spoke to medical team and asked to discuss with patient and assess capacity. 
To make efforts of removing the food trolley after serving off the ward to reduce temptation.

		I12457		5/27/25		5/27/25		Upon skin check noted significant skin damage, ?cat 2 PU. Band 6 NIC also ?cat 2.				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Brennan,  Naomi		Finally approved		Moderate Harm		Low harm		5/30/25		, TVN contacted and reviewed. Stated it is moderate to severe MASD due to lack of localised wound and widespread skin damage as a result of repeated loose bowel movements. Med ill contacted and photos taken. TVN advice already being carried out (washes and ointment with every bowel movement). Causing pt some pain but not constant.

		I12458		5/27/25		5/27/25		Highlighted from endocrine consultant that patient hasn't has IVMP treatment for two weeks. Patient was on access pack list on 20/5/25.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Sayer,  Daniel		Incident being managed locally		No Harm						Service manager informed to see who is completing access packs.
Patient contacted and appointments booked.

		I12459		5/27/25		5/27/25		Patient attended PBT centre for OP appointment. Patient caught leg on wooden seating in waiting room, tripped and fell to floor. No syncope, LOC, dizziness or cardiac/neurological symptoms. Witnessed fall.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT- Waiting area first floor				Network Services		Incident affecting Patient		Harm		Clinical incident		Falls including slips and trips (Outpatient)		Trip		Pask,  Elizabeth		Incident being managed locally		Low Harm						Patient initially refused intervention however had routine clinic scheduled, attended this and informed medical team of fall. Staff members that witnessed fall also informed clinical team. Patient had medical review. Small graze to left elbow. No other injuries. Patient reported no other areas of pain/discomfort. Patient and wife confirmed patient did not hit head. Mobility questionnaire on ARIA to be updated by treating staff.

		I12450		5/27/25		5/27/25		TSRT9/ L3/ 13Z/ CF 1C 1D/ MOD13Z / SB13I
Patient immobilised in 4 point. 
Imaging filter was prepped as a m20 fast lung rather than m15 indicated by field size. 
On #1, measured on XVI with band 7 present, M15 deemed as appropriate. b7 wrote in diary for present to be changed. 
Imaging filter was not changed offline so as a result patient was imaged on M20 on #2. 
On #3, noted that imaging pre-set should be m20, imaged on m15 again. 0.5mGy extra dose delivered #2. 
not reportable				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Ross,  Katie		Finally approved		No Harm		No harm		5/29/25		#2, Imaged on M15, put in diary to change imaging filter. 
changed after #3
Image pre-set now changed to M15 fast lung.

		I12451		5/27/25		5/27/25		TSRT 9 

band 7 called to review the XVI image for VMAT breast #5
image does not appear to have captured patient in BH - heart and lung volume different to XVI images 
treatment team state patient could have dropped out at end of scan 
additional dose 1.7mgy as imaging dose				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13I Use of on-set imaging (including imaging according to local protocol)		Gascoyne,  Niamh		Incident being managed locally		No Harm						patient off the bed to give a break as struggling with BH position 
band 7 discussed with team importance of knowing what angles are occlusion and if patient drops out scan to interrupted  
additional image recorded in MOSAIQ- additional authorised by b7

		I12443		5/27/25		5/27/25		Made aware today that a colleague had given a patient IV Fosaprepitant, however instead of having IV palonosetron patient has been given akynzeo.		CPF spoken with staff member regarding incident. advice given to escalate to NIC or CPF if unsure with what to do.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		No Harm		Medication incident		Administration/supply of a medicine from a clinical area		Drug/medicine - wrong		Faulkner,  Daniel		Finally approved		No Harm		No harm		6/2/25		Infusion stopped, and observations recorded by staff nurse. 
Patient made aware of error. 
I discussed with H&N pharmacist who advised to not give any further Fosaprepitant and to watch out for any dizziness, drowsiness and headaches. Patient made aware of this and I have apologised about this error. I have informed him that we are reporting this incident to help prevent this from happening again. 
Pharmacist advised to continue treatment as normal, given dexamethasone however not to give any palonosetron. Patient aware not to take any ondansetron at home and to call the hotline if he feels unwell at home. Asked treating nurse to record observations again before administering and further medication

		I12489		5/28/25		5/28/25		Patient admitted to Palatine 28/4, no CPE result reported for this admission.
Patient admitted to Palatine 21/5, no CPE swab ordered
Patient admitted to Palatine 22/5, no CPE swab ordered				The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- TYA				Network Services		Incident affecting Patient		No Harm		Infection control		Infection screening / Sampling		Delay in sampling		Anderson,  Rebecca		Finally approved		No Harm		No harm		5/30/25		DATIX for monitoring purposes
Escalation to senior team
Tests requested
Staff informed

		I12495		5/28/25		5/28/25		Patient come to the Day of surgery unit (DOSA) as they are having surgery today, however according to TheatreMan the patient was due to be admitted yesterday. The patient informed me that she spoken to someone yesterday and they told her to come to DOSA for 7am today as there was no need for her to come in yesterday. However, no one told the staff in DOSA or the nurse coordinator that the patient was coming in today, so we didn't have her notes and potentially might not of had a room available.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Day of Surgery Admissions Unit (DOSA)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Friskney,  Caroline		Finally approved		No Harm		No harm		6/4/25		We managed to get the patient's notes straight away from the Ward which she was supposed to be on. Luckily, we had a room available for her, especially as she was first on the theatre list.

		I12501		5/28/25		5/28/25		patient document uploaded to the incorrect patient on CWP . the records are ECG report				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Pre-Op Assessment				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Shaw,  Andrea		Finally approved		No Harm		No harm		5/30/25		informed the line manager and contacted IT

		I12502		5/28/25		5/28/25		Whilst administering s/c atezolizumab patient complained of pain to site. I moved the needle back slightly which caused needle to pull out of the skin prior to completion on injection.		Indicient reported following subcut Atez needle coming out of patients skin during treatment. Asked educators for advice, who informed treating nurse to change the needle and continue administration. 
This was followed and patient feeling well post injection. No hotline phone calls on cwp.		The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor				Network Services		Incident affecting Patient		Harm		Medication incident		Administration/supply of a medicine from a clinical area		Unknown		Barlow,  Molly		Finally approved		Low Harm		No harm		6/3/25		Dressing applied to area. 
Asked PEF for advice. 
Needle changed and site above cleaned, injection restarted. 
Apologised to patient and safety netted with hotline.

		I12509		5/28/25		5/28/25		TSRT9 
OMRON not used by operator when moving to G210_T90 beam, resulted in compensation loss of the table. Table re-compensated Additional 2d image acquired.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Finally approved		No Harm		No harm		6/2/25		B7 aware,, AC updated.

		I12507		5/28/25		5/28/25		Patient was given appointment for treatment yesterday despite requiring an echo prior to her cycle 1 which had not be done. Earliest that was scheduled was for 22nd June but the patient was not yet informed of this. When she arrived I brought her up to the unit to explain this to her and apologise for the confusion however, she described a worsening SOB since last week and is getting out of breath walking even a metre around the house. It was noticeable that she was significantly SOB.				The Christie NHS Foundation Trust / Network Services / Oak Road Treatment Centre / 1st Floor		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Morgan,  Karen		Incident being managed locally		No Harm						Observations taken and informed ACP team and outreach team for review. Spoke with echo department and asked for earlier appointment due to worsening symptoms. They moved this until the 10/6 but were unable to facilitate anything earlier. Patient required ecg, bloods including lactate and an escort to xray. A request for admission was made and the patient was then monitored on ORTC until a bed became available. Unable to move to a medical assessment bed as other patients were being medically assessed in them therefore remained in a chemo treating chair which in turn caused some delays for other patients. 

Patients chemotherapy script was deferred by 1 week so it was not missed but may not happen if echo is still not available. Team and schedulers informed

		I12560		5/28/25		5/30/25		Patient A had WLE of basosquamous carcinoma to left parietal scalp and FTSG from right neck+ WLE of BCC right parietal scalp and DC. Consent completed by doctor and printed by nurse. Consent from was ticked that patient did not have consent when patient had consent.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU theatre				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Consent incident		Consent form missing or incomplete		Marley,  Heather		Incident being managed locally		No Harm						Letter removed from patient and apologises given.
Doctor told and letter redone to change that patient had consent.

		I12566		5/28/25		5/30/25		INCIDENT REPORTED BY TCPC: "Patient was seen in preop on 19/5. She came back for repeat bloods yesterday but the coag bottle was discarded by lab and not processed. The labels were printed earlier in the day and even though we wrote the actual time the sample was taken( as advised by the lab) it was still not processed. 
 "				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology				Christie Pathology Partnership		Incident affecting Patient		No Harm		Clinical incident		Lab investigation		Delay/ failure		Seals,  Deborah		Incident being managed locally		No Harm						Notified the lab of this incident. Consultant informed and she was happy with previous results from 19/5. Ward sisters informed as well should the patient need a repeat sample on admission.

		I12533		5/28/25		5/29/25		Patient checked for appointment at 15:00. Was booked in but correct process wasn't followed and paperwork wasn't left in slot for nurses so they could do further observations. Patient had been missed and therefore a delay in his appointment. Patient angry that he had been missed and long wait when they had other commitments.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Endocrine Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Delay/ failure		Jackson,  Claire		Incident being managed locally		No Harm						Apologies given to patient. Datix completed. PALS contact given.

		I12525		5/28/25		5/29/25		Patient attended for first cycle of treatment at 11am. Cannulated and pre chemo medications given in preparation for treatment. Avastin treatment delayed due to an isolator being down in aseptics and issues with their computer system. Unable to give patient treatment due to delays.		ASU have improved there workload scheduling and looked at ways to avoid delays by investigating an missing packs or off holds the day before treatment.		The Christie NHS Foundation Trust / Network Services / Pharmacy / Aseptic Services Unit				Network Services		Incident affecting Patient		No Harm		Medication incident		Preparation of medicines/dispensing in a pharmacy		Delay		Wolstenhulme,  Kimberley		Incident being managed locally		No Harm		No harm				@ 9:30 - Contacted aseptics for update about ETA for Avastin. Stated will given ETA on IQemo.

@11am - called patient up for treatment, weight checked, cannula inserted and pre medications given as per IQemo in preparation for treatment. 30 minutes post pre medications, I escalated the situation to the nurse in charge who then contacted aseptics and explained that the patient is on a long treatment and asked if the treatment could be made ready for 2pm as that is the latest the treatment could still be given and any time after this, Jennifer would be unable to have her treatment today.

@13:30pm - situation further escalated to charge nurse who spoke to Aseptics again. They explained that an isolator was down and had issues with their computer system and Jennifer's treatment would not be ready until 3:30pm.
The charge nurse explained this to patient and husband and explained that she would be unable to have treatment today due to delays from aseptics making Bevacizumab treatment. Pt unable to attend tomorrow for treatment as is attending a funeral.

2pm - Cannula removed, patient safely left unit. Apologies made for delays and issues with production of treatment

		I12526		5/28/25		5/29/25		TSRT9 Level 3 13CC
Additional 2d imaging  acquired due to nozzle interlock fault. Re-set caused compensation loss.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 3				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Booth,  Adam		Incident being managed locally		No Harm						Additional image 2d pair acquired

		I12527		5/28/25		5/29/25		black rucksack handed in to security found in the christies restaurant by catering staff security looking in the bag to id the owner and came across different names on paper work which we believe are patient information from medical records we found this rather concerning as its a breach of patient confidentiality as the paperwork was stuffed in the bag and looked as if it been in the bag for a number of weeks maybe longer				The Christie NHS Foundation Trust / Capital, Estates and Facilities / Soft Facilities / Catering / Wilmslow Road Restaurant				Capital, Estates and Facilities		Incident affecting Patient		Near Miss		Clinical incident		Privacy and Dignity		Privacy and dignity		Barton,  Hayley		Incident being managed locally		No Harm						contacted duty manager asap
RG Facilities-have identified Hayley as Handler as maybe IG Breach

		I12514		5/28/25		5/28/25		One patient remaining on DOSA following unit closure time of 1500, stated in SOP. DOSA contacted theatre reception to bring remaining patient into theatre waiting area (TWA). Theatre stated that patient would go up to IPU to wait. Informed theatre of updated SOP in which they were unaware. Was later contacted by band 7 theatre manager stating patient had not yet been seen by surgeon. After expressing my concerns, theatre took handover for patient into TWA.		SOP states patients to go to theatre wait area when DOSA closes. Theatre staff reminded of SOP.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU nursing				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Breach of policy		Breach of policy		Hibbert,  Caroline		Finally approved		No Harm		No harm		6/2/25		N/A

		I12516		5/28/25		5/28/25		Patient had skin tear to the right eyelid from surgical tape taken off the patient post operation by the surgeon				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 1				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Skin condition		Skin tears		Kennedy,  Pamela		Incident being managed locally		No Harm						The tear was dressed buy the surgeon using steri-strips.

		I12518		5/28/25		5/28/25		Patient attended for BCTH - unwell, unsteady				The Christie NHS Foundation Trust / Network Services / SACT Services / Outreach SACT				Network Services		Incident affecting Patient		No Harm		Clinical incident		Deteriorating Patient		NEWS2 monitoring		Johnson,  Aishling		Finally approved		No Harm		No harm		5/30/25		Observation taken and recorded - new score 3 Temp 35.6
BM normal range 6.4 
Passed urine within last 4 hours 
No bowel movement for 3 days - pain in lower abdo 
Unable to eat or drink for 3 days 
not kept down anti sickness or pain medication 
Explained that attendance to A + E would be necessary, Bloods taken and CRP added to bloods. 
Wheelchair acquired and escorted to A+E, patient checked in and attended triage with patient. 
Explained receiving treatment and side room being arranged. 
Contacted patients NOK with informed consent. - explained situation and NOK on their way.

		I12522		5/28/25		5/29/25		tsrt9
Acquisition interruption in room - confirmation image				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						MCR called, repeated successfully

		I12608		5/28/25		5/30/25		TSRT9

#5/15 VMAT Breast.

Inadequate breath-hold noted on XVI - unable to treat.

Rads scanned despite patient not achieving appropriate BH.

Had already been imaged once that #. Further XVI required next day (same #) - 3 images in 1 # due to setup error; ?reportable.

Additional dose to pt = 1.7mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Gascoyne,  Niamh		Incident being managed locally		No Harm						XVI escalated to B7 online due to changes in anatomy (lung volume significantly reduced/heart displaced).

On discussion with treating rads setup was challenging and bed parameters (table height) was adjusted in BH to allow for XVI acquisition - not escalated to B7 prior to image review.

Importance of escalating prior to exposure reiterated to team - departmental memo created + discussed at band 5/6 radiographer meeting.

		I12583		5/28/25		5/30/25		Seen on AACU 27/5/25 for bloods, Admitted to IPU for SIRT 2 procedure 27/5/25.  Readmitted 28/5/25  due to epigastric pain since SIRT procedure. Patient self discharged 28/5/25 against medical advice after spiking a temperature. Given oral antibiotics and Blood cultures taken. Readmitted 30/5/25 due to MRSA in peripheral blood culture.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Interventional radiology				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Infection control		MRSA BSI		COHA (community onset – healthcare associated)		Royle,  Gregory		Learning response required		Moderate Harm		Moderate harm				Medical team aware. 72 hour review requested. MDT requested. Reported to HCAI DCS.

		I12588		5/28/25		5/30/25		Mobius check missed, flagged by mobius fx not being completed				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Radiotherapy Physics- Planning				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		TP - Treatment Planning		11K Authorisation of plan		Whitehurst,  Philip		Incident being managed locally		No Harm						Sent plan to mobius all within tolerance

		I12586		5/29/25		5/30/25		On 29.05.2025, the patient called the IPU ward manager stating that he was unsure how to take the bowel preparation and found the information sheet unclear regarding the timing. His procedure was scheduled for the following day, 30.05.2025.

Review of the CWP notes revealed that the Endoscopy Manager had provided the patient with step-by-step guidance on how to take the bowel prep one week prior to the procedure. During that discussion, the patient confirmed that he had received the guidance.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / Endoscopy (Integrated Procedures Unit)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Communication failure		Communication failure with patient or relative		Adam,  Sumaiyah		Incident being managed locally		No Harm						Spoke with the patient on the day of the procedure and requested to review the bowel preparation guidance sheet. The patient showed the Endoscopy Manager the Plenvu information leaflet that came with the medication box, rather than the specific Plenvu Christie Bowel Preparation Guidance Sheet.

Apologies were offered to the patient for any confusion caused. The patient expressed feeling overwhelmed by the number of appointments and admitted that he sometimes has difficulty retaining information. He stated that he prefers his daughter to be present during discussions for better understanding and support.

		I12602		5/29/25		5/30/25		TSRT 9/level 3/13Z/CF1c

#1 liver SABR 3dHQ image taken before 4d, image not usable. additional dose 31mGy				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Salford / Salford 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Shardlow,  Jemma		Incident being managed locally		No Harm						4d image acquired and matched, treatment delivered correctly

		I12573		5/29/25		5/30/25		There was 1 admission waiting for a bed in Outpatients at 19.00. 
19:15 nurse from AAU states that porter was booked and awaiting transfer.
Pt on AAU was transferred to ward 15 as per nurses from AAU and bed ready at 20:15.
Pt transferred from OPD at 20:15 to AAU however their pt still was still in bed, awaiting the porter.
OPD pt had to wait on the corridor. OPD staff finished work late, at 20:45.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Admission		Delay/ failure		Mcgough,  Sophia		Incident being managed locally		No Harm						Duty manager contacted at 19:03 via allertive and asked for help, earlier bed manager stated that AAU has to move their pt to ward 15 and there will be a wait. Duty manager answered at 19:31 saying that she would take bed managers advice but she will mention it in the handover. 
OPD staff contacted nurses at AAU at approximately at 19:15 and nurse stated that she just requested porter to take their pt to ward 15 and advised to keep ringing and check the progress. Very difficult communication with AAU at the time of the handover to night shift. At 20:15 bed was ready as per AAU nurses. Patient transferred but the AAU pt was still occupying the bed space nurse stated that awaiting porter. OPD patient was waiting on the corridor, bed space was cleaned ready at 20:35 and handover given to night shift nurse.

		I12568		5/29/25		5/30/25		2 units of FFP ordered and not used.		Incident is being trended and monitored at IRM and action plans are in place to mitigate this incident.		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Brennan,  Naomi		Finally approved		No Harm		No harm		6/3/25		Units wasted on TDBB and written on wastage sheet.

		I12523		5/29/25		5/29/25		Post resuscitation it appears that patient was transfused 6 units of emergency O -ve blood, but also 2 units of O -ve blood labelled for another patient, who had elective surgery yesterday and had not required their cross matched blood.
 Since blood was also O -ve, no harm done to patient and did not contribute to patients death, but assisted in resuscitation.				The Christie NHS Foundation Trust						Incident affecting Patient		No Harm		Transfusion incident		Traceability		Component or product transfused but no Prescription		Jackson,  Sharon		Incident referred to DPSIG		No Harm		Death				Informed ccu cons, informed blood tech on overnight, duty of Candour completed.  Patients family were informed that we had committed a critical incident by transfusing blood assigned to another patient, but since it was his own blood group O -ve, no harm was done.  Family accepted apology for this incident.

		I12532		5/29/25		5/29/25		TSRT9.

#6 software fault caused XVI to terminate partway through. No record of partial scan due to this.
Approx additional imaging dose 0.8mGy.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 5				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13CC Management of variations/unexpected events/errors (including management of replans, migration of fiducials, transfer between treatment machines)		Raisbeck,  James		Incident being managed locally		No Harm						Engineers called.
Machine software reset.
RPT XVI acquired.

		I12541		5/29/25		5/29/25		recovery rang at 1pm to inform ward that patient was in recovery and ready to come back to ward - advised them to bring patient up at 1:30pm when nurse caring for patient would be back off break.
patient brought up at 1:30 - recovery nurse did set of observations whilst waiting for nurse on ward to come and take handover. patient scoring 6 on NEWS - recovery told ward nurse he had been like that throughout in recovery - patient not full recovered. ward nurse checked NEWs again and now scoring 7		discussed with recovery staff member, no issues in recovery		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 10				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Patient care/ Monitoring		Delay/ failure to care or monitor		Dale,  Emma		Finally approved		No Harm		No harm		5/30/25		informed nurse in charge
informed surgical doctor on
informed outreach
checked observations regularly and 250ml bolus of fluid currently being given

		I12542		5/29/25		5/29/25		attended patients home via the christie at home service to administer her Herceptin treatment.  patient husband informed me he has not refrigerated the treatment. he also informed me he has never refrigerated the previous treatments that had been administered. Did not administered the treatment, have informed her2 team as well.				The Christie NHS Foundation Trust / Network Services / SACT Services / Christie@ Home				Network Services		Incident affecting Patient		Harm		Medication incident		Storage		Items incorrectly stored at room temp		Dillon,  Jacqueline		Incident referred to DPSIG		Moderate Harm		Moderate harm				informed manager and her2 team

		I12543		5/29/25		5/29/25		Patient came on transport (stretcher) from nursing home to IPU for outpatient plastics appointment. The clinic appointment had been cancelled but patient had received no correspondence of cancellation.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Integrated Procedures Unit (IPU) / IPU- Outpatient clinics				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Appointment		Appointment error		Marley,  Heather		Incident being managed locally		No Harm						IPU co-ordinator contacted plastics team who arranged for registrar to facilitate appointment, where patient was seen as expected. IPU co-ordinator contacted individual responsible for booking error who apologised and made sure no patients listed in the same clinic prior to clinic cancellation would be attending today. Datix inserted.

		I12557		5/29/25		5/30/25		Cat 3 pressure ulcer identified on night shift when performing skin check. Present on admisison, DN team aware in community.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Present on admission		Incontinence related skin damage		Pramod,  Susy		Finally approved		Moderate Harm		No harm		5/30/25		Appropriate pressure ulcer prevention and wound care performed by night staff.

Tissue Viability review 30/05/2025

Reviewed the patient with S/N on AAU to assess skin breakdown on the sacral area.

Patient is well known to TVN from previous admissions for her moisture damage to the sacrum and buttocks.

On assessment, most of the moisture damage is healed apart from a area on the anal cleft which is broken and approximately 0.5 cm long and 0.4cm wide with granulating tissue.

Been under the care of district nurses for management.

Management plan

considering taking this long advised to use Flaminal forte and apply a small Kliniderm foam adhesive to the area.

		I12552		5/29/25		5/29/25		Pt transferred from AAU to ward 14 , sodium barcobante was running through when transferred but not prescribed , 
- had been running for an hour. Phosphate polyfusor instead was prescribed.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Medication incident		Administration/supply of a medicine from a clinical area		Drug not prescribed		Clarke,  Catherine		Incident being managed locally		No Harm						Stopped IV - alerted doctor for review and duty manger. 
Intended for it to be a phosphate polyfsor but could not find in drop down box

		I12555		5/29/25		5/30/25		TSRT9 
Image acquisition error interlock appeared when attempting to take a 2DKV.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Phoned MCR to clear interlock, alerted B7 to authorise potential additional imaging and successfully took 2DKV.

		I12547		5/29/25		5/29/25		Reporting retrospectively. Written as reported by nurse-in charge on the night shift. Massive Blood loss initiated for patient on the unit.  The staff were told that it would take 15-20mins for the blood to be ready. Due to massive bleeding, the staff requested for emergency blood from theatres. A total of 6 units were used (O negative blood). Post transfusion, staff realised that they had administered 2 units of O negative blood meant for another patient.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Transfusion incident		Incompatable ABO		Incorrect requirements on request form		Dimaline,  Helen		Incident referred to DPSIG		No Harm		No harm				Incident reporting. Informed by matron on duty that the incident report has not gone through and to redo DATIX

		I12549		5/29/25		5/29/25		RN BD and HCA  routinely checked patient NK skin. Skin is vulnerable. G2 pressure ulcer noted to right sacrum. Barrier film applied and patient NK repositioned.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Clarke,  Catherine		Learning response required		Moderate Harm		Low harm				Barrier film applied.
Regular repositioning.
Skkin bundle completed. 
TVN referral. 
Handed over to ask medical illustration.

	
Tissue Viability review-30/05/2025

Reviewed the patient with named nurse on AAU to assess the skin damage on the buttocks.

On assessment, he has moisture damage to his inner buttocks with broken skin around 0.3cm on either side of the inner buttocks. The area is moist and wet. He tends to lie flat as he is breathless when the position is changed.

Plan

Clean the area with normal saline/shower

Apply Mediderm Pro barrier ointment twice a day.

Medical illustration photo today.
Reposition as much as he can tolerate.

		I12537		5/29/25		5/29/25		Patient sent to discharge lounge from ward 11 as he was awaiting TTOs. TTO's arrived and I proceeded to go through discharge medications with the patient, comparing discharge summary to the medications given. Patient had separate bag of medications, patient explained nurse had emptied his drawer and given him the bag to take with him. These medications weren't actually on his TTO therefore he was given these in error.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 11		The Christie NHS Foundation Trust / Medical Oncology / Lower GI (Medical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Non-clinical incident		Training needs		Lack of availability of training		Caporn,  Alice		Incident being managed locally		No Harm						Apologised to patient for the error and educated him on the medications he has been prescribed and how to take them, patient confirmed he understood. I disposed of the incorrect medications in correct pharmacy waste bin, I also reported this to the nurse in charge of 11 and asked that she highlighted the error to her team and ask them to be more vigilant when discharging a patient.

		I12538		5/29/25		5/29/25		TSRT9 
Image acquisition error message appeared when attempting to take the confirmation image on the INF iso.				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Phoned MCR to clear the message, alerted B7 to authorise additional imaging if any dose had been given to patient and successfully took 2DKV.

		I12556		5/30/25		5/30/25		Patient due blood transfusion for HB 70 
Samples sent at 20:30 
Checked if ready to collect on the system frequently  overnight - status stated prescribed 
Rang at 3:34 to ask for update on status of blood - labs put me on hold for 5 mins and then stated that the blood wouldn't run in the machine and this was the second time they tried to run it 
Labs stated needing new blood samples and form 
Labs never contacted throughout shift that there was any issues with sample until I rang at 3:34				The Christie NHS Foundation Trust / Christie Pathology Partnership / Pathology / Blood Transfusion lab				Christie Pathology Partnership		Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by laboratory team		Stansfield,  Emma		Incident being managed locally		No Harm						Escalated to doctor 
Doctor stated will come and complete form at 3:52 
Now 7:30 and still awaiting forms to be completing - have chased again and escalated to other doctor on call who declined

		I12553		5/30/25		5/30/25		Pt fell going to the bathroom, pt very unsteady on feet.
Reports did not hit head
Only wearing socks (Not gripper socks)				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Pt assisted to standing position.
Full skin check completed - nil issues noted
Neuro observations completed/Observations completed and in normal range
Dr on the ward reviewing pt now
Pt advised to use nurse call bell
Not handed over from AAU as 1-1, but nursing annotations state pt 1-1 prior to transfer to Ward 15
Next of kin to be informed on visiting in the am.

		I12569		5/30/25		5/30/25		Patient unable to swallow tablets however has been prescribed pre meds and TTOs as tablet form. 
TTO's completed by ANP, CSSS.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit		The Christie NHS Foundation Trust / Medical Oncology / Upper GI (Medical Oncology)		Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Medication incident		Prescribing		Route - wrong		Bostock,  Louise		Incident being managed locally		No Harm						Did not administer tablets. Messaged on call to prescribe medications as no doctor cover on ORTC

		I12570		5/30/25		5/30/25		Two units of FFP ordered and not used as part of MBL.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Critical Care Outreach				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Wastage		Medically ordered not used		Millington,  Kerry		Incident being managed locally		No Harm						Units wasted on TDBB and added to wastage sheets

		I12574		5/30/25		5/30/25		On the day of surgery the patient arrived in theatre and during the skin prepping process it was noticed the patient had skin tears to bilateral groins. This was pre-existing before surgery.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 5				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Present on admission		Intertrigo		Madden,  Sarah		Finally approved		No Harm		No harm		5/30/25		Barrier spray was applied at the end of surgery, DATIC completed, medical illustrations to be requested to photograph in recovery and fully handed over to recovery staff. All of the above is clearly documented on the patient careplan.

		I12575		5/30/25		5/30/25		Radioactive seeds prepped for prostate brachytherapy implants, patients arrived and prepped for theatre.  Called team for briefing, no answer from radiologists, called secretary, both on annual leave - brachy team unaware.
Fortunately another radiologist very kindly agreed to come in on their non working day and ensured that ~£10k of seeds were not wasted and that patients were not cancelled.
Requested future notification of leave from radiology secretaries.  No harm, minor delay (40 mins).				The Christie NHS Foundation Trust / Network Services / Christie Medical Physics and Engineering (CMPE) / Brachytherapy (CMPE)				Network Services		Incident affecting Patient		Near Miss		Clinical incident		Images for diagnosis		Delay/ failure		Whelehan,  Sarah		Incident being managed locally		No Harm						Fortunately another radiologist very kindly agreed to come in on their non working day and ensured that ~£10k of seeds were not wasted and that patients were not cancelled.
Requested future notification of leave from radiology secretaries.  No harm, minor delay (40 mins).

Not sure whether brachy were informed or not as administrator on a/l but they thought not informed-sorry if we got that wrong.

		I12590		5/30/25		5/30/25		reports scanned onto incorrect patient on CWP		- Requested removal from tech bar.
- Uploaded correct patient document.
- Submitted Datix.		The Christie NHS Foundation Trust / Network Services / Referrals and Bookings		The Christie NHS Foundation Trust / Medical Oncology / Gynae (Medical Oncology)		Network Services		Incident affecting Patient		No Harm		Non-clinical incident		Referral		Delay/ failure		DeLaceySmith,  Roxanne		Finally approved		No Harm		No harm		6/2/25		Datix, request techbar to remove

		I12592		5/30/25		5/30/25		tsrt9
Imaged patient, treated 1 arc, mosaiq communication error. Too much time passed whilst fixing breakdown, re-imaged as a result to ensure patient hadn't moved before proceeding with remainder of treatment. 7.9mgy additional imaging dose as a result.				The Christie NHS Foundation Trust / Network Services / Radiotherapy- Christie @ Macclesfield / Macclesfield 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Stewart,  George		Incident being managed locally		No Harm						Called engineers and B7. B7 authorised additonal imaging exposure, patient treated as planned.

		I12594		5/30/25		5/30/25		Willow Wood Hospice bed offered for patient. 
Transport booked by patient flow for 11:30
TTO remianed in draft, very few medications in locker in patient's room. 
No Lilac form prepared.
Family on their way to travel with patient to hospice.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Pearson,  Angela		Incident being managed locally		No Harm						Contacted Willow wood hospice, who kindly agreed to accept patient on the understanding that a lilac form and full list of medications would travel with the patient and that the medications would be sent later that day. 
Spoke with ward medical team to highlight importance of propmt TTOs, and requested lilac form to be completed urgently.
Spoke with pharmacy tech on ward to ensure aware of urgency of situation, who kidnly agreed to provide updates on progress with TTOs. 
Ambulanz transport booked for TTOs later in the afternoon to ensure arrival at the hospice same day as the patient.

		I12595		5/30/25		5/30/25		Dr Kershaws Hospice bed offered for patient, cut off for admission 15:00
Transport booked by patient flow for 11:30
No TTO written
No Lilac form prepared				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Pearson,  Angela		Incident being managed locally		No Harm						Contacted Dr Kershaws hospice, who kindly agreed to accept patient on the understanding that a lilac form and full list of medications would travel with the patient and that the medications would be sent later that day. 
Spoke with ward medical team to highlight importance of propmt TTOs, and requested lilac form to be completed urgently, unfortunately no one available todo so but team based doctor Luke kindly agreed to support with this as he was in the office.
Spoke with pharmacy tech on ward to ensure aware of urgency of situation, who kidnly agreed to provide updates on progress with TTOs. 
Ambulanz transport booked for TTOs later in the afternoon to ensure arrival at the hospice same day as the patient.

		I12596		5/30/25		5/30/25		A pt 202501173 had a CT TAP for the 20_DOG03_476 TRACC study which was submitted as a standard of care. It was only through the patient alerting the radiographer that we were made aware the patient was on the above study. Looking at the request it states ‘No’ for a clinical trial, however the trial includes CT Abd-Pel. Looking through CWP and Radiology database this seems to have have happened for a number of patients on the trial over the lest year or so.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Research and Innovation		Incident affecting Patient		No Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Pearson,  Sally		Incident being managed locally		No Harm						ALL scans requested/performed while a patient is on a trial should be added as a trial scan to the CWP image request, even if the scans are performed at a standard of care time point or an additional research specific scan, any scan that is performed as part of the study protocol and included on the IRAS dose constraint needs to be requested as a clinical trial. The pt was added to the radiology database to monitor dose constraints and the trials team phones and then emailed.

		I12597		5/30/25		5/30/25		Patient's pressure areas checked after cytoreductive surgery/ HIPEC. Sacrum/ lower back found to be non- blanching with purple surrounding area.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres / Theatre 3				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Harm		Clinical incident		Pressure ulcer- developed DURING admission		Category 1		Madden,  Sarah		Learning response required		Moderate Harm		Low harm				Tissue viability link informed, recovery made aware, request to medical illustration made to take photograph of area and CCU will be informed by recovery practitioner. Tissue viability referral to be made on CWP.

		I12598		5/30/25		5/30/25		Image requests for the 20_DOG03_476 TRACC study were only approved through the IRAS for CT Abd-Pelvis scans. The majority of the scans were performed as CT Thorax-Abd-Pelvis which has increased ionising radiation. This can be requested by a clinician but not a non-medic referrer, who can only request what is approved in the research protocol, a number of CT TAPs were requested by a research nurse.				The Christie NHS Foundation Trust / Research and Innovation / Disease Specific Research Teams				Research and Innovation		Incident affecting Patient		Harm		Clinical incident		Non- conformity (R&D)		Non conformity		Pearson,  Sally		Incident referred to DPSIG		Low Harm		Low harm				An email was sent to the study team (PI, Lead nurse, research nurse and project manager) alerting them to this study and issues with scan requests. No further action as these are scans that have already occurred. Meeting with CMPE planned for discussion regarding dose impact.

		I12600		5/30/25		5/30/25		patient sticker on consent form had the wrong date of birth and these stickers were inside patient notes and on other paper work, patient confirmed correct name, address and date of birth and confirmed the correct date of birth. A new patient sticker with the correct date of birth was placed on the consent form and the incorrect patient stickers were removed from patient notes.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Theatres				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Non-clinical incident		Record		Inaccurate documentation		Madden,  Sarah		Incident being managed locally		No Harm						Reported to surgeon and to the co-ordinator and removed the incorrect patient stickers from the patient records

		I12603		5/30/25		5/30/25		tsrt9 
CBCT interruption at G154. Gantry rotated from 180.1- 154. 
OMRON activated d/w MCR online, appeared to be due to +2.9 rotation on couch. No gown/ paper overhanging.  Unable to resume due to OMRON activation
No clearance issues evident on image document.
Able to visualise sufficient anatomy- however set up not acceptable, therefore pt required additional CBCT (clinical)				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 1				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						Online input from MCR and superintendent radiographer

		I12604		5/30/25		5/30/25		TTOS not Sent down to pharmacy. Pharmacy Tech signed them as dispensed but the dispensary didn't receive TTO. Had to Chase this at 19:00 where the pharmacy told me they had received any TTOS for Two patients. causing delayed discharge and one patient having to come back tomorrow for her medications				The Christie NHS Foundation Trust / Network Services / Pharmacy				Network Services		Incident affecting Patient		No Harm		Clinical incident		Discharge		Delay/ failure		Patel,  Rizwan		Incident being managed locally		No Harm						Escalated to on call pharmacy

		I12606		5/30/25		5/30/25		patient went to bathroom on his own, states he lost his balance and fell to the floor but didn't hit his head.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 2				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Paterson,  Ruth		Incident being managed locally		No Harm						asissted to stand with 2x members of staff, obs recorded and neuro obs completed. patient retured to bed, graze to back, no other injury. Reviewed by dr, nil concerns. NOK updated at 08:30 by sister in charge. M+H risk assessment updated and OT/PT reviewed patient.

		I12607		5/30/25		5/30/25		Informed by HCA complaints of pain and swelling to left hand.  OA vancomycin extravated into hand.  Aspirated cannula, 0ml.  Removed cannula.  Cold compress in situ.  Elevated hand.  Resited cannula.  Informed medics				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Ambulatory Care Unit				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		Near Miss		Clinical incident		Infiltration		Infiltration		Scott,  Sabrina		Incident being managed locally		No Harm						As above

		I12577		5/30/25		5/30/25		tsrt9
The patient as per the imaging protocol for a #5 spine treatment would be imaging 1-3 and complete if all previous images are within tolerance and appropriate to proceed without imaging. However, this patient is daily imaging as instructed on the IRMER document and CWP. This patient was not imaged #4.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 10				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		15O Use of on-set imaging (including imaging according to local protocol)		Bashir,  Syrah		Finally approved		No Harm		No harm		6/3/25		A note has been written in navigator on Mosaiq to explain incident and consolidate daily imaging for this patient.

		I12578		5/30/25		5/30/25		tsrt9
Acquisition error outside room G2 - confirmation image				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13Z On-set imaging:production process (including inappropriateexposure used, image not captured, incorrect CBCT filter used or left in for kV image, incorrect field localisation of exposure, unsuitable positioning of imaging panel)		Booth,  Adam		Incident being managed locally		No Harm						B7 informed, MCR informed, repeated successfully

		I12579		5/30/25		5/30/25		tsrt9
When moving to iso, noted iso was in incorrect place, looked as though mark had been dislodged between #2 and #3				The Christie NHS Foundation Trust / Network Services / Proton Beam Therapy Centre / PBT-Gantry 2				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		PR - Proton Radiotherapy		13J Transfer of marks		Burgess,  Claire		Incident being managed locally		No Harm						Iso moved to and moves measured and checked against plan. Opposite iso mark matched. Mark reattached in correct place.

		I12618		5/30/25		5/31/25		DTI on the left ankle (resolving now)
No datix was done and has not been photographed since 09/05/25.
Has now been photographed. 
Noticed ?blisters on testicle.		Audit to be repeated weekly and reviewed by Palatine matron. 
Palatine has rolled put a back to basics month with week dedicated to pressure ulcers and tissue viability		The Christie NHS Foundation Trust / Network Services / Palatine Ward / Palatine Ward- Adult				Network Services		Incident affecting Patient		No Harm		Clinical incident		Pressure ulcer- developed DURING admission		Deep tissue injury		Anderson,  Rebecca		Finally approved		No Harm		No harm		6/3/25		Datix and alerted medical illustration.

TVN review 30/5/25 by TVN Matron - DTI to LEFT ankle. Plan put in place as per CWP.

		I12609		5/30/25		5/30/25		TSRT9

#8/15 Right Breast 3F XRT.

Offline image review instructions not actioned - SCF image missed #7 + Medial image missed #8.

SCF image scheduled as repeat as previously OOT; Medial scheduled as weekly image.				The Christie NHS Foundation Trust / Network Services / Radiotherapy Department / Suite 8				Network Services		Incident affecting Patient		No Harm		Radiotherapy incident		XR - Radiotherapy		13BB On-set imaging: recording process (recording of result of image review not undertaken, resultant actions from image review not undertaken, documentation and application of systematic correction)		Birmingham,  Jennifer		Incident being managed locally		No Harm						Escalated to B7 after delivery of #8.

Both images scheduled for next # (#9).

Team reminded to check notes for all patients daily prior to treatment.

		I12610		5/30/25		5/31/25		- Unclear understanding of why blood transfusion had been delayed as long as it had. 
- Patient waiting over 24 hours to receive transfusion.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 4				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Transfusion incident		Delay		Delay by clinical team		Langstaff,  Alexandra		Incident being managed locally		No Harm						- Escalated to medics on shift about plan for transfusion. 
- Treated with IV paracetamol to control temperatures. 
- Nurse in charge made aware.

		I12614		5/31/25		5/31/25		Patient stood up from chair to walk to bathroom, lost balance and fell backwards through the curtain and hit head on neighbouring patients bedside locker. Witnessed by HHCA who was changing the bed at the time and I had just entered the bay.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Acute and Supportive Cancer Services / Acute Assessment Unit (AAU)				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		On the same level/ from standing position		Clarke,  Catherine		Incident being managed locally		No Harm						Pt does not voice any injuries. Able to roll onto knees and use armchair to kneel up into off floor. Manual handling principals maintained. 
Observations stable. Neuro obs stable GCS 15/15 slight weakness/restricted movement in left arm due to lymphoedema - long standing. No visible cuts/skin tears/bruises. 
CBG stable @5.9mmols. 
Medics informed and r/v not currently for Ct head.
Pt informed own NOK of fall and did not want nursing staff to call.

		I12615		5/31/25		5/31/25		patient was using the commode this morning and after she was finished I asked if I could check her pressure areas. When checking her buttocks it was very red and blanching with two moistuire leasions/Cat 1's. patient told me that whenever she came in she had two leasions which were old but these look like they are new. Louise is not mobilising as frequently anymore and finding it hard to mobilise.				The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Moisture associate skin damage- Acquired during admission		Incontinence related skin damage		Kalfas,  Krzysztof		Incident being managed locally		No Harm						Applied cream to the area, Informed the NIC and updated the SSKIN bundle. Have updated the handover as well with this information. Needs MI and TVN to review. Will handover a strict 4hrly repostioning. 

TVN review 2.6.25 - plan updated for MASD.

		I12616		5/31/25		5/31/25		Unwitnessed falls, reported that patient was walking back to her bed, felt dizzy, held onto back of her chair. Lost balance and fell back. Hitting head. 
L/S BP completed after falls, found to be positive for postural drop.		Medics informed. 
Observations taken.
Blood sugar measured. 
ECG taken. 
Lying and Standing BP taken - care plan updated.
Physio referral sent. 
Neuro observations checked. 
Patient advice to mobilise with nurses as per medics note. 
Handover and huddle updated.		The Christie NHS Foundation Trust / Clinical Support and Specialist Surgery (CSSS) / Ward 14 & 15				Clinical Support and Specialist Surgery (CSSS)		Incident affecting Patient		No Harm		Clinical incident		Falls including slips and trips (Inpatient)		Unwitnessed Fall		Spooner,  Jennie		Finally approved		No Harm		No harm		6/2/25		Emergency bell pulled, observations completed, blood glucose completed. 
Medical team assessed immediately. Neuro observations for 6 hours 
NOK informed
Fall care plan completed on CWP, L/S BP completed - Updating M&H CQuin, documentation in nursing notes.






Incidents identified that require a Learning Response !lllﬁ
The Christie

NHS Foundation Trust

PSllis reported in month

» Learning responses are triggered when an opportunity for new learning is identified.

3
2 2 » Potential learning responses are discussed and agreed at the PSIRF delivery group which
1 is held weekly and attended by the patient safety team and divisional governance teams.

0 « 8 learning responses were triggered both locally and via the divisional PSIGs in May 2025.
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. SWARM and After-Action Reviews are favoured locally in clinical teams; feedback
suggests that these are easily established and engage a wide range of staff quickly.

Learning responses reported in
month . MDTs are favoured when a more in-depth review is required, and feedback suggests
= 8 these have replaced the RCA under the S| framework.

. Thematic reviews are triggered least but are labour intensive to complete, considering
0 common factors across a tranche of incidents to develop action learning /
0 recommendations

. 2 MDT reviews ,2 SWARMSs, 3 After action reviews and 1 themed review was triggered in
May 2025.

Patient Safety Incident Investigations (PSIl) are triggered when there is a significant
2 2 opportunity for learning and improvement. PSlIs are extensive investigations which result in

2 T specific outcomes recommended by trained investigator.
_- .: + 2 PSlls were reported in May 2025:

* 112075 - fluid balance monitoring and care in the last days of life

Thematic  After Action MDTReview  SWARM
. Review Review . I122269—8missed opportunity to identify and treat immune related myositis
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Operational Risks !lZEi
The Christie

| NHS Foundation Trust

Risks with a current risk score of 15 and above.

Risk Risk Initial Current Target Move NextReview
Risk Risk Register Subtype Date opened ) ) ) Review comments
ID owner rating rating rating ment Date
108  Breach of trust compliance target 28- day Faster Haematology Patient 12/03/2025 i 12 * 12/06/2025
Diagnosis Standard (FDS) for patients with a Teenage and Experience Chloe
possible haematology malignancy Young Adults Risk Read 9
194  Risk to patient safety & experience due to issues Haematology Patient Ruth 20/08/2024 " 12 4 30/05/2025
relating to lack of visibility of virology blood tests Teenage and Experience Elizabeth
sent externally to MFT Young Adults Risk Clout 6
204  Risk to Treatment Delivery due to ASU Pharmacy Business Anna 19/03/2025 4 16/06/2025 Risk increased after divisional board on 11th
Worldorce Recruitment & Retention Continuity Risk Mcnichola April -the risks of not having sufficient staff to
s 6 do roles which enable dispensing to occur.
357 Thereis arisk of a patient inadvertently receiving Trustwide Patient Safety / 16/06/2023 4 18/05/2025
an unintended blood component or product Outcomes Risk Sharon
Jackson 5
389 Not Identifying and Delivering 25/26 recurrent ~ Trustwide Financial 30/10/2024 ~ 01/04/2025
VIP programme impacting on financial Management /
sustainability and ability to treat patients Waste Claire
Reduction Risk Mcpeake 16
453  Thereis arisk to patient safety and experience  Haematology Patient Safety / 14/05/2025 ~ 27/06/2025
due to issues relating to how results appear Teenage and Outcomes Risk
from blood tests sent externally to Manchester  Young Adults Victoria
Foundation Trust (MFT). Burns 6

* As of the current reporting period, six risks have a score of 15 or higher.

* There has been no change in the outstanding risk scores since last month.

* In May, none of the identified extreme risks were reviewed within the required trust timescales or in accordance with the trust’s risk review process, which mandates
monthly reviews through the 'Risk Review' tab and includes documented justification for any changes in risk scores.

. * 1 new risk, with a score of 15, was opened on the Haematology: Teenage and ))(gung Adult risk register ( ID 453)




Radiation Incidents !lllﬁ

The Christie

NHS Foundation Trust

| There were 2 IRMER reportable incidents reported to IRMER CQC in May 2025.

IRMER reportable patient safety incidents - Month reported to CQC
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Safe Staffing = gﬂ?
e ristie

NHS Foundation Trust

NIGHT Cumulative count over the month of CHPPD (Care Hours Per Patient Per
patients at 23:59 each day Day)

Hours Hours

Total menthly PLANNED

Registered Total monthly ACTUAL]
Average Fill Rate % 99.7%

Total monthly PLANNED]
Care Staff Total monthly ACTUAL| 5252 3.2
Average Fill Rate % 91.5%

Total monthly PLANNED]
ALL Staff Total monthly ACTUAL] 5252 8.9
Average Fill Rate % [

NIGHT Cumulative count over the month of ~ CHPPD (Care Hours Per Patient Per

Registered N v 9 My
Hours Planned > Fill Rate Hours Planned Hours Actual % Fill Rate patients at 23:59 each day

Critical Care Unit

Palatine Ward 3219 88.8% 918 5.8
‘Ward 10 2280 92 0% 766 48
Ward 11 2147 96.8% 852 4.4
'Ward 12 1612 107.9% 612 55
Ward 4 1882 42
'Ward 2 975 46

Acute Assessment Unit

Critical Care Unit

Palatine Ward
'Ward 10
‘Ward 11 15
Ward 12
'Ward 4
'Ward 2

Acute Assessment Unit

NIGHT Cumulative count over the month of ~ CHPPD (Care Hours Per Patient Per
Hours Planned % Fill Rate Hours Planned Hours Actual % Fill Rate patients at 23:59 each day

Critical Care Unit
Palatine Ward
‘Ward 10

Ward 11

'Ward 12

Ward 4

'Ward 2

Acute Assessment Unit

*Nursing i hours are di: due to national guidance, however the actual hours are i




Patient Experience
The Chrlstle

NHS Foundation Trust

“Patient recently passed away and family wanted to pass on their gratitude and thanks to everyone at The Christie for the precious time
that her treatment gave them all. At the time of her passing her cancer was stable and she died due to frailty and was pain free. The
patient was diagnosed with cancer at 78 and the family were fearful that she would not be offered treatment as an older person.
However, this could not have been further from the truth, she received treatment that gave her nearly two years that the family would
not have had. Everyone at the Christie who treated the patient with the utmost care and respect and the family don't know how they

would have coped without the help and advice received.”

“Compliment the smoking cessation team, last week or week before they called patient and provided him with free inhaler to help him
stop smoking, they gave him great hints and tips to help with giving up smoking and he feels inspired.”

“We cannot speak highly enough about the support and care provided by all at the AAU. The staff were very thorough in their treatment
and assessment. They admitted the patient to the ward overnight and fundamentally changed her pain relief with positive results so far.

Everyone there was so kind and pleasant to her.”
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Friends & Family Test

The Christie
Monthly Summary | NHS Foundation Trust

Response Rate - Inpatients- starting 01/04/22 Recommended Score - Inpatients- starting 01/04/22
50.0% 100.0%
45.0% 98.0% _ -
00% %6.0% = ~
35.0% : ...‘...... 94.0%
30.0% e S = 20% T T T T T T T ST e s s s s s s s s
250% :;;____J.'_________“____'_________- 90.0%
20.0% 88.0%
15.0% 86.0%
10.0% 84.0%
5.0% 82.0%
0.0% 80.0%
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Mean —#—0 == =Process limits - 30 ® Special cause - concern @ Special cause - improvement = = Target Mean —#—0 == =Process limits - 30 ® Special cause - concern ® Special cause -improvement — = Target
The Inpatient response rate continues to show improvement in recent months. Recommended Scofe - Qlitpatients; starting 01/01/22
Both the recommended percentage scores for Outpatients and Inpatients 100.0%
remain high with Outpatients maintaining a sustained period of high 98.0%
performance. 96.0%
BRI Ty o — A e e
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%
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Cancer Standards !lZlB

The Christie

NHS Foundation Trust

62 Day Performance- starting 01/04/22 31 Day Performance- starting 01/04/22
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9.
99.0% y 000 '...

98.0%

)
90.0%

o7.0%
30.0% @ ; *

96.0%

70.0% \ ¢ : > 95.0%

94 0%
L

93.0%

92.0%
50.0%

91.0%

400% 90.0%
NN NN NN NN N©D 0D 000000000 TYTYIIIITELTO0D LD NN NN NN NN N0 00000000000 YT ETIILELIILLLITND DD D
SIS RARACARERAAERACIIIIIIIIIIIZIRALRE SN RNQAQERCRRERRARCU0IIIIIIIIIIIIedgdsnsd
L >®C S oaoag 2 0Cags>C3 oayg20Caks>»CIJoag 20Calkyn S »C S oag=20Caoag5>»CSToag=20Cags5d>CIToag 20Calks5»
o S Q 0 0 om0 " o S [ 0 0o g 0 8 o > o o0 o 0o 8 o o > [ oo o o0 8 oS [ o0 g0 8 o > O 00 0o 8 [o]
2837329024822 23°328028885¢2322373323502885¢2:2<28 2837280285832 83°32802852:<23732802885823<22
Mean % C = =P limits - 30 ®  Special cause - concem @  Special cause - improvement = = Target ——Mean % Compliance == =Process limits -3¢ ® Special cause - concern @  Special cause - improvement = == Target

National . )\ . Oct-24 Nov-24 Dec-24 Jan-25 25 Mar-25 May-25
62 Day T5% 72.3% | 73.1% | T76.7% 79.9% | 751% | 81.3% | 76.8% | 76.3% | 71.8% | 73.5% | 75.7% | 72.1% | 68.5%

28 Day FDS 80% 75.0% | 100.0% | 91.7% 864% | 90.0% | 81.3% | 89.5% | 88.9% | 83.3% | 87.5% | B7.0% | 94.7% | 82.6%

24 Day Internal 85% T25% | 74.9% | 78.2% 788% | 731% | 775% | 75.0% | 76.6% | 71.2% | 72.8% | 72.1% | 72.2% | 67.4%

31 Days 96% 99.6% | 99.3% 99.2% 99.3% 98.8% | 98.8% | 98.2% | 99.3% | 99.0% | 99.1% | 99.7% [ 99.1% | 97.9%

18 Weeks - Incomplete 92% 97.6% | 97.1% 97.2% 97.1% 96.8% | 974% | 96.5% | 96.6% | 98.1% | 96.8% | 96.3% [ 95.1% | 95.1%

As of October 2023, all 62-day standards are merged into one 62-day standard and all 31-day standard types are merged into one combined 31-day standard. The

Targets have been temporarily lowered from 85% to 75% for the new combined 62-day standard and a new combined target of 96% assigned to the new 31-day
combined standard. 24




Cancer Standards — Health Inequalities Analysis !lZEi
The Christie

62 Day Treatments between 01/04/2023 — 31/05/2025 analysed by gender, age and ethnicity. | NHS Foundation Trust
62 Day Treats by Gender 62 Day Treats by Age Band 62 Day Treats by Gender & 62 Day Compliance 62 Day Treats by Age Band & 62 Day Compliance 62 Day Treats by Ethnicity & 62 Day Compliance
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Cancer Standards — Health Inequalities Analysis !lZEi
The Christie

NHS Foundation Trust

62 Day Treatments between 01/04/2023 — 31/05/2025 analysed by gender, age and ethnicity.

62 Day Treatments by Gender & Internal 24 62 Day Treatments by Age Band & Internal 24 Day 62 Day Treatments by Ethnicity & Internal 24 Day 62 Day Treatments by Gender & 62 62 Day Treatments by Age Band & 62 Day
Day Compliance Compliance Compliance Day Performance Category Performance Category
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Referrals Analysis !lZlB
The Christie

NHS Foundation Trust

External Referrals Received - Trust
(includes referral sources : External referrals, 62 day, GP)
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Length of Stay !lZEi

The Christie

NHS Foundation Trust

Overall Length of Stay (Excluding zero LOS) - in-month discharges- starting 01/05/23

100
9.0
8.0
70 -
60 : . - — Overall length of stay, elective and non-elective spells continue to be well within
50 control limits.
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Activity — YTD Progress !lZEi
The Christie

Trust level activity | NHS Foundation Trust

Elective Spells Non-Elective Spells Daycases Surgical Operations

1.4% 0.0%

2.3%

New Attendances Follow Up Attendances Outpatient Procedures

0.3% 2.1% 12.0%

I /70 ACTIVITY ACHIEVED
YTD PLANNED ACTIVITY
*subject to validation

39
*25/26 plan information will be available at month 3. YTD performance has been compared with months 1&2 plan data from 24/25 as a guide




Activity — YTD Progress !lZlB
The Christie

NHS Foundation Trust

Chemotherapy Deliveries Chemotherapy 1st Treatments Chemotherapy Reviews

-0.2% 0.3% 0.8%

Radiotherapy Fractions Radiotherapy 1st Treatments Radiotherapy Reviews

-0.3% 0.0% -4.2%

SACT 1st Treatments, 15t Fractions & Surgical Operations do not form part of the 24/25 activity plan -Eg ‘:LC:LIVJEYD‘:CC*T”IEXTE\?
. and are used as supplementary guides to productivity. The figures are monitored against the previous *subject to validation
year's month for comparison. 40 4




Complaints !lZlB

The Christie

NHS Foundation Trust

Formal Complaints per Month- starting 01/04/22 Complaints Outcome
25
250 Y/
—__—eemsmssssesssssessessesesesesEsEEsEsEse-- 20
200
15
15.0
100 ey b—0—0" ’ \ \ ) \ i 10
5.0------------------------------ 5
0.0
FEIRAYINIYRIRQRQTIRIRLILIIIIITIIIIIII®RERERR 0
5355333838 ce885853358386Gc388575335838&5385% R I s I Y R S R S ST S Sl N SR S N ST R A S PP
%}j éwozmﬁu§%§ﬁ éwozoﬂu§%§ﬂ éwozﬂﬁu§%§ ‘gs\wg‘f‘w !?r»?ﬁw%a‘:wé}w“o_\wqé’w‘é{w«égw*em?dw‘}s\wgw‘F\rﬁmeﬁno(}wg_}wgéw}g’b‘(@‘i’@éﬂr?e’t“@'?
—— Mean @0 == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target = Mot upheld Partially upheld = Upheld m\Withdrawn
12 new complaints received in May 2025. Ombudsman Cases
Complainants have the right to refer their case to the Parliamentary and Health
12 complaints were closed in May 2025. Service Ombudsman (PHSO) if they are not satisfied it has been resolved by

the Trust.

0 cases were referred to the PHSO in May 2025. 3 active cases in total with
the PHSO.

41




PALS INHS |

The Christie

NHS Foundation Trust

PALS Contact by Type 44 new PALS contacts have been received in
May 2025.

20

5 of those raised concerns about their
experience at The Christie but did not wish to
proceed with a formal complaint. The other
reasons for contacting PALS are captured in

70 A
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Quality Improvement & Clinical Audit INHS|

QICA programme - Quality Improvement and Clinical Audit
Including service evaluations and patient surveys

Reminders are sent mid-quarter which lead to increased number of
closed projects

The Christie

NHS Foundation Trust

Summary status of projects (may2025)

B Complete
H >3m Overdue
469 Due now
156 Not due yet

= Not carried out

No. closed projects by month
(Quality improvement, Clinical audit and service evaluation)

evaluation
40 )
35 600
30 500
25 400
20
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10 200
5 100
== —r g el
0 0
R I I I I I A I I IS T I B B AR RRNIISIIISIISISISRAFELG
>—EEQBQ.‘5>UCQ‘-‘—}ES!}BQ‘GbUEQ‘-L> >E3E}DQ.“>UC£5-h>-CEmD.“>UCQ‘-“>‘
2353780882232 252302828228 £33 3862822238233 5628822238
—a—(Closed completed  =—s==—Closed not completed —a—71y pastestcomp =—==—0Ongoing 6m past est comp
44

No. open projects by month
(Quality improvement, Clinical audit and service




HR Metrics Sickness

NHS

The Christie

NHS Foundation Trust

Our sickness absence target has been
revised, it is now 4.25% for 2025

Our sickness absence rates have increased post Covid. This mirrors
atrend in the NHS and across other sectors nationally. The previous
absence target of 3.4%is no longer realistic.

Last updated: 10/06/2025

O Monthly Sickness % Yearly Sickness % Absences Ended Long Term
C = g (R
- Rl G 411% 4.62% N an 40
- ooo
Trust Overview
Jun 24 Jul 24 Aug 24 Sept 24 Oct 24 Mov 24 Dec 24 Jan 25 Feb 25 Mar 25 Apr2s May 25
4.47% 4.80% 4.50% 4.64% 5.06% 4.96% 5.10% 5.06% 4.66% 3.95% 4.18% 4.11%

O

D i SR

No=2—0
-— e e e e e en o e e e e e - Van == &

Absence Compliance- starting 01/05/23
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HR Metrics — Mandatory Training E'_ZIE
The Christie

NHS Foundation Trust

F2F Compliance &?@ Online Compliance
84.96% %ﬂ 94.76%

Modules Outstanding

3,725

@ Performance | Mandatory Training % Stocsal Comga e

93.88%

Trust Compliance

Jun 24 Jul 24 Aug 24 Sept 24 Oct24 Mav 24 Dec24 Jan 25 Feb2s Mar 25 Apr2s May 25
93.19% 93.73% 93.79% 93.68% 93.66% 93.62% 93.95% 93.91% 93.94% 93.95% 93.48% 93.88%
Mandatory Training Compliance- starting 01/05/23
®
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HR Metrics - PDR NHS
The Christie

NHS Foundation Trust

Expired Appraisals Appraisals Due Soon

87.39% 423 &'-’»EE 564

@ Performance | Appraisal e E Overall Compliance
I*i

Jun 24 Jul 24 Aug 24 Sept 24 Oct 24 MNov 24 Dec 24 Jan2s Feb 25 Mar 25 Apr 25 May 25

85.28% 86.63% 87.95% 87.18% 87.05% 87.27% 87.46% 87.22% 88.49% 87.93% 87.59% 87.39%

i

PDR Compliance- starting 01/05/23
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Workforce Metrics - Turnover !lZEi
The Christie

NHS Foundation Trust

All Turnover

9.18% 11.45%

@ Performance | Turnover g[]_-:") Voluntary Tunover

Trust Voluntary Turnover
Leavers last month
LA

& =

%E. 31

.18%

9.15% Dismissal 2
un 24 ul 2 g 24 Sept 2 Oct 2 ov 24 an 25 Feb 25 2 pr2 May 25
Trust All Turnover End of Fixed Term Contract 1
12.38%
12.45%

Retirement 5

11.45%

11.35% 11.35%

Veoluntary Resignation 23




Finance (Executive Summary) !lZlB
The Christie

NHS Foundation Trust

Month 02 YTD position Annual Plan | YTD Budget | YTD Actual | Variance This report outlines the M2 consolidated financial performance of The Christie
NHS Foundation Trust and its wholly owned subsidiary The Christie Pharmacy

Cllnlcal Income (466,475) (77,746) (75,987) 1 759

Other Income (80,458) (13,367) (12,891) 477

Pay 264,174 43,159 42,194 (965)

Non Pay (incl drugs) 256,452 43,569 42,048 (1,521)

Operating (Surplus) / Deficit (26,307) (4,384) (4,636) (252) I1&E

Finance expenses/ income 23,089 3,848 4229 381 » The Trust is reporting a surplus at the end of M02 of (£1.2m) against a M01

(Surplus) / Deficit (3,218) (536) (407) 129 YTD plan of (£1.3m), which gives a month 02 variance of £0.1m under plan.
Exclude impairments/ charitably funded capital donations (4,282) (714) (759) (45) » ldentified in-year VIP is £22.3m against a target of £25.3m. The VIP shortfall
Adjusted financial performance (Surplus) / Deficit (7,500) (1,250) (1,166) 84 against the recurrent VIP target is £4.1m, where £8.6m has been identified

against a target of £12.6m (68% of recurrent target identified). Non-
recurrent identified VIP is £13.7m against a target of £12.6m, overachieving
by (£1.1m).

Cash Balances
£150,000 Balance sheet / liquidity

£125,000 m » The cash balance is £118.4m.
» Capital spend for 2025-26 was £1.2m, this was (£0.6m) above the revised

£100,000 plan submitted to NHSE.
S » Targets have been achieved against payment of creditors paid within the
£75.000 30-day Better Payment Practice Code target.
£50,000
E25,000

L S S . . .- . .
B T A R




Finance (Expenditure) !lZEi
The Christie

NHS Foundation Trust

Bank & Agency Spend <0000 Bank & Agency Spend by Staff Group

600,000
400,000

500,000
300,000

400,000
G 300,000 200,000
200,000 100,000

000 0 m’
Jun-24 Jul-24 Aug-24  Sep-24 Oct-24 Nov-24  Dec-24 Jan-25 Feb—ZS\W)Z/Apr—ZS May-25
_ Month
Jun-24  Jul-24  Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25 Apr-25 May-25 (100,000)
Month
HBank M Agency = HCA and other support staff em==Medical Nursing — eme=STT e ARC Other

Agency spend in month 02 is £0.3m, £0.6m YTD. The spend is predominantly on medical agency with increases in month on nursing agency and scientific, technical
and therapeutic agency compared to month 01.

Alongside this, bank spend decreased in month 02 by (£0.1m) compared to month 01, giving £0.4m in month 02 and £0.9m YTD.

-} 2 |




Finance (Expenditure) !lZlB
The Christie

NHS Foundation Trust

Run Rate

18,000

16,000

14,000

N
12,000 P N
Non Pay - Drugs

o 10,000
g Non Pay - Other
w 8 000 e Pay - Agency

'y

Pay - Clinical
6,000 s Py - Non Clinical
/\ e Pay - Other
. j \
2,000 \/

Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25 Apr-25 May-25
Month

Drugs spend in month 02 is £12.0m, a decrease from month 01 of £0.4m linked to fluctuations in pass through drug spend

Pay — Clinical spend in month 02 is £13.8m, an increase from month 01 of £0.7m driven by year to date pay accrual correction and increase in CSSS pay.
Pay — Agency spend in month 02 is £0.3m, consistent with month 01

Pay — Other spend in month 02 is £2.1m, a decrease from month 01 of (£1.0m) driven by year to date pay accrual correction

Non Pay — Other spend in month 02 is £9.2m, an increase of £0.7m from month 01 is driven by increased spend on clinical supplies & services.

Key elements of ‘Non-Pay Other’ spend consist of clinical supplies and service$,Jpremises and infrastructure costs and R&l costs.
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Capital Spend £'000

51,000

48,000

45,000

42,000

39,000

36,000

33,000

30,000

27,000

24,000

21,000

18,000

15,000

12,000

9,000

6,000

3,000

NHS Funded Capital Programme 2025-26

The Christie

NHS Foundation Trust

The Trust has incurred £1.2m on capital schemes at month 2 2025-26, overspending
by £0.6m against the revised plan submitted to NHSE.

Apr-25  May-25 Jun-25  Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26

Month
|| vt Captat Spent —— Toat Captet |
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In Year Recurrent VIP In Year Total VIP Total In year VIP
(Target: £12.65m) (Target: £25.3m) + Total identified VIP schemes
c1,00 e - £25,000 Py e reported are £22.3m (£13.7m
Gap, £4,050 — Gap, £7,052 non recurrent / £8.6m

£10,000 Gap, £5,455 W Gap £20,000 mGap

u Risk A a RiskeAd] recurrent).
ufed £15,000 ufed » Risk adjusted identified

oo mber 10000 mber schemes value £18.2m, leaving
Green Green
m Delivering W Delivering

£8,000

(£000)
(£000)

£4,000 £7 .1m unidentified.
Torget £ Target Recurrent
€0 » Schemes totalling £8.6m have

Target Identified Risk-Adjusted Target Identified Risk-Adjusted

£2,000

£0

been identified recurrently
against a recurrent target of

100% 75% 50% 0% + This leaves £4.0m of the

recurrent target delivered.

e Year To Date

Risk-Adjusted Risk-Adjusted

Identifed Unidentified

Delivered VELENTS

Identified Unidentified
(£000) (£000) (£000) (£000)
25,298 22,315 2,983 18,236 7,062 4,216 4,216 0

(£000) (£000)

Recurrent VIP 12,649 8,599 4,050 7,194 5,455 2,108 1,199 909
Non-Recurrent VIP 12,649 13,716 (1,067) 11,041 1,608 2,108 3,017 (909)

J 53




NHS

The Christie

NHS Foundation Trust
Agenda item 21/25c¢

Meeting of the Board of Directors

Subject / Title

Value Improvement Programme (VIP) 2025/26

Author(s)

Jo Bolger Leece, Assistant Director for Value Improvement

Presented by

Claire McPeake Chief Operating Officer

Summary / purpose
of paper

This paper provides:
e An overview of the Value Improvement Programme (VIP) with
a month 2 position and a mid month position for month 3.
e A summary of progress
e Actions being taken to achieve VIP target
e Assurance that a focus on engagement and ownership
remains and governance is in place to manage risk.

Recommendation(s)

The committee is asked to note:

e The content of the report and
e The associated actions identified to improve delivery.

Background papers

NA

Risk score

Risk 3629 — Score 16

Link to:

» Trust strategy

» Corporate
objectives

Executive objective:

1 -To demonstrate excellent and equitable clinical outcomes
and patient safety, patient experience and clinical
effectiveness for those patients living with and beyond
cancer.

6 - To maintain excellent operational, quality and financial
performance

Board Assurance Framework: Risk 1, Risk 6, Risk 7, Risk 9, Risk 10

You are reminded
not to use acronyms
or abbreviations
wherever possible.
However, if they
appear in the
attached paper,
please list them in
the adjacent box.

Value Improvement Programme: VIP
Quality Impact Assessment: QIA
Equality Impact Assessment: EIA
NHS England: NHSE

Getting it Right First Time (GIRFT)
Model Health System (MHS)

Clinical Advisory Group (CAG)

v
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Board of Directors
Value Improvement Programme (VIP)

1.0 Background and Introduction

The Christie strategy 2023 to 2028 sets out how we will continue to deliver our mission - to
care, discover and teach - through the 4 themes of our vision: leading cancer care, the Christie
experience, local and specialist care and best outcomes.

A key enabler of our strategy is ensuring financial sustainability to support and drive innovation
and improvement, while continuing to invest in our capital and services. In line with the rest of
the NHS, in 2025/26 the Christie must achieve a challenging cost improvement target of
£25.3m. To address this, as previously presented to the board, a framework was developed
and aligned with our Trust ambitions, focusing on delivering improved outcomes for patients
by getting the basics right, daily management, ensuring the services we provide are equitable
and seeking innovative approaches to improve productivity and efficiency.

Our Value Improvement Programme (VIP) approach at The Christie aims to bring cost and
quality together to embed a system and culture where improvement is part of our daily work
and we have an approach to empower, engage and support our staff to achieve this.

The target from Greater Manchester ICB is that 100% of the target should be identified by the
end of June. Recognising the need to inject capacity and pace into the VIP plans to meet our
financial forecast, several improvement interventions have been supported. The VIP position,
risks and actions are being tracked weekly.

This paper describes the current position of VIP and outlines the outcomes and actions being
taken including the governance around the Quality Impact Assessment (QIA) process.

2.0 Financial Overview: VIP

The Trust has made good progress against the target of £25,298,000. Month 2 progress
against plan was achieved and weekly reporting of the VIP position provides us with a real
time progress against plans. Using the national risk rating, the VIP position is submitted to
NHSE weekly.

The position as at the 11th June 2025 is £20.7m has been delivered, however a high
percentage of this is non recurrent. The gap of unidentified has reduced to £2.1m. There is
£2m of schemes allocated as RED which means plans still need to be delivered.

The risk for achievement of the VIP target score remains high for the Trust scoring 16, and
mitigating controls and actions are being reviewed weekly.

The risk rated position is based on whether there are plans and QIAs in development or
completed. The Christie has achieved 83% either delivered, or risk rated ‘Green’.

Red (of which remaining]

£20761,3% £150,000 £206,008 £2.047 09
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Once a month, NHSE are also providing a summary of every Trusts position in terms of
savings implemented or delivered. The month 2 position is below. The Christie is currently
benchmarking well in second place, however we must recognise that the overall position
nationally is falling below the target of 100% fully developed by the end of June.

Efficiency programmes implemented or fully developed as at 05-

Jun
10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

o
X

Wirral Community
Christie
Mersey Care
NWAS
Blackpool
Morecambe Bay
Stockport

Lancs &S...
GMMH
East Lancs
Lancs & S Cumbria
Pennine Care
Walton Centre
Wirral Teaching
Bridgewater
East Cheshire
Tameside

M Lancashire & South
Cumbria
Warrington &...

Liverpool Heart &...
Lancs Teaching
Cheshire &...
Mid Cheshire
CWP
Mersey & W Lancs
Greater...

H Greater Manchester

m Cheshire & Mersey

Liverpool Women's
Clatterbridge
LUHFT
Alder Hey
NCA
MFT
Bolton
WWL
Countess of...

In addition to the VIP target, corporate reduction in growth of £6m is also required.

Work has been ongoing over the last month, and the Trust has successfully identified the
£6m through a combination of income and cost improvements alongside re-stating the
position in line with the prescribed definitions and taking into account service changes e.g.
taking on new services.
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3.0 Action being taken to recover the position

Staff communication: We continue to deliver excellent patient care and maintain safe and
effective services. In order to support our staff through this financial reset, the frequency and
approach to communication and engagement have been re-freshed. A number of sessions
have been held to explain the national and local financial position, and what role the Christie
has to play in supporting this. These include:

e An exceptional Clinical Advisory Group meeting

e A session for operational staff on the financial position, VIP and their role as
operational leaders

o An executive led ‘NHS Financial Reset’ staff engagement Q&A session which was
attended by over 150 staff. This session is available for staff to watch back and
continue to ask questions via a new section of FAQ on the VIP pages on HIVE.

e Updated intranet pages on HIVE and encouragement of staff to submit ideas and
questions.

Performance: All divisions were allocated VIP targets at the start of the year, and progress is
being reviewed against them via reports from a central VIP tracker which records every
scheme. Divisions falling below target are subject to additional meetings with the Chief
Operating Officer to review recovery actions and provide support.

e All VIP schemes require a:
o A Quality Impact Assessment (QIA) or checklist
plan
delivery date
lead
financial value
risk rating based on NHSE risk rating which is reported externally weekly.

O O O O O

QIA: The Quality Impact Assessment (QIA) process was strengthened with a revised checklist
based on good practice and the Trust governance has been aligned to this. A Quality Impact
Assessment (QIA) is a risk assessment for identifying the anticipated, actual or potential
impact of business cases, service changes or VIP schemes. It provides assurance that
savings are not being made at the detriment of quality and must be signed off by Clinical and
Nursing leads prior to scheme being implemented.

Immediate recovery actions: As part of our efforts to manage resources responsibly,
maintain our commitment to avoiding redundancies and ensure we meet our required savings
targets, several control measures already present in other Trusts have been adopted over the
last 2 months. In addition, a review of each divisions financial performance for month 1 and 2
and a deep dive into schemes risk rated RED indicating they don’t have plans developed is
taking place to close the gap. This is alongside further review of recommendations of good
practice for outpatient, theatres and inpatient services.

4.0 Benchmarking

As part of the VIP approach, seeking best practice, benchmarking and opportunity
assessments continue. The Christie is taking part in peer reviews, most recently
interventional radiology. The Getting It Right First Time (GIRFT) programme is a national
NHS England programme designed to improve the treatment and care of patients through
in-depth review of services, benchmarking, and presenting a data-driven evidence base to
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support change.

The programme undertakes clinically led reviews of specialties, combining wide-ranging data
analysis with the input and professional knowledge of senior clinicians to examine how things
are currently being done and how they could be improved. GIRFT is part of an aligned set of
programmes within NHS England with the backing of the Royal Colleges and
professional associations. GIRFT governance has been revised for the Christie based on
national GIRFT Governance recommendations released at the end of the financial year.
Outcomes from GIRFT and Model Health System (MHS) are being fed into the VIP programme
to ensure areas for improvement can be driven forward to improve care for patients and
experiences for staff.

5.0 Next Steps

The focus now must shift from identification to execution. To ensure continued progress and
sustainability, the following priorities are

All divisions must ensure 100% scheme identification with Green rating by end of June.
- VIP trajectory to be mapped for full year delivery.

- Maintain a high level of staff engagement to foster ownership and innovation.

- Monitor progress on high-risk (RED) schemes and ensure timely intervention.

- Support robust clinical governance via the enhanced QIA process.

- Prepare for the 2026/27 VIP cycle, with a launch planned for Autumn.
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Agenda Item 22/25a

Meeting of the Board of Directors

Thursday 26" June 2025
, , Strategic & Annual Objectives and strategic risks / risk
Subject / Title :
appetite statement
Author(s) Louise Westcott, Company Secretary
Presented by Chief Executive Officer

For the Board of Directors to receive the refreshed
Strategic Objectives and annual objectives for 2025/26
and to consider the updated strategic risks and risk
appetite statement.

Summary / purpose of paper

The board of directors are asked to;

e Approve the 2025/26 strategic and annual
objectives

) ¢ Note the strategic risks relating to the strategic and
Recommendation(s) annual objectives for inclusion in a revised Board
assurance framework (BAF) following approval of
the objectives

e Approve the risk appetite statement for publication
on the Trust website.

Corporate objectives, board assurance framework
Background papers

2024/25
Risk score N/A
Link to: e Trust’s strategic direction
» Trust strategy e Divisional implementation plans
» Corporate objectives e Key stakeholder relationships
BAF Board assurance framework
ECN Executive Chief nurse
You are reminded not to use EDoF Executive director of finance
acronyms or abbreviations wherever _ . .
possible. However, if they appear in | EMD Executive medical director

the attached paper, please list them | oo

. X Chief operating officer
in the adjacent box.

DoW Director of workforce

NHSE NHE England
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Meeting of the Board of Directors
Thursday 26" June 2025

Strategic and Annual Objectives 2025/26 & risk appetite statement

Introduction

This paper seeks approval of the refreshed strategic and annual objectives for 2025/26
(appendix 1) and outlines the strategic risks relating to achievement of the strategic objectives
that will make up the refreshed Board Assurance Framework. The Trust Risk Appetite
Statement is also presented for its annual review.

Background

Our Strategy 2023-28 describes where the Trust wants to be, and the operational plan
describes how we will achieve this in year. We previously described 8 strategic objectives, that
have been relatively consistent over the last eight years. This paper describes a simplified set of
6 strategic objectives. The revised strategic objectives, annual objectives 2025/26 and revised
strategic risks were reviewed at the Board Planning Day in May. The risks will replace some of
the existing BAF risks to form a revised Board Assurance Framework.

Strategic objectives

The strategic objectives are a fundamental element in the development of the operational plan
and enabling the executives and divisions to align their proposed programme of activity to the
Trust’s ambitions.

The 6 strategic objectives are detailed at Appendix 1 with the proposed cascade to the annual
objectives which will then be fed into divisional objectives. Monitoring of the objectives is done
through the integrated performance report and reports to board. Assurance is managed
through the board assurance framework and the assurance committees.

The amended Strategic Objectives are;

To deliver safe, effective & equitable care

To deliver excellent financial and operational performance

To provide integrated clinical, research and education services

To be an excellent place to work and attract the best staff

To transform our services to improve access and reduce health inequalities
To provider leadership within the wider NHS cancer system

ook wh =

Board Assurance Framework (BAF)

The Board Assurance Framework outlines the risks to achievement of the strategic objectives.
The document is regularly reviewed by the company secretary and the executive directors and
presented to each Board meeting and assurance committee. The risks within the framework
determine the focus of the assurance committees so that the Board can get appropriate
assurance against each risk.

The BAF will continue to evolve through regular review. The executive team will undertake a
more detailed review of the BAF for the September Board meeting and on a quarterly basis to
ensure the risks remain relevant and the target risk scores reflect any changes as the year
progresses. The first draft of the updated BAF is appended to this report.

Risk Appetite Statement
A Board approved risk appetite statement supports the Board Assurance Framework,
particularly the identified appetite against each risk that is outlined in the BAF. The statement is
published on our website. The Board need to review this annually. The statement is also
contained within the Risk Management Policy for the Trust that is published on the intranet.
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The recommended statement for 2025/26 is;

The Trust recognises that its long-term sustainability depends upon the delivery of its
strategic objectives and its relationships with patients, staff and the public and strategic
partners. It operates within a low overall risk range; it will not accept risks that have a
likelihood of a detrimental impact on patient/staff safety or to compliance and regulatory
objectives.

However, the Trust has a marginally higher risk appetite to take considered risks in terms
of its impact on the strategic, reporting and operations objectives in terms of its willingness
to take opportunities where positive gains can be anticipated, within the constraints of the
regulatory environment. The highest risk appetite relates to our pursuance of innovation
and transformation objectives.

6. Recommendation
The board of directors are asked to;
e Approve the strategic and 2025/26 annual objectives
¢ Note the development of the board assurance framework (BAF) following approval of the
objectives
e Approve the risk appetite statement for publication on the Trust website.
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Strategic & annual objectives and strategic risks 2025/26

1. To deliver safe, effective, patient orientated & equitable care

Annual Objectives 2025/26 Strategic Risks

e Achieve the year 3 actions of the Quality Plan 2023-2026 e If we do not follow the Patient Safety Incident Response Framework (PSIRF)

« Achieve the year 1 actions of the Risk Strategy there is a risk that we will miss opportunities to learn lessons and improve
patient safety leading to preventable patient harm.

e Achieve the year 3 actions of Patient Experience and

Engagement Plan 2023-2026 ¢ If we do not continuously review our compliance with the regulatory standards

and take corrective action where needed there is a risk that we will fall below

e Develop a revised Quality Plan for 2026-29 required fundamental standards and quality of care will be reduced.
e Ensure compliance with the CQC regulations & quality o |If there is a serious emergency event (pandemic/cyber-attack/extreme weather
standards event etc) there is a risk of business disruption (increased staff absence,

increased patient non-attendance and equipment malfunction) leading to
delayed or cancelled care.

o If there are changes to NICE guidance or other advances in practice that we
have not anticipated (diagnostic, therapeutic, care) there is a risk that there will
be a delay in their introduction leading to a delay in patients obtaining the
benefits of new treatments.

o If there are disruptions to the supply of essential products and services for the
treatment and care of our patients there is a risk of service disruption leading to
delayed or cancelled care.
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2. To deliver excellent financial and operational performance

Annual Objectives 2025/26 Strategic Risks

¢ Achieve the agreed revenue financial plan including value- e |f the changes in NHSE financial framework do not maintain the level of income
improvement programme VIP. needed to support the planned growth in activity there is a risk that we will not

« Achieve mandated national targets as per the Performance il?]ir?et:;:o provide care within the required timescales and waiting times will

Assessment Framework (PAF) for 2025/26.

« Achieve the agreed Trust capital plan in 2025/26. ¢ If we do not continuously review our compliance with the regulatory standards

and take corrective action where needed there is a risk that we will fall below

e Achieve the nationally mandated corporate services savings. required standards and quality of care will be reduced.
e Ensure compliance with the CQC Regulations & quality e If we do not achieve the planned activity levels and our planned efficiency
standards. savings there is a risk that we won’t achieve financial balance.

¢ If diagnostic, MDT and referral processes at local hospitals across the GM
system do not work efficiently there is a risk that we receive patients too late to
ensure treatment within 62 days from initial GP referral leading to the 62 day
waiting time standard not being achieved

¢ If we don't fit our capital expenditure to the allocated capital funding in 2025/26
there is a risk that we won’t deliver the planned improvements resulting in
delays in providing the best possible environment & equipment to provide care
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3. To provide integrated clinical, research and education services

Annual Objectives 2025/26

Strategic Risks

¢ Achieve the year 3 actions of the Research Plan

¢ Achieve the year 3 actions of the Education Plan

¢ Achieve the year 3 actions of the Clinical Outcomes Plan
e Achieve the year 3 objectives of the Trust Strategy

¢ Refresh arrangements and strategy for MCRC in collaboration with
new appointments in University and CRUK-MI Director

o Achieve OECI re-Accreditation as a Comprehensive Cancer Centre

If our research, education and clinical services do not operate as an integrated
whole there is a risk that we will not secure the benefits of high-quality
research and education on patient care and that this will lead to less-than-
optimal quality of care.

If we are unable to secure OECI re-accreditation there is a risk that our
international reputation as a leading comprehensive cancer centre will be
damaged reducing our attractiveness to researchers, teachers and clinicians.

4. To be an excellent place to work and attract the best staff

Annual Objectives 2025/26

Strategic Risks

¢ Achieve the year 1 actions of the Inclusive Culture Strategy

¢ Achieve the year 3 milestones of The Christie People & Culture Plan
2023/26

¢ Achieve the delivery of objectives set in EDS 2056/26.

If we are unable to maintain appropriate levels of skilled staff, there is a risk
that they will not have the time or expertise required for excellent care and
communication leading to a reduction in the standards of patient safety and
experience.

If we do not maintain levels of staff engagement there is a risk that turnover
and sickness absence will increase leading to workforce shortages, poor staff
experience and a deterioration in the quality of patient care.
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5. To transform our services to improve access and reduce health inequalities

Annual Objectives 2025/26 Strategic Risks

o Achieve the year 1 objectives of the Future Christie programme focusing on ¢ If we do not develop transformational capacity & capability, there is a
patient access to information risk that we will not transform services to improve access and reduce

o Achieve the next steps in our plans to develop modern imaging capability health inequalities

¢ If we do not keep pace with technological advancements, there is a
risk that we will not provide the best possible experience to our
patients and carers

e Achieve year 1 objectives for implementation of new clinical model for acute
oncology & inpatient care

¢ Achieve the annual health inequalities milestones set out in the Equality and
Diversity Plan (Domain 1).

e Achieve the annual milestones set out in our Green Plan.

6. To provider leadership within the wider NHS cancer system

Annual Objectives 2025/26 Strategic Risks

e Contribute to development of proposals for a National Cancer Institute to
provide national leadership and coordination of standards of cancer care in
England

e Lead agreed improvements to cancer care pathways across Greater
Manchester and Cheshire
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BOARD ASSURANCE FRAMEWORK 2025/26 OVERVIEW OF RISKS

RISK Risk Title
No.

Risk Description

Responsible

Committee

Risk
Appetite

Inherant

Risk Q4 Q1 Q2 [ek} Q4

24/25 25/26 25/26 25/26 25/26

Current
Risk
Score

Target
Risk
Score

Target
date

g If we do not keep pace with technological advancements,
Bl Technological there is a risk that we will not provide the best possible BQard of 15
{58 advancements N . Directors
experience to our patients and carers
If there are disruptions to the supply of essential products and . .
Supply chain services for the treatment and care of our patients there is a AUd." Averse Review Q2
R S . . Committee 25/26
risk of service disruption leading to delayed or cancelled care.
q If diagnostic, MDT and referral processes at local hospitals .
iz Ehea e across the GM system are not efficient there is a risk that we Quality . Reviewed
Manchester system- . " . Assurance Cautious 12
idi th receive patients on 62-day pathways late leading to them not Committee Q3 24/25
Wwide cancer pathways being treated within 62 days.
If we do not continuously review our compliance with the
11| Compliance with regulatory standards and take corrective action where needed Board of Averse 15 4 12 Review Q1
B regulatory standards  |there is a risk that we will fall below required fundamental Directors 25/26
standards and quality of care will be reduced.
If the changes in the NHSE financial framework do not
RISK NHSE Financial maintain the level of income needed to support the planned Board of
Framework and growth in activity there is a risk that we will not be able to N 16 4 12
6 . o . . P Directors
support for growth provide care within the required timescales and waiting times
will increase.
4| Transformational If we t_jo no_t develop tral_'lsformatlonal capam_ty & capablllty, Board of 2 s 12
FERl copacity & capability there is a risk that we will not transform services to improve Directors
access and reduce health inequalities
If we do not follow the Patient Safety Incident Response Qualit
HE1Mg] Learning from patient |Framework (PSIRF) there is a risk that we will miss Y Reviewed
i . . . Assurance Averse 15 9
VAN safety incidents opportunities to learn lessons and improve patient safety . Q4 24/25
. N Committee
leading to preventable patient harm
If we are unable to maintain current levels of skilled staff Workforce
EI @l Recruitment and there is a risk that they will not have the time or expertise Reviewed
; o . - : Assurance Averse 20 9
I retention of skilled staff|required for excellent care and communication leading to a . Q4 24/25
S Ny h Committee
reduction in the standards of patient safety and experience.
If there is a serious emergency event (pandemic/cyber-
attack/extreme weather event etc) there is a risk of business " N
RISK . S . N Audit Reviewed
Emergency event disruption (increased staff absence, increased patient non- . Averse 16
8 N " . Committee Q4 24/25
attendance and equipment malfunction) leading to delayed or
cancelled care.
If we do not maintain levels of staff engagement there is a Workforce
RISK risk that turnover and sickness absence will increase leading Review Q3
Staff engagement N Assurance Averse 16
12 to workforce shortages, poor staff experience and a . & Q4 24/25
A s N Committee
deterioration in the quality of patient care.
If our research, education and clinical services do not operate
Integrated research, as an integrated whole there is a risk that we will not secure Board of
education & service the benefits of high-quality research and education on patient Directors
care and that this will lead to less-than-optimal quality of care.
If there are changes to NICE guidance or other advances in
New technologies and [practice that we have not anticipated (diagnostic, therapeutic, Quality Within
increased standards of [care) there is a risk that there will be a delay in their Assurance Cautious 20
N " . . . . . tolerance
care introduction leading to a delay in patients obtaining the Committee
benefits of new treatments.
If we do not achieve the planned activity levels and our Board of Reviewed
Financial balance planned efficiency savings there is a risk that we won’t . Averse 25
. : , Directors Q4 24/25
achieve financial balance.
If we don't fit our capital expenditure to the allocated capital Reviewed
Capital fundin funding in 2025/26 there is a risk that we won't deliver the Board of Eager 25 Q4 2425/
P 9 planned improvements resulting in delays in providing the Directors 9 Within
best possible environment & equipment to provide care tolerance
If we are unable to secure OECI re-accreditation there is a
RISK OECI accreditation risk that our !nternatlonal reputatvlon as a leading ) BQard of 12
11 comprehensive cancer centre will be damaged reducing our Directors
attractiveness to researchers, teachers and clinicians.

66




Date Risk Opened Current Risk Score

If there are changes to NICE guidance or other advances in practice that we have not anticipated (diagnostic,
PEEEL N therapeutic, care) there is a risk that there will be a delay in their introduction leading to a delay in patients obtaining [REEEEREEIENEN

the benefits of new treatments.

Executive Lead Exec Medical Director

R’ New technologies and increased standards of care

Associated Responvsib\e Quality As.surance
SIEIC | To deliver safe, effective & equitable care Committee Committee
s Assurance Level Medium

Risk Appetite Cautious

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date

Level 1 — Data and management reports
+ Review of NICE guidelines through risk-
based process with divisional support

« risk register in place.
Level 2 — Management team and committee
scrutiny

+ Review NICE guidelines compliance through
QAC and monthly IPQFR

Level 3 — External assurances

+NICE

Annual planning process with divisions.
Y Sl The trust has a risk-based process with
divisional support to assess applicability and
implement relevant guidance.

Guidance that is not resolved or on the risk
register is monitored and escalated if there are
issues

Forward views of upcoming NICE
guidelines assessed

Uncertainty around what /

when. External factors Within tolerance

None identified

Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Target Risk
| | Score | | Score | Score

L

{78 Learning from patient safety incidents

Q4 25/26

Scoring

Date Risk Opened Current Risk Score

Date of Last Review
Executive Lead Exec Chief Nurse

Associated Responsible
110 To deliver safe, effective & equitable care Committee
Objectives Assurance Level

Risk Appetite

If we do not follow the Patient Safety Incident Response Framework (PSIRF) there is a risk that we will miss

Descripti
Sserpien opportunities to learn lessons and improve patient safety leading to preventable patient harm

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

The Trust has invested in external training for the|

patient safety strategy with 2 cohorts in Level 1 - Data and management reports

* PSIRF reports to Patient Safety Committee / Fullioll outefrew DailkSincidsnt

November and January respectively covering all : " . module
ry P Y 9 Risk & Quality Governance / Senior -
components of the patient safety strategy. " Training programme across the
" N . Pt . Management Committee
VX[ Sl The patient safety team are hosting training for |New ways of working Trust
P . " < ERG . N
incident handlers to ensure management of require new skills across the Level 2 — Management team and committee Progression with PSIRF
incidents across teams is standardised. organisation and resource scrutin 9 None identified implementation, completion of Reviewed Q4 24/25
Improvement workstreams have been at a team level to manage _y " " PSIRF training and improved
. N . oo + Review compliance through patient safety " "
established to implement recommendations incidents. timeframe for incident
N - . reports to QAC
following the publication of learning responses. management. Draft report for
. N N Level 3 — External assurances N
Review through Patient Safety & Experience + MIAA review MIAA audit of PSIRF processes

Committee and Risk & Quality Governance. confirms substantial assurance.

Introduction of new DATIX system * Updates presented to ICB

Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk
| Score | | Score | Score

0 0 0

Scoring

Date Risk Opened Current Risk Score

If we are unable to maintain current levels of skilled staff there is a risk that they will not have the time or expertise
REEELIIN required for excellent care and communication leading to a reduction in the standards of patient safety and Date of Last Review

experionce.

Executive Lead Workforce Director
To deliver safe, effective & equitable care Responsible Workforce Assurance
To deliver excellent financial and operational performance Committee Committee

To be an excellent place to work and attract the best staff

A\ Recruitment and retention of skilled staff

Associated
Strategic
Objectives

Assurance Level

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Recruitment & retention Trust-wide group
reporting to Workforce Committee.
Partnership with external provider to deliver our
domestic recruitment offer, advertising and
brand — social media

Staffing levels maintained through coordinated
utilisation of bank and agency

International Recruitment Programme

Christie People and Culture Plan 2023-26
Quarterly oversight of Trust wide vacancies and

Level 1 — Data and management reports

« Divisional oversight of recruitment through
Service & Operatonal Review meetings.
Level 2 — Management team and committee
scrutiny

+ Review compliance through WAC People &

Actions - :
Actions outlined by Recruitment of onboarding

recrul!_men! activity presented to the workforce _Na!long\ staff sr_\ortages Culture plan updates M.IAA in Nov 24. coordinator - agreement to recruit Reviewed Q4 24/25
committee impacting recruitment ) Divisional Recruitment h

S . " N + F&PP Compliance report to WAC / Board N to the onboarding post on a
Divisional oversight of recruitment activity and audit

Level 3 — External assurances permanent basis now established
+ National staff survey

+ MIAA audit - Role Specific Training July 24 -
limited assurance / Divisional Recruitment
Nov 24 - limited assurance

vacancies discussed at the monthly service
review meetings

Turnover analysis and exit interview data
presented and discussed six monthly at the
workforce committee

Robust sickness absence management and
health and wellbeing offer

Agreement to recruit to the onboarding post on
a permanent basis established

Q2 25/26
|

Q3 25/26
|

Inherant Risk Q125/26 Q4 25/26

Target Risk
| Score

0

Score
0

Score
0
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Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Exec Chief Nurse

'@ Compliance with regulatory standards

If we do not continuously review our compliance with the regulatory standards and take corrective action where
needed there is a risk that we will fall below required fundamental standards and quality of care will be reduced.

12

Description

Responsible
Committee

LELRIEICR M To deliver safe, effective & equitable care
51 CIo[[ To deliver excellent financial and operational performance
(el To be an excellent place to work and attract the best staff Assurance Level

Risk Appetite

Board of Directors

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Self assessments underway against 2022 must Level 1 — Data and management reports
do actions and well-led quality indicators. + Self assessment against 2022 Must Do's
Attendance at CQC briefings / NHS Providers + Self assessment against Well Led / Safety
briefings quality indicators

Engagement in national updates and regulatory Level 2 — Management team and committee
briefings. scrutiny

Designated leads for statutory requirements + QAC /WAC review of CQC regulations - all
across the Trust reporting into committee on rolling programmes

Actions  Byiel=N + Board level training on new CQC

Policies and procedures in place e.g. conflicts of assessment framework Feb 24 Full review of well-led

Lack of national
understanding of the detail

of the new inspection Plan in development for full review

interest, SFI's, Document ratification processes. regime + Board reporting on regulatory changes quality indicators to of well led / safety Review Q1 25/26
Membership of NHS Providers to recieve most * Work of the 3 assurance committees indentify gaps
up to date advice and guidance. - Level 3 — External assurances
: y e External political factors .
Exec Team engagement in national briefings. + GGl review!
Close working with regulators, GM ICS / ICB + Globis Culture Audit
and NHSE. + CQC Inspection Reports (IR(M)ER)
Attendance at system level and national + SOF Rating 2
meetings. + MIAA role specific training audit (CQC Reg
Leads identified internally for each statutatory 19) - Limited assurance Oct 24
requirement e.g. health & safety / IRMER / CQC + MIAA data quality audit Oct 24 - moderate

etc assurance

Inherant Risk Q125/26
|

Q2 25/26 Q3 25/26 Q4 25/26 Target Risk
Score | | Score | | Score

0 0 0

Scoring

Date Risk Opened Current Risk Score

If we don’t fit our capital expenditure to the allocated capital funding in 2025/26 there is a risk that we won’t deliver
PESELIIN the planned improvements resulting in delays in providing the best possible environment & equipment to provide Date of Last Review

Executive Lead Exec Director of Finance

S Capital funding

Responsible
Committee

Associated
51 CIo[[l To deliver excellent financial and operational performance
Objectives Assurance Level

Board of Directors

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
Alternative proposals put forward by GM ICB + Monthly finance reportsCl Capital bids collated including level
indicate allocation options linked to existing or Level 2 — Management team and committee of priority, impact on patient care

YAt is]s Sl nationally calculated depreciation. Participation scrutiny and activity should the bid not be

at local and national level (NHSE / GM ICB) to | National / local funding rules|+ summary of progress with capital approved. . -
N N e h N — . - - Reviewed Q4 24/25 / Within
influence allocation. Development of mitigating |/ arrangements. Cap on plan/strategy implementation at Board / None identified Manage capital priorities within tolerance

financial strategies. Identification & CDEL Planning Days existing ICB allocation and support

implementation of new models of working. All + Regular reporting to Senior Management the ICB to deliver a compliant

high capital risks included and delivered in Committee & Board of DirectorsC] capital plan. New models being

capital plan 24/25 Level 3 — External assurances

« ICB allocation

Inherant Risk Q125/26
| |

Q2 25/26 Q3 25/26 Q4 25/26 Target Risk
Score | | | Score

0 0

Scoring

Date Risk Opened Current Risk Score

Date of Last Review

MG NHSE Financial Framework and support for growth

If the changes in the NHSE financial framework do not maintain the level of income needed to support the planned
PEECITM growth in activity there is a risk that we will not be able to provide care within the required timescales and waiting
times will increase.

12

Jun-25
Executive Lead Exce Director of Finance
Associated Responsible
511 1ol To deliver excellent financial and operational performance Committee
Objectives Assurance Level
Risk Appetite

Board of Directors

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports

Actions .
Senior team attendance at national and regional Level 2 — Management team and committee
meetings to keep updated on policy changes External political factors scrutiny
and influence discussions on cancer. -0

Level 3 — External assurances

Inherant Risk Q125/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk

| Score | | Score | Score

Scoring

0 0 0
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RISK 7

Ineffective Greater Manchester system-wide cancer pathways

Date Risk Opened

If diagnostic, MDT and referral prc

at local h

Is across the GM system are

Description

that we receive patients on 62-day pathways late leading to them not being treated within 62 days.

Date of Last Review

not efficient there is a risk

Associated
Strategic
Objectives

To deliver safe, effective & equitable care

Key Control established

Executive led monthly divisional performance
review meetings. Integrated performance &
quality report to Management Board and Board
of Directors monthly. Weekl;y performance
reporting via trust operational group. Escalation
internally & across GM of delays impacting
waiting time targets. Monitoring cancer waiting
time standards through GM Cancer & IPR.

Actions

To deliver excellent financial and operational performance

Inherant Risk
|

L
IER B

Scoring

Key Gaps in Controls

NHS pressures leading to
delays in referrals from
other Trusts

Q1 25/26
| Score

0

Assurance

Level 1 — Data and management reports
+ 62/ 31/ 24 day reports to Senior
Management Committee and Board

«+ Service & Operational Review feedback
Level 2 — Management team and committee

scrutiny
+ 6 monthly review by QACC
Level 3 — External assurances

+ MIAA review of 62 days / Cancer Alliance:

Q2 25/26
|

Executive Lead
Responsible
Committee

Assurance Level

Risk Appetite

Gaps in assurance Actions to address gaps

Supporting cancer improvement
plans in GM Cancer

Pathway improvement workstream
in GM Cancer

Evidence of progress
in underperforming
parts of the pathway

Q3 25/26
| Score

0

Q4 25/26

Current Risk Score

12

Chief Operating Officer

Quality Assurance
Committee

Cautious

Target date for completion

Reviewed Q3 24/25

Target Risk
| Score

0

€ Emergency event

Date Risk Opened

Description
delayed or cancelled care.

If there is a serious emergency event (pandemic/cyber-attack/extreme weather event etc) there is a risk of business
disruption (increased staff absence, increased patient non-attendance and equipment malfunction) leading to

Apr-24

Date of Last Review

Associated
Strategic
Objectives

Key Control established

No ability to reduce likelihood as an
organisation, however we do have a Sustainable
Development Management Plan (SDMP) - with
aims to reduce system wide emissions within
direct NHS control (NHS Carbon Footprint) by
80% by 2028-2032

Business Continuity Plans (BCP) - regularly
tested and reviewed

Extreme weather plan approved & published on
intranet

Data Security and Protection Toolkit
submissions with audits undertaken.
Digital board reporting.

Board level Senior Information Risk Owner in
place.

Reviews of risk registers, alerts, reports, actions
and observations

MIAA audit - Data Protection Toolkit (DPST) Q4
23/24

To maintain excellent operational, quality and financial performance.

Key Gaps in Controls

The Trust does not currently
have cyber security
insurance.

Inherant Risk

Scoring |

Q1 25/26
| Score

0

Assurance

+ SDMP compliance
+ BCP compliance and effectiveness

+ Approved Extreme weather plan

+ Regular updates from NHS Digital -
Vulnerability Monitoring Service

Level 2 — Management team and commif
scrutiny

+ Emergency Planning & Resilience

Committee - reporting of regular testing of

BCP's

+ Quarterly Net Zero and Climate Adaptation
Committee (NZACAC) advises Executive

Director

+ Annual SDMP report to MB and BoD
(Assurance Scrutiny by Quality Assuranc
Committee)

« Statutory disclosures in Trust Annual Report
+ Reports to Senior Management Comittee

and Audit Committee

Level 3 — External assurances

« Internal audit of compliance with NHS
requirements

+ NHSE review of plans and progress -

Q2 25/26
|

agreement of current compliance (as in self-

Executive Lead

Responsible
Committee

Assurance Level

Risk Appetite

Gaps in assurance Actions to address gaps

ittee

Developing methodology to assess
carbon footprint in collaboration
with other Trusts

Developing a CC

Annual Report - Check what audit
scrutiny this receives

Review of cyber alerts

Not at 100%
compliance for self-
assessment / external
assessment

e

Q3 25/26 Q4 25/26
| Score

0

Current Risk Score

Director of Strategy

Audit Committee

Medium

Target date for completion

Reviewed Q4 24/25

Target Risk
| Score

0

RISK 9

Integrated research, education & service

Date Risk Opened

Description
quality of care.

If our research, education and clinical services do not operate as an integrated whole there is a risk that we will not
secure the benefits of high-quality research and education on patient care and that this will lead to less-than-optimal

Date of Last Review

Associated
Strategic
Objectives

Key Control established

Actions

Research / Education / CODU plans all
approved and being monitored through divisionall
boards and SMC

Inherant Risk

Scoring |

To provide integrated clinical, research and education services

Key Gaps in Controls

Q125/26

| Score

0

Assurance

+ Divisional Board reports

Level 2 — Management team and committee

scrutiny

+ Regular reports on progress to Board and

assurance committees)
Level 3 — External assurances
+ OECI accreditation

Q2 25/26
|
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Level 1 — Data and management reports

Executive Lead

Responsible
Committee

Assurance Level

Risk Appetite

Gaps in assurance Actions to address gaps

Q4 25/26
|

Q3 25/26
|

Score
0

Current Risk Score

Chief Executive Officer

Board of Directors

Target date for Target date for
implementation  completion

Target Risk
| Score

0




G0 Financial balance Date Risk Opened Current Risk Score

Apr-24

Date of Last Review

Executive Lead Exec Director of Finance
Associated Responsible
51110l To maintain excellent operational, quality and financial performance. Committee
Objectives Assurance Level
Risk Appetite

If we do not achieve the planned activity levels and our planned efficiency savings there is a risk that we won’t
achieve financial balance.

Description

Board of Directors

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Activity plans agreed with Divisions and
progress monitored weekly at TOG and monthly
at Senior Management Committee.
Variable income performance tracked as part of
month end financial position and reviewed in the
clinical Divisions monthly financial meetings.
Development of mitigating strategies including
efficiency and transformational programmes.
TS [dentification and consideration of new models
of working to deliver and finance the Trust's
strategic plan. Trusts VIP programme reviewed
by MIAA and all recommendations implemented
including developing a VIP SOP, improved
governance of VIP schemes and escalating VIP
reporting and responsibility to ICPC. VIP
delivery at a divisional level monitored via the
Trusts Service Operational Review framework
October planning session with senior leaders
focused on VIP delivery for 24/25 & 25/26.
Board has recieved monthly financial report
showing performance

Level 1 — Data and management reports

+ Monthly Divisional scrutiny of financial
position

« Trust Operation Group (TOG) review weekly
Level 2 — Management team and committee
Commissioning intentions.  |scrutiny . " VIP Prc { .

Funding growth + Reports to Senior Management Committee, None identified implemented Reviewed Q4 24/25
Audit Committee and Board of Directors
Level 3 — External assurances

+ MIAA review of financial systems

« External audit of Annual Accounts

+ MIAA review of VIP programme

Inherant Risk Q125/26
|

L
I
S & KB OECI accreditation Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Board of Directors
Associated Responsible
1o To provide integrated clinical, research and education services Committee
Objectives Assurance Level
Risk Appetite

Q2 25/26 Q3 25/26 Q4 25/26 Target Risk
L | Score L | Score L | Score | Score

0 0 0

Scoring

If we are unable to secure OECI re-accreditation there is a risk that our international reputation as a leading

Description A n i A TR
comprehensive cancer centre will be damaged reducing our attractiveness to researchers, teachers and clinicians.

Board of Directors

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
Actions + Reports to Board
OECI accreditation process complete. Level 2 — Management team and committee
Draft report received showing accreditation None identified scrutiny None identified
received. + Reports to BoardJ
Level 3 — External assurances
+ OECI review undertaken

Inherant Risk Q1 25/26 Q2 25/26 Q3 25/26 Q4 25/26 Target Risk
| | Score | | Score | Score

0 0 0

Scoring

¢ P Staff engagement Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Director of Workforce
Associated Responsible Workforce Assurance
1o To be an excellent place to work and attract the best staff Committee Committee
Objectives Assurance Level
Risk Appetite

If we do not maintain levels of staff engagement there is a risk that turnover and sickness absence will increase

D
e leading to workforce shortages, poor staff experience and a deterioration in the quality of patient care.

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports

« Divisional action plans from staff survey

Level 2 — Management team and committee

Plan developed through extensive engagement scrutiny

with staff following production of Globis Culture * Reporting to Workforce Committee,

Audit and approved by Board. Board Workforce Assurance Committee and Board " "
P~ . . Implemenetation of agreed action

responsibilities outlined. Work commenced to of Directors plan

implement agreed actions and continue to None identified + Board development session on Inclusive None identified c - Review Q3 & Q4 24/25
N N - . ost additional resource

communicate with staff. Culture facilitated by NHS Providers expert requirments

Regular reporting to Board. Sept 2024

Inclusive Culture work taking forward actions + Board approved Inclusive Culture Plan Nov

and approach for the Trust. 2024

Level 3 — External assurances

* Globis culture audit

+ Annual CQC Staff Survey 2023 & 2024

Inherant Risk Q125/26
| |

Q2 25/26
|

Q3 25/26
|

Q4 25/26 Target Risk
| Score

0

Score
0

Score
0

Scoring
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RISK 13

Transformational capacity & capability

Date Risk Opened Current Risk Score

Description

If we do not develop transformational capacity & capability, there is a risk that we will not transform services to
improve access and reduce health inequalities

Date of Last Review

12

Associated
Strategic
Objectives

Key Control established

Future Christie Director and Clinical lead in
place. Associate Director of Transformation
appointed

Inherant Risk

Scoring

To transform our services to improve access and reduce health inequalities

Q125/26
|

Key Gaps in Controls

Executive Lead Director of Future Christie

Responsible
Committee
Assurance Level

Board of Directors

Risk Appetite

Assurance

Level 1 — Data and management reports
Level 2 — Management team and committee
scrutiny

-0

Level 3 — External assurances

Q2 25/26
Score |

0

Gaps in assurance

Q3 25/26

| Score

0

Actions to address gaps Target date for completion

Q4 25/26 Target Risk
| | Score

0

68 Supply chain

Date Risk Opened Current Risk Score

Description

If there are disruptions to the supply of essential products and services for the treatment and care of our patients
there is a risk of service disruption leading to delayed or cancelled care.

Date of Last Review

12

Associated
Strategic
Objectives

To deliver safe, effective & equitable care

Key Control established

Pharmacy - TCP procurement team work
closely with regional & national drug
procurement teams. Mutual aid MOU in place in
NW. Management with clinicians to avoid
imapct on care

Actions
supply chains and management of demand
based on availability of radioactive materials.
BCP in place for Radiopharmacy to maintain
supplies and regular discussions with supplier of
FDG for the PETCT scanner.

Procurement - policies & processes in place for
mar of supplies incl &
triggers / communication.

Inherant Risk

Scoring |

To deliver excellent financial and operational performance

Medical Physics - close relationship with national

National / international
shortages / supply issues

Q125/26
|

Key Gaps in Controls

Assurance

Level 1 — Data and management reports

+ Regular reports to relevant committee

+ Monitoring & review by management team
Level 2 — Management team and committee
scrutiny

+ Reports to The Christie Pharmacy Company
Board and Audit Committee, via Trust Drug &
Therapeutics Committee

« Esclations from Risk & Quality Governance
to Senior Management Committee

Level 3 — External assurances

+ MIAA audits commissioned to review specific
issues where appropriate

Q2 25/26
|

Score
0

Gaps in assurance

None identified

Q3 25/26
|

Score

0

Executive Lead Chief Operating Officer

Responsible
Committee

Audit Committee

Assurance Level

Risk Appetite

Actions to address gaps Target date for completion

Review of alerts
Review Q2 25/26

Q4 25/26 Target Risk
| | Score

0

RISK 15

Technological advancements

Date Risk Opened

Current Risk Score

Description

experience to our patients and carers

If we do not keep pace with technological advancements, there is a risk that we will not provide the best possible

Date of Last Review

Associated
Strategic
Objectives

Key Control established

Actions

Future Christie team leading work with partners
to procure best systems.

Inherant Risk
|

Key Gaps in Controls

Q125/26
|

To transform our services to improve access and reduce health inequalities

Assurance

Level 1 — Data and management reports

« reports to Board of Directors

Level 2 — Management team and committee
scrutiny

0

Level 3 — External assurances

Q2 25/26
Score |

0
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Gaps in assurance

Q3 25/26
|

Score
0

Executive Lead Director of Future Christie

Responsible

) Board of Directors
Committee

Assurance Level

Risk Appetite

Actions to address gaps Target date for completion

Q4 25/26 Target Risk
| | Score

0




NHS

The Christie

NHS Foundation Trust

Agenda Item 23/25a

Meeting of the Board of Directors
Thursday 26" June 2025

Subject / Title

Future Christie Programme Progress Report

Author(s)

Thomas Thornber, Future Christie Programme Director

Presented by

Thomas Thornber, Future Christie Programme Director

Summary / purpose of paper

To provide the Board with an update on the Future
Christie Programme

Recommendation(s)

Board are asked to;

¢ Note the Future Christie vision and primary
objectives

¢ Note progress to date

¢ Endorse the planning for July Away Day to align
Future Christie goals

e Support preparation for digital correspondence go-
live in September

Background papers

Board Planning Day update May 2025

Risk score

N/A

Link to:
» Trust strategy

» Strategic objectives

e Christie Strategy 2023-28
e Strategic Objectives

You are reminded not to use
acronyms or abbreviations wherever
possible. However, if they appear in
the attached paper, please list them
in the adjacent box.
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NHS Foundation Trust
Agenda item 23/25a

Meeting of the Board of Directors
Thursday 26" June 2025

Future Christie Programme Progress Report

1. Future Christie: Vision
“Future Christie is our bold transformation programme to modernise cancer care —
digitally, clinically, and culturally. We're building a world-leading, intelligent cancer centre
where patients access care in real-time, clinicians are supported by cutting-edge tools, and
data drives every decision. It's not just about technology—it’s about reimagining how The
Christie delivers care, connects services, and leads innovation across the NHS.”

2. Objectives
Future Christie Patient
Objective: Empower every patient with personalised, proactive, and digitally supported
care that enhances autonomy, improves outcomes, and reduces the burden of treatment
through seamless access, communication, and support across their cancer journey.

Future Christie Clinician

Objective: Enable clinicians to deliver the best care through intelligent systems,
streamlined pathways, and collaborative decision-making—freeing up time for
compassionate, expert-led interaction and innovation in treatment.

Intelligent Hospital

Objective: Transform The Christie into a data-driven, adaptive, and integrated healthcare
environment—using digital platforms, automation, and predictive insights to optimise care
delivery, resource use, and organisational learning.

3. Key Achievements Since May 2025
Leadership and Governance
- Medical Director — Future Christie: Appointed Professor Adrian Bloor
- Director of Transformation/Delivery: Appointed Sarah Mcgovern
- Digital and Transformation Workshop outputs. Alignment of the Transformational and
digital capability of the organisation

Engagement and Culture
- July Service Away Day focus on Future Christie and the care and service model
changes required.

4. Current Priorities
Programme Delivery
- Establish core PMO infrastructure to support delivery across workstreams.
- Preliminary work on ePROMS and real-time digital correspondence in progress.
- Develop communications and engagement plan
- Developing partnership with Royal Marsden to align digital transformation approaches.
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Technology and Data

- Christie Patient platform roll out initiated
- Continue technical assessments for EPR
- Review commercial patient platform options.

Culture and Capability

- Identify approach to digital skills training for staff.
- Engagement with staff and patient groups. Organisational patient group in setup

5. Upcoming Milestones

Milestone Target Date
Medical Director appointed June 2025
Director of Transformation start September 2025
Service away Day July 2025

EPR procurement process launch Q3 2025
Real-time patient correspondence live September 2025
Future Christie delivery roadmap agreed End Q2 2025

6. Risks and Mitigations

Risk Mitigation

Future Christie Leadership and | MD post and AD post appointed.
transformation capacity and

capability

Staff and patient engagement | Comms plan and organisational patient forum in
development.

Capacity to change Alignment of digital and transformation for focused capacity

on fewer changes.
Engage commercial and industrial partners to support.

Alignment to organisational Standing item on SMC and Board. Developing governance
decision making and delivery framework for sub programs.

7. Recommendations for The Board
¢ Note the Future Christie vision and primary objectives
¢ Note progress to date.
e Endorse the planning for July Away Day to align Future Christie goals.

e Support preparation for digital correspondence go-live in September.
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NHS Foundation Trust

Agenda Item [xx/25]

Meeting of the Board of Directors

Thursday 26" June 2025

Subject / Title

Audit Committee report — April 2025

Author(s)

Assistant Company Secretary
Committee Chair

Presented by

Committee Chair

Summary / purpose of paper

This paper provides the board with a summary of the
items considered by the -Audit Committee at their April
meeting and any subsequent actions required by the
Board.

Recommendation(s)

To note the report and any actions.

Background papers

Audit Committee papers — April 2025

Risk score

Board Assurance Framework (BAF) references noted
within the report.

EDI impact / considerations

Ensure governance arrangements provide assurance
and appropriate oversight of EDI requirements for the
organisation.

Link to:
» Trust strategy

» Corporate objectives

e Trust’s strategic direction
e Divisional implementation plans
e Our Strategy

e Key stakeholder relationships

You are reminded not to use
acronyms or abbreviations

wherever possible. However, if

they appear in the attached
paper, please list them in the
adjacent box.

v
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NHS Foundation Trust

Agenda item [xx/25]

Meeting of the Board of Directors
Thursday 26" June 2025

Audit Committee report — April 2025

Introduction

The Audit Committee took place on 22" April. The meeting was quorate. The following
summary gives the Board information on the items that were considered by the
committee at their meeting under the headings of Alert / Advise / Assure.

Audit Committee agenda items

The items listed in Appendix 1 of the report were all presented to the Audit Committee
in April 2025. Following discussion, the items are presented to Board for information
and action where appropriate.

An assurance level was discussed and agreed for each item presented as an
assurance item using the following criteria:

Strong Low

Assurance
indicates poor

Controls are
suitably designed,
effectiveness of

controls

being consistently
applied and are
effective in practice

The Committee Chair will note any actions required by Board and make escalations to
Board, as necessary.

Recommendation
The Board are asked to note the summary report from the Audit Committee in April

2025.
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The following agenda items were discussed at the meeting but did not require an assurance level assigning:

Anti-fraud annual Alert N/A
report 2024/25 Advise 13 fraud referral queries in-year; 2 referrals became formal investigations; 1 referral remains open for
further analysis. The remaining 11 were either no fraud identified or did not meet the criminal
threshold to commence an investigation and were passed, where appropriate, to HR to consider
further action.
Fraud valued at £1,026.60 identified from one investigation and a further £362.64 prevented by the
Finance team.
Assure Overview of completed activities provided.
Counter Fraud Functional Standard Return — Trust received an all ‘green’ rating across the 13
assessed components.
Standing Financial Alert N/A
Instructions (SFls) Advise N/A
and Scheme of Assure :
Delegation SFls updated to meet latest procurement regulations.
The provision of delegated authority from the Board to the joint assurance committee to sign off the
annual report and accounts in June included.
Documents have been reviewed by Finance, Procurement and HR teams.
The committee endorsed the SFls and Scheme of Delegation
Actions Check to be undertaken in relation to section 2 of the SFls to confirm alignment with the Audit
Committee Terms of Reference.
Responses to other second order questions to be provided.
Unaudited accounts | Alert N/A
- review : . . .
Advise Summary of unaudited accounts provided to the committee.
Assure The Committee felt assured of the work and actions to date in the preparation for the successful

completion and submission of the statutory annual report and accounts.

v
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Actions Going concern to be advised as part of summary report to Board.
Clarification in respect of note 11.2 regarding gross and net assets to be provided.
Annual governance Alert Cyber security and resiliency bill to come out later in the year (predicted June/July). The new Data
statement — draft for Security and Protection Toolkit will have a key focus on cyber and a resiliency element for other key
approval function areas other than IT, noted this will be key for focussing on when looking at the processes
around end-to-end systems.

Advise Discussion on the top risks, confirmation provided on blood transfusion risk. Consideration suggested
for further inclusion of strategic and cyber risks within the content. To review and include expansion
on how risk content in the statement has been arrived at and include section on cyber.

Assure The committee endorsed the annual governance statement.

Actions To review and include expansion on how risk content in the statement has been arrived at and
consider inclusion of strategic and cyber risks.

Forthcoming cyber security and resiliency bill to be alerted to Board through summary report.

Board assurance Alert N/A

framework 2024/25 | Advise Legal & statutory risk (BAF 14) discussed: now refined to DHSC/NHSE and CQC. Risk still
incorporates significant and variable components, need to assess whether all for Audit Committee.
Discussion as to whether the risk would be more appropriately placed as responsibility under Board.
Risk score of 12 seems high given controls in place, may need to consider separating out between the
internal risk and external risk.
Discussion on supply chain risk and impact of tariffs. Noted that the position on tariffs changes on a
daily basis, need to await guidance to come through.

Assure N/A

Actions To progress the review of BAF risk 14 through ongoing review and development.

Supply chain risk in relation to tariffs to be kept under review and advised as part of summary report
to Board.
Declarations of | Alert N/A

v
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interest 2024/25 six | Advise  Discussion on need to continue with advice to staff on what they can and cannot accept.
monthly update ¢ Move to annual assurance report process agreed through committee discussion with reporting by
exception if required.
Assure e Year-end compliance at 91% for decision making staff, good position given tolerance allowed for
starters and leavers. For this financial year already at 60% compliance.
¢ Regular comms in place, staff do raise queries when unsure.
Actions ¢ Rolling programme to be updated to reflect move to annual reporting for declarations of interest.
Audit committee Alert e N/A
?:rn:al :gs:lrt — draft Advise e Discussion on report and updates suggested, recorded as actions.
PP Assure o The committee endorsed the report, subject to the changes noted.
Actions Committee annual report to be updated to include:
e Specify Audit Committee’s overarching role in that it discharges through the joint assurance
committee at the end of the year.
o Reference to the committee reporting back to the Council of Governors through the summary reports
to Board in year to also be included.
¢ Inforward look section - add in focus on end-to-end systems, reference to in-year review of audit plan
and potential to add in a digital related review and inclusion of deep dives.
Audit committee Alert o N/A
effectiveness Advise e Committee discussion on the ‘what do you think we could do better’ section of the report.
outcome report e More responses encouraged for future reviews.
2024/25 Assure e Positive outcome in terms of effectiveness scoring (92.2%).
Actions o

Committee effectiveness outcome reports to be added to the next committee chairs and exec leads
meeting to enable review of training needs.

Consideration to be given to making effectiveness review questions more specific and splitting
between executive and non-executive for future years.

v
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Internal audit
progress report

Alert

N/A

Advise

Board reporting review: noted gaps identified are being addressed in line with new guidance just
released. With reference to the absence of a finance committee, noted that the Trust addresses
finance and planning detail through its private Board and Board planning days.

Assurance Framework: actions to be added to the tracker.

Assure

Finalised 4 reviews; PSIRF (reported to Quality Assurance Committee with substantial assurance),
Assurance framework (full report provided to Audit Committee), risk management and Board
reporting.

Encouragement noted on PSIRF review outcome.

Internal audit follow
up report 2024/25

Alert

Biobank review — 2 medium recommendations outstanding, overview given. Extensions requested for
end of April 2025 for SLA recommendation and July 2025 for assurance report recommendation,
committee discussion led to agreement to requested extensions.

Advise

81 recommendations due for completion by the 31 March 2025; 50 fully implemented, 23 partially
implemented, 4 actions now superseded and 4 not due for completion. Reasoning and justification on
the partially completed recommendations discussed.

Assure

New standard operating procedure in progress for formalising the extension process with MIAA.

Actions

Ownership for iQemo actions to be reviewed with management with an update to be brought to the
July Audit Committee.

Summary report to Board to advise on message that audit recommendation timeframes for
completion need to be achievable and delivered, and managers will be held to account for completion
delays.

Head of internal audit
opinion 2024/25

Alert

N/A

Advise

Discussion on opinion given the number of limited assurance reviews, confirmed the outcome was
borderline between substantial and moderate noting it was a risk-based plan, and the Trust had
alerted MIAA to risk areas to review and worked responsively with MIAA as part of the reviews.

Assure

Substantial assurance opinion provided with detail on how the conclusion has been reached through
work undertaken in-year, management responses and the assurance framework.

v
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Internal audit plan Alert End to end systems and processes to be considered for inclusion in the plan.
2025/26 Consideration of a review based on the Trust’s preparedness for the new cyber regulation due to
come in, consider at a later date following publication of guidance and Trust response.
Advise Noted as a flexible plan that can be amended at a later date if required.
Assure The committee approved the plan.
Actions End to end systems and Trust’s preparedness for the new cyber regulation to be kept under review
and considered for MIAA audit review later in the year.
Internal audit charter | Alert N/A
Advise N/A
Assure Charter acknowledged by the committee.
External audit plan Alert N/A
2024/25 : : I . .
Advise Overview of the plan and the 3 mandated significant risks provided.
Following completion of draft accounts, materiality has increased.
VFEM initial risk assessment done, nothing identified at this stage.
Assure N/A
Actions Further information on GT strategic investigation to be provided to Audit Committee NED members.
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Agenda Item 24/25b

Board of Directors meeting

Thursday 26" June 2025
Subject / Title Board Assurance Framework 2024/25
Author(s) Louise Westcott, Company Secretary
Presented by Louise Westcott, Company Secretary

This paper provides the Board with the closing position of
the Board Assurance Framework that summarises the risks
Summary / purpose of paper to achievement of the corporate objectives.

The cover paper gives detail of the updates.

e To note the closing position for the Board Assurance
Framework 2024/25,

e To assign a level of assurance to discussions in the

Recommendation(s) meeting that relate to the risks,

¢ To note that a full review of the refreshed annual
objectives and resultant strategic risks has taken place
and will form the next iteration of the BAF.

Board assurance framework. Corporate objectives 2024/25,

Background papers operational plan and revenue and capital plan 2024/25.

Risk score N/A

e Trust's strategic direction
Link to:

e Divisional implementation plans
» Trust strategy

o e Our Strategy
» Corporate objectives

e Key stakeholder relationships

BAF Board assurance framework
You are reminded not to use ECN Executive chief nurse
acronyms or abbreviations EDoF Executive director of finance
yvherever posglble. However, EMD Executive medical director
if they appear in the attached . _ _
paper, please list them in the | COO Chief operating officer
adjacent box. DoW Director of workforce

DCEO Deputy chief executive officer

v

82



NHS!

The Christie

NHS Foundation Trust

Agenda Item 24/25b
Board of Directors meeting
Thursday 26" June 2025

Board Assurance Framework 2024/25

Introduction

The board assurance framework (BAF) is presented to each Board and assurance committee
meeting. The risks identified in the framework relate to achievement of the strategic objectives.

Background

As part of the annual review of the objectives a draft set of amended strategic objectives and
annual objectives were considered by the Board at their May Planning Day. A full review was
undertaken by the company secretary and executive directors of the strategic risks associated
with these refreshed objectives.

Updates to risks

All risks in the current version of the framework have been reviewed to reflect the current
position and close off risks that may no longer be relevant or amend risk descriptions to reflect
the current risk. Risk scores have also been updated to show the position at month 1 for all
risks.

The following risks will be removed or replaced in the next iteration of the BAF.

o Risk 6 - Ifthe GM system does not continue to support local provision of cancer care with
contractual and funding flow changes there is a risk that we are unable to devolve more
systemic therapy, clinical trials and radiotherapy treatments to local communities leading to
persistence or increases in inequalities in provision to economically deprived and ethnically
diverse communities.

This risk has changed in the new financial year and is described in the updated framework

o Risk 11 - If we or our suppliers are subjected to a cyber-attack there is a risk of loss of data
and operational disruption leading to patient care being delayed or cancelled.

The risk description relating to cyber has been amended for the refreshed BAF to describe
business disruption from several causes including cyber.

e Risk 12 - If our response to the cultural audit is insufficient there is a risk that a negative
culture will persist in some specific parts of our organisation leading to an increase in the
number of staff reporting a poor experience.

This risk has changed and a new risk relating to staff engagement will replace it.

e Risk 13 - If we are unable to capture data on the protected characteristics of our patients
there is a risk we will be unable to assess any inequalities in access, experience or
outcomes leading to lack of focus in addressing health inequalities

Risk score reduced from 8 (4x2) to 6 (3x2) to reflect the assessment of the risk. This risk
has been removed as it is monitored as an operational risk.
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Risk 14 - If we do not maintain an awareness of and respond to changing statutory and
legal requirements (DHSC/NHSE/CQC) there is a risk that we will fail to comply leading to
being sanctioned for being in regulatory or statutory breach.

Risk score reduced from 12 (3x4) to 8 (2x4) to reflect the Trust responses to updated
statutory & legal requirements. This risk has been redescribed to better reflect the current
risk.

Risk 15 - There is a risk that adverse events will attract media coverage resulting in a
decrease in public confidence in our services

Risk score reduced from 6 (3x2) to 4 (2x2) to reflect the outcome of recent high profile
employment tribunals. The review of risks agreed that this risk is no longer significant
enough to be included in the BAF and can be reconsidered if this position changes.

The following risks have been redescribed to reflect the current risk and the updated risk will be
described in the amended framework.

Risk 2 - If we are unable to fully implement the new Patient Safety Incident Response
Framework (PSIRF) there is a risk that we will miss opportunities to learn lessons and
improve patient safety leading to preventable patient harm.

Risk score reduced from 9 (3x3) to 6 (2x3) to reflect progress made with PSIRF
implementation, completion of PSIRF training and improved timeframe for incident
management. MIAA audit of PSIRF processes confirms substantial assurance. The risk is
redescribed for the next version of the BAF and the new description reflects that PSIRF is
now business as usual.

Risk 4 - If the CQC or other regulatory body changes their approach to regulation there is
a risk that we will not be able to demonstrate compliance leading to us being assessed as
not meeting the fundamental care standards

Risk score reduced from 12 (4x3) to 9 (3x3) to reflect the work done around the new
assessment framework & roll out of Excellence in Action. New description is around review
and corrective action to maintain standards.

Risk 5 - If the capital planning and allocation system does not enable full use of our
charitable and commercial reserves there is a risk that we may not be able to fund our
capital and asset replacement programmes leading to delays, cancellations or reprioritising
of planned projects and equipment not being replaced when needed.

Risk now reflects the new financial year and resultant risk relating to capital.

Risk 8 - If there is an extreme weather event (heat wave, freeze, floods etc) due to climate
change there is a risk of business disruption (increased staff absence, increased patient
non-attendance and equipment malfunction) leading to delayed or cancelled care.

Risk description now relates to business disruption from many potential threats including
cyber, weather, pandemic etc.

Risk 10 - If we do not achieve the planned activity levels and our target efficiency savings
there is a risk that we won’t achieve financial balance leading to us having to repay the
difference to our agreed plan in the following year.

Risk redescribed to reflect 2025/26 financial rules.

84



NHS!

The Christie

NHS Foundation Trust

The following risks will remain unchanged;

Risk 1 - If there are changes to NICE guidance or other advances in practice that we have
not anticipated (diagnostic, therapeutic, care) there is a risk that there will be a delay in
their introduction leading to a delay in patients obtaining the benefits of new treatments.

Risk 3 - If we are unable to maintain current levels of skilled staff there is a risk that they
will not have the time or expertise required for excellent care and communication leading
to a reduction in the standards of patient safety and experience.

Risk 7 - If diagnostic, MDT and referral processes at local hospitals across the GM system
are not efficient there is a risk that we receive patients on 62-day pathways late leading to
them not being treated within 62 days.

Risk 16 - If we can't maintain supply of essential products for the treatment and care of our
patients there is a risk that their treatment and care will be adversely impacted or delayed.

3 Recommendation
The Board are asked;

To note the closing position for the Board Assurance Framework 2024/25,
To assign a level of assurance to discussions in the meeting that relate to the risks,

To note that a full review of the refreshed annual objectives and resultant strategic risks
has taken place and will form the next iteration of the BAF.
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BOARD ASSURANCE FRAMEWORK 2024/25 OVERVIEW OF RISKS

Current
Risk
Score

Inherant Target
Risk

Score

Q1 Q2 Q3
24/25 24/25 24/25

Q4
24/25

Target
date

Reviewed
Q3 24/25

Reviewed
Q4 24/25

Review Q2
25/26

Review Q1
25/26

Reviewed
Q4 24/25

20

RISK . . . e Responsible Risk
No. Risk Title Risk Description Committee  Appetite
0 If diagnostic, MDT and referral processes at local hospitals "
ICEEie Gy across the GM system are not efficient there is a risk that we Quality .
Manchester system- N . N Assurance | Cautious
. receive patients on 62-day pathways late leading to them "
wide cancer pathways . . Committee
not being treated within 62 days.
If we or our suppliers are subjected to a cyber-attack there is Audit
Cyber attack a risk of loss of data and operational disruption leading to . Averse
N . Committee
patient care being delayed or cancelled
RISK If we can't maintain supply of essential products for the Audit
Supply chain treatment and care of our patients there is a risk that their . Averse
16 . - Committee
treatment and care will be adversely impacted or delayed
If the CQC or other regulatory body changes their approach
ML Changes in quality to regulation there is a risk that we will not be able to Board of
q N . . . Averse
3 regulation demonstrate compliance leading to us being assessed as Directors
not meeting the fundamental care standards.
Recriitnontana If we are unable to maintain current levels of skilled staff Workforce
RISK . . there is a risk that they will not have the time or expertise
retention of skilled i o N Assurance Averse
3 required for excellent care and communication leading to a y
staff S N > Committee
reduction in the standards of patient safety and experience.
TEG
Insufficient contractual provision of cancer care with contractual and funding flow Qualit
RISK changes there is a risk that we are unable to devolve more Y .
support for networked . e 3 " Assurance | Cautious
6 . systemic therapy, clinical trials and radiotherapy treatments y
cancer care provision o N . . ) Committee
to local communities leading to persistence or increases in
inanualitine in ici. o i 1 Al iy A and
If we do not maintain an awareness of and respond to
changing statutory and legal requirements .
S| Legal and statutory | 110N HSE/CQC) there is a risk that we wil fail to comply | AUt Averse
(3 compliance . - N P Committee
leading to being sanctioned for being in regulatory or
statutory breach.
If there is an extreme weather event (heat wave, freeze,
P Extreme weather ﬂpods gtc) gue to climate change thgre is arisk ofAbusmess Audit
PRl cvents disruption (increased staff absence, increased patient non- Committee Averse
attendance and equipment malfunction) leading to delayed
or cancelled care.
If our response to the cultural audit is insufficient there is a Workforce
(351 Ineffective response to |risk that a negative culture will persist in some specific parts
= g . . . Assurance Averse
A cultural audit of our organisation leading to an increase in the number of "
N N Committee
staff reporting a poor experience.
If we are unable to fully implement the new Patient Safety Qualit
Learning from patient |Incident Response Framework (PSIRF) there is a risk that Y
Py A " . Assurance Averse
safety incidents we will miss opportunities to learn lessons and improve "
. . ) Committee
patient safety leading to preventable patient harm.
If we are unable to capture data on the protected
Insufficient data on characteristics of our patients there is a risk we will be Quality
patient protected unable to assess any inequalities in access, experience or Assurance | Cautious
characteristics outcomes leading to lack of focus in addressing health Committee
inequalities
If there are changes to NICE guidance or other advances in
New technologies and |practice that we have not anticipated (diagnostic, Quality
increased standards of |therapeutic, care) there is a risk that there will be a delay in Assurance | Cautious
care their introduction leading to a delay in patients obtaining the Committee
benefits of new treatments.
If we do not achieve the planned activity levels and our
" . target efficiency savings there is a risk that we won't achieve Board of
Financial balance " : . " . Averse
financial balance leading to us having to repay the difference|  Directors
to our agreed plan in the following year
. . . There is a risk that adverse events will attract media
Patient confidence in P . . N . Board of
. coverage resulting in a decrease in public confidence in our N Averse
services . Directors
services
If the capital planning and allocation system does not enable
e atam full use of our charitable and commercial reserves there is a
p. 7 4 risk that we may not be able to fund our capital and asset Board of
capital allocation . . . Eager
replacement programmes leading to delays, cancellations or Directors

framework

reprioritising of planned projects and equipment not being
replaced when needed.
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Review Q1
25/26

Review Q1
25/26

Reviewed
Q3 24/25

Review Q3
& Q4 24/25

Reviewed
Q4 24/25

Within
tolerance

Within
tolerance

Reviewed
Q4 24/25

Reviewed
Q4 24/25

Reviewed
Q4 24/25/
Within
tolerance




Date Risk Opened Current Risk Score

If there are changes to NICE guidance or other advances in practice that we have not anticipated (diagnostic,
PEEEL N therapeutic, care) there is a risk that there will be a delay in their introduction leading to a delay in patients obtaining [REEEEREEIENEN

the benefits of new treatments.

Executive Lead Exec Medical Director

R’ New technologies and increased standards of care

Responsible Quality Assurance

%S::::?;?: To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond Committee Committee
cancer

Objectives Assurance Level Medium

Risk Appetite Cautious

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date

Level 1 — Data and management reports
+ Review of NICE guidelines through risk-
based process with divisional support

« risk register in place.
Level 2 — Management team and committee
scrutiny

+ Review NICE guidelines compliance through
QAC and monthly IPQFR

Level 3 — External assurances

« NICE

Annual planning process with divisions.
P Sl The trust has a risk-based process with

divisional support to assess applicability and

implement relevant guidance.

Guidance that is not resolved or on the risk

register is monitored and escalated if there are

issues

Uncertainty around what /
when. External factors

Forward views of upcoming NICE
guidelines assessed

None identified Within tolerance

Inherant Risk Target Risk
L | | Score

IR B 0

Scoring

Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Exec Chief Nurse

'8 Learning from patient safety incidents

If we are unable to fully implement the new Patient Safety Incident Response Framework (PSIRF) there is a risk that
we will miss opportunities to learn lessons and improve patient safety leading to preventable patient harm.

Description

Responsible Quality Assurance

Associated . . " " N . " " . .
Coroae I;)niZTons(ra(e excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond Committee Committee

Objectives Assurance Level Medium

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

The Trust has invested in external training for the|
patient safety strategy with 2 cohorts in
November and January respectively covering all Level 1 — Data and management reports
components of the patient safety strategy. + PSIRF reports to Patient Safety Committee /
The patient safety team are hosting training for Risk & Quality Governance / Senior

incident handlers to ensure management of Management Committee

incidents across teams is standardised. New ways of working +ERG
Improvement workstreams have been require new skills across the|Level 2 — Management team and committee Full roll out of new Datix - incident
I toi re { isation and resource  |scrutiny None identified Reviewed Q4 24/25

following the publication of learning responses. |at a team level to manage |+ Review compliance through patient safety module

Review through Patient Safety & Experience incidents. reports to QAC

Committee and Risk & Quality Governance. Level 3 — External assurances

Introduction of new DATIX system. + MIAA audit of PSIRF processes confirms
Progression with PSIRF implementation, substantial assurance.

completion of PSIRF training programme across + Updates presented to ICB
the Trust and improved timeframe for incident
management.

Inherant Risk Target Risk
| Score

0
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{5 ; &M Recruitment and retention of skilled staff Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Workforce Director

If we are unable to maintain current levels of skilled staff there is a risk that they will not have the time or expertise
LS required for excellent care and communication leading to a reduction in the standards of patient safety and
experience.

To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond
Associated [=hlvV=g Responsible Workforce Assurance

(eI To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey. Committee Committee
(o] To be an international leader in professional and public cancer education. Assurance Level

To maintain excellent operational, quality and financial performance. - -
Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Recruitment & retention Trust-wide group
reporting to Workforce Committee.
Partnership with external provider to deliver our
domestic recruitment offer, advertising and
brand — social media

Staffing levels maintained through coordinated
utilisation of bank and agency

Level 1 — Data and management reports
« Divisional oversight of recruitment through
Service & Operatonal Review meetings

y ¥ n}
International Recruitment Programme .
Christie People and Culture Plan 2023-26 'S'fx:nzy’ Management team and committee

Quarterly oversight of Trust wide vacancies and Actions outlined by

+ Review compliance through WAC People & Recruitment of onboarding

recrun.men( activity presented to the workforce Nanong\ staff shortages Culture plan updates M.IAA in Nov 24v coordinator - agreement to recruit Reviewed Q4 24/25
committee impacting recruitment " Divisional Recruitment h

L . N L + F&PP Compliance report to WAC / Board ) to the onboarding post on a
Divisional oversight of recruitment activity and audit

vacancies discussed at the monthly service permanent basis now established

review meetings
Turnover analysis and exit interview data
presented and discussed six monthly at the
workforce committee

Robust sickness absence management and
health and wellbeing offer
Agreement to recruit to the onboarding post on
a permanent basis established

Level 3 — External assurances

+ National staff survey’

+ MIAA audit - Role Specific Training July 24 -
limited assurance / Divisional Recruitment
Nov 24 - limited assurance

Inherant Risk Target Risk
| | Score

0

Scoring

@8 Changes in quality regulation Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Exec Chief Nurse

If the CQC or other regulatory body changes their approach to regulation there is a risk that we will not be able to

Descripti
bl demonstrate compliance leading to us being assessed as not meeting the fundamental care standards.

To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond -
Associated [yl RESFEELS Board of Directors
(oFe]j [ 1CHM To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey. Committee

(0] To be an international leader in professional and public cancer education. Assurance Level

To maintain excellent operational, quality and financial performance.

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
+ Self assessment against 2022 Must Do's
Self assessments underway against 2022 must + Self assessment against Well Led quality
do actions and well-led quality indicators. indicators
Attendance at CQC briefings / NHS Providers + Excellence in Action Safety' evidence being collated.
Actions  [iEilyleLH Level 2 — Management team and committee Mock inspections planned and
Board session completed in February 2025 with scrutiny being arranged.
Hempsons to discuss approach and preparation.|None identified + QAC /WAC review of CQC regulations - all |None identified Evidence to be collated for other Review Q1 25/26
Evidence collated by Q&S team against well- on rolling programmes key questions and quality
led. Saftey evidence being collated. « Board level training on new CQC statements (effective / caring /
E In Action prc i and assessment framework Feb 24 responsive to peoples needs)
rolled out across the organisation. Mock Level 3 — External assurances
inspections being undertaken. + GGl review
* Globis Culture Audit
+ CQC Inspection Reports (IR(M)ER)

Inherant Risk Target Risk
| | Score

0

Date Risk Opened Current Risk Score

Apr-24

Date of Last Review

Executive Lead Exec Director of Finance

Associated Responsible
(os];J=1CIM To promote equality, diversity & sustainability through our system leadership for cancer care Committee
Objectives Assurance Level

Impact of the system capital allocation framework

If the ital pl ing and allocation system does not enable full use of our charitable and commercial reserves there

1 lead:

DESE TN s a risk that we may not be able to fund our capital and asset reg 1t progr ing to delays,
cancellations or reprioritising of planned projects and equipment not being replaced when needed.

Board of Directors

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
Alternative proposals put forward by GM ICB + Monthly finance reportsCl Capital bids collated including level
indicate allocation options linked to existing or Level 2 — Management team and committee of priority, impact on patient care

VA (e[Sl nationally calculated depreciation. Participation scrutiny and activity should the bid not be
at local and national level (NHSE / GM ICB) to | National / local funding rules|+ summary of progress with capital approved. . -
N N g h N — . - - Reviewed Q4 24/25 / Within
influence allocation. Development of mitigating |/ arrangements. Cap on plan/strategy implementation at Board / None identified Manage capital priorities within tolerance
financial strategies. Identification & CDEL Planning Days existing ICB allocation and support
implementation of new models of working. All + Regular reporting to Senior Management the ICB to deliver a compliant
high capital risks included and delivered in Committee & Board of DirectorsC] capital plan. New models being
capital plan 24/25 Level 3 — External assurances

« ICB allocation

Inherant Risk Target Risk
| | Score

L
IER g

Scoring
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Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Chief Operating Officer
Responsible Quality Assurance

To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey. Committee Committee

To promote equality, diversity & sustainability through our system leadership for cancer care

el Insufficient contractual support for networked cancer care provision

If the GM system does not continue to support local provision of cancer care with contractual and funding flow
changes there is a risk that we are unable to devolve more systemic therapy, clinical trials and radiotherapy
treatments to local communities leading to persistence or increases in inequalities in provision to economically
deprived and ethnically diverse communities.

Description

Associated
Corporate
Objectives

Assurance Level Medium

Risk Appetite Cautious

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
+ GM Cancer Board

Level 2 — Management team and committee
scrutiny

+ Reports to Senior Management Committee
& Board of DirectorsC)

Level 3 — External assurances

* MIAA review

VX (o[ Sl Participating in GM ICS meetings. Work with
GM Cancer Alliance and pathway leads across |GM ICB / Specialised
the system. Exec attendance at system Commissioning decisions
meetings. Working with GM / Cheshire Trusts to |on funding

develop pathways

GM ICB confirmations |Highlighting financial / operational /
of commissioning risks at provider oversight Review Q1 25/26
intentions 25/26 meetings

Inherant Risk Target Risk
| | Score

0

Date Risk Opened Current Risk Score

Apr-24

Date of Last Review

Executive Lead
Responsible

To promote equality, diversity & sustainability through our system leadership for cancer care Committee

To maintain excellent operational, quality and financial performance.

Ineffective Greater Manchester system-wide cancer pathways

If diagnostic, MDT and referral prc at local hospitals across the GM system are not efficient there is a risk
that we receive patients on 62-day pathways late leading to them not being treated within 62 days.

12

Description

Associated
Corporate
Objectives

Assurance Level

Risk Appetite Cautious

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
+62/31/24 day reports to Senior
Management Committee and Board

+ Service & Operational Review feedback
Level 2 — Management team and committee
scrutiny

+ 6 monthly review by QACO
Level 3 — External assurances

+ MIAA review of 62 days / Cancer Alliance:

Executive led monthly divisional performance
review meetings. Integrated performance &
quality report to Management Board and Board
of Directors monthly. Weekl;y performance
reporting via trust operational group. Escalation
internally & across GM of delays impacting
waiting time targets. Monitoring cancer waiting
time standards through GM Cancer & IPR.

Supporting cancer improvement
plans in GM Cancer

Pathway improvement workstream
in GM Cancer

Evidence of progress
in underperforming
parts of the pathway

NHS pressures leading to
delays in referrals from
other Trusts

Reviewed Q3 24/25

Inherant Risk Target Risk
| | Score

0

Scoring

Date Risk Opened Current Risk Score

M€ Extreme weather events

If there is an extreme weather event (heat wave, freeze, floods etc) due to climate change there is a risk of business

ESILTLN disruption (increased staff absence, increased patient non-attendance and equipment malfunction) leading to Date of Last Review 8
delayed or cancelled care.
Executive Lead Director of Strategy

Associated REEFEEED Audit Committee
(o7e] %o/ -MMl To maintain excellent operational, quality and financial performance. Committee
Objectives Assurance Level

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
+ SDMP compliance

+ BCP compliance and effectiveness

+ Approved Extreme weather plan

Level 2 — Management team and committee
scrutiny

+ Emergency Planning & Resilience
Committee - reporting of regular testing of
In development - Climate BCP's / extremem weather plan

Change Adaptation Plan + Quarterly Net Zero and Climate Adaptation |Not at 100%

'What we have in place to prevent the risk
materialising (reduce likelihood):

No ability to reduce likelihood as an
organisation, however we do have a Sustainable
Development Management Plan (SDMP) - with
VAo Sl aims to reduce system wide emissions within
direct NHS control (NHS Carbon Footprint) by

+Developing methodology to
assess carbon footprint in
collaboration with other Trusts

80% by 2028-2032 (CC_AP) adapt normal Cgmmlt!ee (NZACAC) advises Executive compliance for self- -Developing a CC Reviewed Q3 24/25
) . business processes to Director assessment / external ”

What we have in place to reduce the impact of N «Annual Report - Check what audit

e N i i changed environment + Annual SDMP report to MB and BoD assessment N N .
the risk if it materialises (reduce impact): N " scrutiny this receives

. . N (Assurance Scrutiny by Quality Assurance
Business Continuity Plans (BCP) - sections on "

Committee)

extreme weather conditions, regularly tested and|
reviewed

Extreme weather plan approved & published on
intranet

« Statutory disclosures in Trust Annual Report
Level 3 — External assurances

« Internal audit of compliance with NHS
requirements

+ NHSE review of plans and progress -
agreement of current compliance (as in self-
assessment)

Inherant Risk Target Risk
L | | Score

KN B g

Scoring
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Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Exec Director of Finance
Associated Responsible
(oe]j o[ 1CHM To maintain excellent operational, quality and financial performance. Committee
Objectives Assurance Level

Risk Appetite

G Financial balance

If we do not achieve the planned activity levels and our target efficiency savings there is a risk that we won’t achieve

Descripti
skl financial balance leading to us having to repay the difference to our agreed plan in the following year

Board of Directors

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Activity plans agreed with Divisions and
progress monitored weekly at TOG and monthly
at Senior Management Committee.

Variable income performance tracked as part of
month end financial position and reviewed in the
clinical Divisions monthly financial meetings.
Development of mitigating strategies including

efficiency and transformational programmes. position
Identification and consideration of new models « Trust Operation Group (TOG) review weekly

actols of working to deliver and finance the Trust's Is_:xi:nzy_ Management team and committee

strategic plan. Trusts VIP programme reviewed COITIITIISSIOHIng intentions. | Reports to Senior Management Committee, |None identified
by MIAA and all recommendations implemented |Funding growth . b "
. . N N Audit Committee and Board of Directors
including developing a VIP SOP, improved
N Level 3 — External assurances
governance of VIP schemes and escalating VIP ) . .
N L + MIAA review of financial systems -
reporting and responsibility to ICPC. VIP N
" . " : substantial assurance
delivery at a divisional level monitored via the "
. . . + External audit of Annual Accounts

Trusts Service Operational Review framework .

. y . 3 + MIAA review of VIP programme
October planning session with senior leaders
focused on VIP delivery for 24/25 & 25/26.
Board has recieved monthly financial report
showing performance. Acheivement of 2024/25
plan.

Level 1 — Data and management reports
+ Monthly Divisional scrutiny of financial

VIP Prc r

. Reviewed Q4 24/25
implemented

Inherant Risk Target Risk
| Score

0

Scoring

G Cyber attack Date Risk Opened Current Risk Score

Apr-24

Date of Last Review

Executive Lead Executive Medical Director
To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond Responsible

cancer Committee
To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey. e —] Medium
To be an international leader in professional and public cancer education.

If we or our suppliers are subjected to a cyber-attack there is a risk of loss of data and operational disruption
leading to patient care being delayed or cancelled

12

Description

Associated
Corporate
Objectives

Audit Committee

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
Data Security and Protection Toolkit + Regular updates from NHS Digital -
submissions with audits undertaken. Vulnerability Monitoring Service

Digital board reporting. Level 2 — Management team and committee
Board level Senior Information Risk Owner in The Trust does not currently [scrutiny

place. have cyber security + Reports to Senior Management Comittee None identified
Reviews of risk registers, alerts, reports, actions |insurance. and Audit Committee ]

and observations Level 3 — External assurances

MIAA audit - Data Protection Toolkit (DPST) Q4 + Cyber Essentials + accreditation July 2023
23/24, review for 2024/25 underway. + MIAA Data Protection Toolkit assessment
(DPST) - Substantial assurance July 2024

Review of alerts
MFA fully rolled out

- " Reviewed Q4 24/25
Explore security insurance options

Inherant Risk Target Risk
| | Score

L
IR R 0

Scoring
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Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Director of Workforce

Responsible Workforce Assurance
Committee Committee

S5’ Ineffective response to cultural audit

If our response to the cultural audit is insufficient there is a risk that a negative culture will persist in some specific
parts of our organisation leading to an increase in the number of staff reporting a poor experience.

Description

Associated
(o[ JE1CH To be an excellent place to work and attract the best staff
Objectives Assurance Level Medium

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
«+ Culture oversight group

« Divisional action plans from staff survey!
Plan developed through extensive engagement Level 2 — Management team and committee
with staff following production of Globis Culture scrutiny

Audit and approved by Board. Board « Reporting to Workforce Committee, Implemenetation of agreed action

acions responsibilities outlined. Work commenced to Workforce Assurance Committee and Board plan

|mplemer\! agregd actions ar_|d continue t_o None identified of Directors ) » None identified Cos!}addmona\ resource Review Q3 & Q4 24/25
communicate with staff. Advisory Group in place + Board development session on Inclusive requirments

and meetings arranged. Culture facilitated by NHS Providers expert Advisory Group meetings to take

Regular reporting to Board. Sept 2024 place and review progress / report

Inclusive Culture work taking forward actions + Board approved Inclusive Culture Plan Nov

and approach for the Trust. 2024

Level 3 — External assurances
* Globis culture audit
+ Annual CQC Staff Survey 2023 / 2024

Inherant Risk Target Risk
| | Score

0

G kN Insufficient data on patient protected characteristics Date Risk Opened Current Risk Score

Apr-24

Date of Last Review

Executive Lead Exec Medical Director
Associated Responsible Quality Assurance

[ofc1 eI To be an excellent place to work and attract the best staff Committee Committee
Objectives Assurance Level Medium

If we are unable to capture data on the protected characteristics of our patients there is a risk we will be unable to
assess any inequalities in access, experience or outcomes leading to lack of focus in addressing health inequalities

Description

Risk Appetite Cautious

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
+ published data

« review by Exec Team monthly:

Level 2 — Management team and committee
Collation of existing data into a report for scrutiny

publication on the website. Areas of poor data  |Lack of data from national |+ Integrated Performance report to Senior
quality identified and group established to spine Management Committee and Board of
identify actions to improve. Directors|

Level 3 — External assurances

+ Submissions to NHSE

+ MIAA - Data Quality audit Oct 24 - moderate
assurance

Outcomes from
planned
improvements not yet
demonstrated in
performance

Actions Reports to be tailored to ensure

they accurately reflect our

: - Within tolerance
services / patient group

Inherant Risk Target Risk
| | Score

0

Scoring

Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Chief Executive Officer

NG Legal and statutory compliance

If we do not maintain an awareness of and respond to changing statutory and legal requirements (DHSC/NHSE/CQC)
there is a risk that we will fail to comply leading to being sanctioned for being in regulatory or statutory breach.

Description

To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond
cancer

To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey.
To be an international leader in professional and public cancer education. Responsible Audit Committee
To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre Committee

To maintain excellent operational, quality and financial performance. Assurance Level

Associated
Corporate
Objectives

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Engagement in national updates and regulatory
briefings. Level 1 — Data and management reports
Designated leads for statutory requirements + Regular reports to Executive Team
across the Trust reporting into committee + Monthly IPQFR

structure. Level 2 — Management team and committee
Policies and procedures in place e.g. conflicts of scrutiny Take MIAA checklists / advisory
interest, SFI's, Document ratification processes. + Board self-assessments April 2024 notes to appropriate assurance
Membership of NHS Providers to recieve most |Uncertainty around what/ |+ Board reporting on regulatory changes committees

up to date advice and guidance. when. External political + Work of the 3 assurance committees ?OF rating - currently Agreed exit criteria from SOF 2 to Review Q1 25/26
Exec Team engagement in national briefings.  |factors Level 3 — External assurances SOF 1 agreed and being

Close working with regulators, GM ICS / ICB + CQC Inspection Reports (IR(M)ER) monitored for compliance to

and NHSE. + SOF Rating 2 specified timeframes.

Attendance at system level and national + MIAA role specific training audit (CQC Reg
meetings. 19) - Limited assurance Oct 24

Leads identified internally for each statutatory + MIAA data quality audit Oct 24 - moderate
requirement e.g. health & safety / IRMER / CQC assurance

etc

Inherant Risk Target Risk
| | Score

L
IER B g

Scoring
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S¢S Patient confidence in services Date Risk Opened Current Risk Score

May-24

Date of Last Review

Executive Lead Chief Executive Officer

There is a risk that adverse events will attract media coverage resulting in a decrease in public confidence in our

Description .
services

To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond
Associated Mibadl Responsible
S — To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey. Committee
P " To be an international leader in professional and public cancer education.
Objectives N - N L N . . " "
To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre To be an excellent place to
work and attract the best staff Risk Appetite

Board of Directors

Assurance Level

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Level 1 — Data and management reports
+ Regular reports to Executive Team

+ Monitoring & reporting of clinical / HR events.
Level 2 — Management team and committee
Policies and procedures e.g. management of scrutiny Proactive review and response by
claims ) None identified . ijality Asurance Committee review of None identified (he.sg.nior responsible per;on of
External legal advice where necessary clinical cases activities that could result in
Outcomes of legal cases 2024/25 + Workforce Assurance Committee review of negative publicity

HR cases

Level 3 — External assurances

+ MIAA audits commissioned to review specific
issues where appropriate

Actions

Reviewed Q4 24/25

Inherant Risk Target Risk
| | Score

0

Scoring

RS Supply chain Date Risk Opened Current Risk Score

Date of Last Review

Executive Lead Chief Operating Officer

If we can't maintain supply of essential products for the treatment and care of our patients there is a risk that their
treatment and care will be adversely impacted or delayed

Description 12

PAELRIUEICR M To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with and beyond Responvsib\e Audit Committee
Corporate  [Ehle=d Committee
(0] To maintain excellent operational, quality and financial performance. Assurance Level

Risk Appetite

Key Control established Key Gaps in Controls Assurance Gaps in assurance Actions to address gaps Target date for completion

Pharmacy - TCP procurement team work
closely with regional & national drug Level 1 — Data and management reports
procurement teams. Mutual aid MOU in place in + Regular reports to relevant committee
NW. Management with clinicians to avoid + Monitoring & review by management team
imapct on care Level 2 — Management team and committee
VA% o, Sl Medical Physics - close relationship with national scrutiny

supply chains and management of demand + Reports to The Christie Pharmacy Company Review of alerts
based on availability of radioactive materials. Board and Audit Committee, via Trust Drug & None identified Review Q2 25/26
BCP in place for Radiopharmacy to maintain Therapeutics Committee

supplies and regular discussions with supplier of « Esclations from Risk & Quality Governance
FDG for the PETCT scanner. to Senior Management Committee
Procurement - policies & processes in place for Level 3 — External assurances

mar of supplies incl ions & + MIAA audits commissioned to review specific
triggers / communication. issues where appropriate

National / international
shortages / supply issues

Inherant Risk Target Risk
| | Score

0
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NHS Foundation Trust

Agenda item 24/25¢

Meeting of the Board of Directors
Thursday 26" June 2025

Care Quality Commission (CQC) Trust Annual Update

Title against standards and preparedness.
Author Chief Nurse & Executive Director of Quality
Presented by Chief Nurse & Executive Director of Quality

To provide the Board of Directors an update the Trust's
Purpose of paper annual position and preparedness against the CQC
regulatory standards.

BAF reference BAF Risks 4 and 14

Link to:

Trust strate
» Trust strategy %

CQC regulations (all key questions and quality

» Corporate objectives statements)

» Regulation

You are reminded not to use | CQC - Care Quality Commission
acronyms or abbreviations
wherever possible. However, if
they appear in the attached
paper, please list them in the
adjacent box.
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NHS!

The Christie

NHS Foundation Trust
Agenda item 24/25¢
Meeting of the Board of Directors
Thursday 26" June 2025

Care Quality Commission (CQC) Trust Annual Update against standards and preparedness.

1. Purpose

1.1 The purpose of this report is to provide an annual update on Trust position and preparation
against the CQC regulatory assessment framework.

2. Background

21 In July 2022, the CQC launched its single assessment framework (name changed to
assessment framework, January 2024) for health and social care providers outlining how
quality and performance is assessed. The assessment framework is based on 5 key
questions; is the service Safe, Caring, Responsive, Effective and Well led. Each key question
has underlying quality statements, of which there are 34 in total. Expressed as ‘we’
statements, quality statements are commitments providers should live up to, to deliver high-
quality person-centred care. The CQC gain insight into services through ongoing data
gathering from national data collections, information from providers, which they request via
email currently and feedback from engagement activities.

2.2 Six evidence categories have been identified relating to each of the 34 quality statements.
These are:
o People’s experience of health and care services
e Feedback from staff and leaders
o Feedback from partners (e.g. commissioners and other local providers)
e Observation
e Processes
e Outcomes

2.3 Evidence considered by the CQC will be scored between 1 (significant shortfalls) to 4
(Exceptional standards). Under each evidence category, scores will be combined to give a
Quality Statement score which will be converted into a percentage. At key question level the

percentage is translated into a rating using the thresholds, as per below:

e 4 = Over 87% (outstanding)
e 3=631087% (Good)

v
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e 2=391t062% (requires improvement)
e 1 =25-38% (inadequate)

2.4 CQC will continue to provide an overall rating using the existing scale: Outstanding, Good,
Required Improvement and Inadequate.

2.5 Current provider ratings will remain in place until the next assessment

3. Engagement activity

3.1 Throughout 2024/25, the Trust has continued its regular engagement meetings with the CQC.
These are attended by the Executive Chief Nurse & Director of Quality, the Deputy Chief
Nurse and a designated CQC inspection manager for the Trust, other people are also invited
as required. These meetings provide a Trust wide quality update, with specific responses to
questions raised under the CQC key questions; Safe, Effective, Caring, Responsive and Well-
Led.

3.2 There is also an open channel of communication between the local CQC inspection Manager
and the Chief Nurse throughout the year, all interactions are documented on a Trust tracker
and all documents are provided with a unique CQC code and logged by CQC and Trust.

4. Inspection activity

4.1 The Christie NHS Foundation Trust’s medical core service was last inspected 11-12 October
2022 followed by a well led inspection 15-17 November 2022. On 12" May 2023, the Trust
was rated overall as ‘Good’ by the Care Quality Commission.

Overall trust quality rating Good @
Are services safe? Requires Improvement
Are services effective? Outstanding ¢
Are services caring? Outstanding i}
Are services responsive? Outstanding 3¢
Are services well-led? Requires Improvement

4.2 The CQC report identified 7 ‘must do’ actions to meet regulatory requirements. These include:

e The Trust must ensure staff complete mandatory training, including safeguarding training in
accordance with the relevant schedule and receive relevant training, supervision and
appraisal to perform their duties competently. (Regulation 18 (1)(2)(a)

e The Trust must ensure that policies are reviewed and ratified in a more timely manner.
(Regulation 17 (1))

e The Trust must ensure that serious incidents and mortality reviews are investigated in a
timely manner and learning is shared across the organisation as required. (Regulation 12

(2)(b))

e The Trust must ensure there is an effective process to manage complaints, in particular,
ensuring the timeliness of responses. (Regulation 16 (2))
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o The Trust must ensure there is an effective process to manage the administration of the fit
and proper persons checks. (Regulation 5)

e The Trust must ensure that patient risk assessments are consistently completed and
reviewed in a timely manner for all patients. (Regulation 12 (1)(2)(a)(b))

e The service must ensure the proper and safe management of medicines, to include the
completion of antimicrobial documentation for safe prescribing in line with Trust policies.
(Regulation 12(1)(2)(9))

4.3 On the 30th November 2023, a completed report of the actions and supporting evidence was
approved by Trust Board of Directors and submitted to the CQC, Specialist Commissioners
and GM ICB for oversight.

4.4 The report also identifies 4 ‘should do’ actions which the Trust is not required to submit an
action plan or report to the CQC. Work continues to ensure improvements against these
actions, this is reported seperately to board.

e The Trust should continue to make improvements in culture across the organisation,
support staff when raising concerns and act on them in a timely way

e The Trust should continue to develop and promote fundamental strategies such as the
equality, diversity and inclusion strategy and take appropriate actions to improve staff
engagement, especially those with particular equality characteristics

e The Trust should consider monitoring delayed discharges or transfers of care in regard
to patient experience

e The Trust should ensure there is an effective process to provide information in an
accessible format for service users with information or communication needs

4.5 lonising Radiation (Medical Exposure) Regulations (IR(ME)R) inspection

On the 21 April 2023 the CQC gave notification to inspect the radiotherapy department at the
Trust for compliance with the lonising Radiation (Medical Exposure) Regulations. This involved
completion and submission of a self-assessment questionnaire followed by discussion with key
personnel and meetings with staff where necessary which took place 31 May 2023.

The final report published 12 July 2023 identified 3 areas for improvement:

e The employer must ensure that written procedures in respect of those matters
described in Schedule 2 are reflective of local practice and that they contain sufficient
detail for all duty holders. Regulation 6.

e The employer must ensure that clinically significant incidents are clearly defined within
the employer’s procedures. Regulation 6(1)(a).

e The employer must ensure that procedures for making pregnancy enquiries are
inclusive of all individuals of childbearing potential. Regulation 6(1)(a).

An action plan to address the areas for improvement has been submitted to the CQC on 26
July 2023. An outcome letter from the CQC dated 09 August 2023 confirmed the CQC as
satisfied that the actions taken, or are intending to take, will address the recommendations
made with a view to maintaining compliance with IR(IME)R in the future and the inspection file
closed.

v
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5. Preparedness — Excellence in Action

5.1 The Trusts internal quality inspection programme CODE (Care, Observation, Documentation,
Experience), which is mapped to the CQCs fundamental standards of care, continued through
2024/25, with the introduction of a monthly ‘mini CODE’ that monitors the sustainability of the
quality outcome and fundamentals of person centred care. These commenced Q4, 2024/25.

5.2 More focused preparedness commenced at the beginning of 2025. To date this has included:

At the February 2025 board away day Hempsons solicitors, who have expertise in NHS
regulation, presented to the board of directors an overview of the CQC single assessment
framework.

The compliance team have developed an evidence matrix to organise how we organise the
information pertinent to each quality statement.

The compliance team have led a process to map evidence and sources of evidence to
each of the well-led quality statements and its relevant evidence categories, with
engagement from teams Trust wide.

We have carried out a ‘well-led’ review day with the Chief Nurse, compliance team and
Hempsons solicitors, who are supporting us in this process

Launched ‘Excellence in Action’ which is a trust wide annual programme of work to
promote, engage and demonstrate how our everyday work meets the standards set out in
the CQCs regulatory framework, helping us to deliver high-quality, person-centred care.

5.3 Excellence in Action

During 2025-26 each quarter will focus on different key questions. There are
34 quality statements which sit under 5 key questions. The schedule for the
key questions can be found below:

+ Focus on the ‘Well-led’ principles

+ Focus on the ‘Safe’ principles

¢ Focus on the ‘Effective’ principles

*Focus on the ‘Caring’ and ‘Responsive’ principles
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The programme has two arms and is based on a rolling quarterly approach to:
1. Gather, map and review available evidence and identify potential gaps
2. Promote and engage a key question and its relevant quality statements.

The aim of this is to enhance the understanding of all staff on what we do on a daily basis to meet
our regulatory requirements and engage staff with the language and terminology used within the
assessment framework. The approach also involves and supports staff to feel more confident in a
continual regulatory assessment process and showcase and evidence the excellence we action as
business as usual and how this aligns with the Trusts strategy, mission, values and behaviours.

Our approach to the engagement of Excellence in Action includes:

o Staff engagement - examples include engagement stands, presenting at Trust forums,
divisional, directorate and service meetings.

e Communications - examples include Trust wide cascades and weekly briefings, HIVE
pages, a staff handbook focussing on the key questions and quality statements and
questions to staff on how each key question is demonstrated. Working in partnership with
division, directorate and service leads to support staff if there are gaps identified.

e Mock inspections — this will include unannounced inspections of clinical areas as well as
mock interviews. The inspecting teams will be made up of a cross section of staff groups,
disciplines and grades.

e Preparatory Interviews with senior leaders and Board members to support confidence in
the assessment process.
6. Conclusion
The Trust continues to meet the outcomes required by the CQC under the Health and Social
Care Act 2008 (Regulated Activities) Regulations 2014 and the Care Quality Commission
(Registration) Regulations 2009.

The Trust has a structured method of regulatory assessment preparation and engagement.

7. Recommendation

The Board is asked to approve the content of this paper.
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